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Integrated Delivery System 
Our Locations 
3,092 Acute Beds Across 10 Hospitals 

– Including 132 beds at the Children’s Hospital at 
Montefiore (CHAM) 

– 86 NICU/PICU beds 
150 Skilled Nursing Beds 
Over 190 Sites Including 

Hutchinson Campus – Hospital without Beds 
1 Freestanding Emergency Department           

 First in New York State 
68 Primary Care Sites 

– 21 Montefiore Medical Group Sites 
– 23 School Health Clinics 

16 Mental Health/Substance Abuse Treatment 
Clinics 

73 Specialty Care Sites 
– 3 Multi-Specialty Centers 
– 4 Pediatric Specialty Centers 

– 12 Women’s Health Centers 

10 Dental Centers 

5 Imaging Centers 
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• Formed in 1995 
• MD/Hospital Partnership 
• Contracts with managed care 

organizations to accept and manage 
risk 

• 3,900 providers 
– 2,700 physicians 
– 2,000 employed 
– 600 PCPs 

• Established in 1996 
• Wholly-owned subsidiary of 

Montefiore Medical Center 
• Performs care management 

delegated by health plans as well 
as other administrative functions, 
(e.g. claims payment, 
credentialing) 

• Over 1,200 staff 

Montefiore IPA 

Montefiore IPA & CMO 
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Current Value-Based Payment 
Arrangements 

Source 2015 Population 2015 Est. Revenue 

Risk Contracts 221,000 $1,323M 

Shared Risk 115,000 $437M 

Pioneer ACO 41,700 $911M 

Medicaid Health Home  
(Care Coordination) 10,000 $18M 

Under Negotiation 17,500 -  

Totals 405,200 $2,7M 

Presenter
Presentation Notes
Montefiore currently manages 170K Medicare, Medicaid and Commercial lives through full risk contracts and another 165K in shared savings relationships which includes our Pioneer ACO lives.In addition, we are the lead organization in a NYS Medicaid Health Home where we have partnered with another Bronx hospital and several FQHCs to manage high cost/high risk Medicaid beneficiaries identified by the NYS DOH.Currently managing close to 350K lives and almost 2 Billion in premium and revenue through these arrangements.Goal is to reach 1m lives managed thru VBR.  We are doing this in a number of ways including acquiring and affiliating with other hospitals, working with physician groups, applying for a commercial insurance license, becoming a managed long term care plan and applying to participate in the Medicare Medicaid program  demonstration which in NYS is called a Fully Integrated Duals Advantage Plan.



Pioneer ACO Overview 

• One of original 32 selected by CMS in 2011 
• Only one in New York State  

‒ Montefiore plus 5 other hospitals,  
3 FQHCs 

‒ 3,400 physicians 

• 49,000 attributed beneficiaries in PY4  
‒ ~15,000 duals 
‒ Estimate that 9% = 55% of spend 

• Most financially successful Pioneer ACO in PY1, PY2 and  
PY3—$65 million savings to Medicare 

- Montefiore ACO share: $35 million  

 

Montefiore 
ACO 

Presenter
Presentation Notes
NEED SLIDE ABOUT DSRIP, FIDA
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Our Population Health 
Management Model: 

Care GuidanceTM 
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Identify &  
Prioritize 

Enroll 

Assess  
(Baseline  

and ongoing) 

Develop  
Personalized  

Care Plans  
Stratify into  

Programs 

Monitor &  
Update Care  
Plans until  
Discharge 

Identify members requiring care 
coordination services 

Enroll highest risk 
individuals and 
educate about care 
coordination 

Understand member’s 
medical, behavioral, 
and social needs 

Develop personalized care 
plan based on intensity of 
services needed 

Link individual 
to services and 
organizations to 
provide care 
coordination 

Care GuidanceTM Process Lifecycle 



Frail ill / High 
Utilizers 

Functional 
Chronically ill 

Well and 
Worried Well 

Preliminary 
Screening Logic 

High 

• Data Mining 
• Provider Referral 
• Sentinel Events (e.g., Post-

Discharge) 
• Self-Identification 

• Members access 
information, as needed 

• Targeted health education and 
interventions 

• Self-management / 
empowerment 

• Intensive, complex case 
management 

• Palliative Care 

Care Management Intensity 

Identify &  
Prioritize 

Enroll 

Assess Needs 

(Baseline  
and Ongoing) 

Develop  
Personalized  
Care Plans  

Stratify into  
Programs 

Monitor &  
Update Care  
Plans until  
Discharge 

Patient 
 

 
 
 
 

Primary Care 
Provider, PCMH 

Attributed Population 

Medium 

Low 

Presenter
Presentation Notes
Information required to provide care coordination is different than information required to provide careInformation has be to presented seamlessly to end userDynamic and flexible care planning functionality allowing for changing needs over timePowerful workflow automation and task management capabilities to support high volume activity and specialization of tasksRobust and predictive analytics, assessment and resource management functionalityAccess to real-time data; Interoperability with other disparate systems across care continuumEnables centralized and local care coordination at provider/ community sitesCMO Process Reengineering groupCMO is working with its IT staff to fulfill this vision of automating its PHM operations.  This includes significant internal development as well as working with various 3rd party solutions for predictive analytics, Care Management, health information exchange and interoperability.Created CM process engineering group……Systems are not built this way…Requirements will continue to push interoperability / data exchange, multi-tenancy, as coordination and management of populations across organizations continue to increase requirementsPermissions / roles, etc..



“Big Data” Is Not Enough 
Analytics alone will not be able to 

identify underlying drivers influencing 
diabetic condition 

• Unstable Housing 

• Substance Abuse 

• Mental Health  

• Financial Distress 

Assessment Enroll 

Assess  
Needs 

Develop  
Personalized  
Care Plans  

Stratify into  
Programs 

Monitor &  
Update Care  
Plans until  
Discharge 

Patient 
 

 
 
 
 

Primary Care 
Provider, PCMH 

Identify &  
Prioritize 

8% Generate 55% 
of Medical Expense 
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Drivers of Healthcare Costs 

Based on results of over 4,000 assessments of high-risk patients 
conducted at Montefiore CMO 



Keys to Success in Value-
Based Care 

• Overarching vision, clear governance structure, 
and aligned operations 

• Must define and understand the population 
• <20% of the population determine the costs, 

100% determine the quality of care 
• Developing an ongoing care and population 

management organizational strategy 
• Ensure IT strategy incorporates full breadth of 

population health and care coordination 
operational needs 
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