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John Beaman serves as Chief Business and People Officer, a role he assumed in 
March 2018. He has direct executive leadership and operational management of human 
performance, information technology, analytics, performance improvement, supply chain, 
enterprise risk management, construction, and facilities management. Previously, 
Beaman served as the Senior Financial Officer for Adventist Health. Prior to that, he was 
the Fiscal Officer at Adventist Health Simi Valley. While in that position, he helped the 
hospital achieve a financial improvement of $7.8 million annually.

Allen Miller is the Principal and CEO of COPE Health Solutions and Chair of the 
board of its subsidiary, Analytics for Risk Contracting. For more than 25 years, Mr. 
Miller has led the planning and implementation of integrated delivery systems and 
networks to succeed in value-based payment throughout the country. His areas of 
expertise include value-based payment arrangements, population health management, 
large-scale strategic partnerships, and innovative payer-provider strategies. He is a 
nationally known expert on value-based payment transformation and is a frequent author 
and speaker for HFMA, Association of Physician Groups, American Medical Group 
Association, and The Governance Institute.
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After attending this webinar, participants will be able to:

Learning Objectives

Describe the board’s role in 
helping to strengthen and 
accelerate value-based 
payment (VBP) strategies.

Describe keys to 
success for 
provider networks 
taking on risk.

Develop enhanced 
planning based on data 
to ensure the right care 
is provided to 
populations while 
managing global cost and 
improving outcomes.

Analyze and understand 
claims and related data 
to better develop and 
launch population 
health management 
infrastructure.
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Continuing Education

Continuing 
education
credits available

In support of improving patient care, The Governance Institute, a service of National Research 
Corporation, is jointly accredited by the Accreditation Council for Continuing Medical Education 
(ACCME), the Accreditation Council for Pharmacy Education (ACPE), and the American Nurses 
Credentialing Center (ANCC) to provide continuing education for the healthcare team. This activity 
was planned by and for the healthcare team, and learners will receive 1 Interprofessional Continuing 
Education (IPCE) credit for learning and change.

AMA: The Governance Institute designates this live activity for a maximum 
of 1 AMA PRA Category 1 Credit(s)™. Physicians should claim only the credit 
commensurate with the extent of their participation in the activity.

ACHE: By attending this Webinar offered by The Governance Institute, a 
service of National Research Corporation, participants may earn up to 1 
ACHE Qualified Education Hour toward initial certification or recertification 
of the Fellow of the American College of Healthcare Executives (FACHE) 
designation.

Criteria for successful completion: Webinar attendees must remain logged 
in for the entire duration of the program. They must complete 
the evaluation survey and include their name and degree (M.D., D.O., other) 
at the end of the survey in order to receive education credit. Evaluation 
survey link will be sent to all registrants in a follow-up email after airing 
of the Webinar.

CPE: The Governance Institute is registered with the National 
Association of State Boards of Accountancy (NASBA) as a sponsor of 
continuing professional education on the National Registry of CPE 
Sponsors. State boards accountancy have final authority on the 
acceptance of individual courses for CPE credit. Complaints regarding 
registered sponsors may be submitted to the National Registry of CPE 
Sponsors through its Web site: www.nasbaregistry.org.

Program level: Overview · No advanced 
preparation required

Field of study: Business Management 
and Organization

Delivery method: Group Internet based
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Disclosure Policy
• As a Jointly Accredited Provider, the Governance Institute’s policy is to ensure balance, independence, objectivity, and scientific rigor in all 

of its educational activities. Presentations must give a balanced view of options. General names should be used to contribute to partiality. If trade 
name are used, several companies should be used rather than only that of a single company. All faculty, moderators, panelists, and staff participating 
in the Governance Institute conferences and Webinars are asked and expected to disclose to the audience any real or apparent conflict(s) of interest 
that may have a direct bearing on the subject matter of the continuing education activity. This pertains to relationships with pharmaceutical 
companies, biomedical device manufacturers, or other corporations whose products or services are related to the subject matter of the presentation 
topic. Significant financial interest or other relationships can include such thing as grants or research support, employee, consultant, major 
stockholder, member of the speaker’s bureau, etc. the intent of this policy is not to prevent a speaker from making a presentation instead, it is 
the Governance Institute’s intention to openly identify any potential conflict so that members of the audience may form his or her own judgements 
about the presentation with the full disclosure of the facts.

• It remains for the audience to determine whether the presenters outside interests may reflect a possible bias in either the exposition 
or the conclusion presented. In addition, speakers must make a meaningful disclosure to the audience of their discussions of off-label 
or investigational uses of drugs or devices.

• All faculty, moderators, panelists, staff, and all others with control over the educational content of this Webinar have signed disclosure forms. 
the planning committee members have no conflicts of interests or relevant financial relationships to declare relevant to this activity. The presenters 
have no financial relationships with The Governance Institute.

• This educational activity does include content that relates to the products and/or services of a commercial interest that would create a conflict 
of interest. There is no commercial support or sponsorship of this conference.

• None of the presenters intend to discuss off-label uses of drugs, mechanical devices, biologics, or diagnostics not approved by the FDA for use in the 
United States.
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• As CMS and employers push providers to take more premium risk, a key to success is to gain 
access to accurate data on the total cost of care for attributed or assigned membership.

• This enables provider networks taking risk to proactively ensure access to the right care 
and education for populations while managing global cost and improving outcomes.

• Building the capabilities to understand and better manage health for a health system’s 
own self-insured employees and families is highly translatable to other populations and 
payers, including direct-to-employer strategies.

• By leveraging employee utilization and cost and outcomes data, health systems can optimize 
their network; understand patterns of care, benefits, and employee satisfaction scores; and 
improve quality and health outcomes.

• In this session, we explore a case study in which Adventist Health (AH) has leveraged the claims 
data for its employee health plan and explain how this data, resultant initiatives, and lessons 
learned are being used as a foundation for larger value-based payment and direct to 
employer (D2E) strategies.

Presentation Overview
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Agenda
• Value-Based Payment and Keys to Success for Provider Networks 

• Adventist Health Case Study 

oOverview

oAnalytics and Insights as Foundation for Success

o Translating Self Insured Lessons Learned

• Shared Lessons Learned and Board Takeaways

• Q&A



Value-Based Payment and Keys to Success

H E A L T H C A R E  C O N T I N U E S  T O  M O V E  T O  V A L U E - B A S E D  P A Y M E N T

8Copyright © 2020 ARC, LLC. All rights reserved
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Polling Question #1
How much of your hospital or health system revenue today is earned through value-based payment 

agreements with at least upside shared savings opportunity?

A. <10%

B. 11-25%

C. 26-50%

D. 51-75%

E. 76-100%

F. Unknown
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Healthcare Continues to Move Toward VBP

Current Administration End of the Sustainable 
Growth Rate

Risk-Based Contracting Medicaid Redesign and 
Expansion

VBP programs such as 
Medicare Direct, CHART, 
and Shared Savings ACOs  
accelerate competition for 
the fixed premium dollar

Increased impact to Medicare 
reimbursement with penalties 
and bonuses, levels of provider 
participation, and four categories 
of reporting requirements that 
require interoperability

Payers, from CMS and 
employers to health plans, are 
looking for competent 
providers who can take risk 
and delegation

Integrating care remains 
key and now includes 
models for maternal and 
child health populations
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Healthcare Market Factors and Trends

Managed Care 
Transition

Integrating care remains 
key and now includes 
models for maternal and 
child health populations

Care Delivery 
Integration

Increasingly rapid 
migration of care from 
traditional locations to 
home and community 
care, sparked by 
financial incentives and 
penalties

Role of Data

Increasing demand for 
data-driven decisions and 
metrics to measure value 
and drive revenue; 
providers learning to use 
claims as well as 
encounter and clinical 
data

Workforce Shifts

Ever-increasing gap in 
skills – need for more 
non-traditional certificate 
training programs to 
supplement traditional 
degree and licensure 
pathways

Population Health 
Trends

Continuous increases in 
linguistic and cultural 
diversity within 
patient/member mix; 
aging patients/members 
desiring return to cultural 
roots
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The Impact of COVID-19

Continued Transition to VBP
• CMS continues to incentivize providers to move into 

advanced payment models both for Medicare 
Advantage and Medicare fee-for-service (FFS)

• Physician groups and health systems have seen 
capitated agreements weather the COVID-19 
pandemic better than FFS, but many hospitals and 
health systems are not ready to move away from 
lucrative FFS contracts 

• Physician groups and IPAs without acute-care facilities 
are more aggressively pursuing risk today

Market and Utilization Trends
• COVID-19 impacts on utilization and cost have been 

varied regionally for the last six months

• At a national level, it appears that most acute-care 
hospitals and health systems are back to ~90-95% of pre
-COVID-19 revenues and utilization rates

• Today, we see:

- Ongoing significant reduction in emergency 
department (ED) utilization, at a time when many 
hospitals have been expanding and modernizing EDs

- Increased telehealth activity and a lack of return to 
pre-COVID levels of in-person ambulatory utilization 

- Expanded use of home-based monitoring, 
hospital at home, and other types of remote care, 
likely signaling an ongoing transition from acute-care 
and post-acute admissions
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Value-Based Payment Spectrum

MIPS

NextGen ACO

Managed 
Care Capitation

CPC+

Market Laggard

Bundled 
payment

Commercial 
ACO

FFS

PCP
incentives

P4Q

P4P

Integrated Delivery Network

Percent of Premium Dollar Risk

Provider-owned 
health plan 

aligned with IDN
(incl. Employee 

Health Plan)

Legend

Bubble size corresponds 
to opportunity to impact 
cost and generate margin 

MSSP 
Track 1 & 

2

Risk-based contracts fail 
to return significant value

Clinical transformation 
allows value creation to 

accrue to others
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Infrastructure Maturity Required for Success

Medicare 
Direct 

Contracting

MSSP 
Track 3
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Keys to Success in Risk-Based Contracts

Revenue Optimization
• Increase total revenue 
• Increase access to 

premium dollars for 
providers and payers

Areas of Focus:
• Appropriate product category
• Appropriate risk coding
• Contracting strategy
• Financial reconciliation for 

claims and eligibility

Quality Management
• Improve quality 

outcomes and 
performance

Areas of Focus:
• STAR ratings
• HEDIS gap closure
• Member engagement
• Provider and staff engagement
• Ease of use of quality 

identification and action tools

         Utilization Management
• Increase revenue 

and profitability of 
risk pools

• Improve total cost of 
care performance

• Reduce leakage 

Areas of Focus:
• Appropriate site, level of care, proactive 

UR, aligned incentives
• Ease of access and leakage reduction
• Address SDH, CBO integration
• Rx dispensing channel
• High-volume/high-risk member 

management

Sample Initiatives:
• Consistent processes
• Provider and staff training and incentives
• Call center with Warm Line
• Member and provider 

portals, member app
• Remote monitoring

Sample Initiatives:
• Over 65 Medicaid enrollment to 

Medicare
• Dual eligible ID and enrollment
• Proper documentation 
• Empanelment

Sample Initiatives:
• Open access
• Specialty economic profiling and large 

panel PCP affiliation
• ED concurrent UR
• Leverage specialty pharmacy, 340b
• Further integration of technology through 

care protocols 

Copyright © 2020 ARC, LLC. All rights reserved
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Data Analytics Is the Foundation for Achieving Key Success Factors
Attributes of a Successful Network

High-Quality Care 

Valu
e-B

as
ed

 

Arra
ngem

en
ts 

Integrated 

Provider Network

Populat
ion H

ea
lth

 

Analy
tic

s

Ke
y 

Su
cc

es
s 

Fa
ct

or
s

• Develop the 
infrastructure for 
population health data 
analytics 

• Reporting capabilities 
to monitor success in 
real-time

• Ability to track high-
risk and high-cost 
patients  

• Effective incentives 
for providers to 
improve quality of 
care delivered 

• Evidence-based best 
practices 
implemented and 
supported

• Dashboarding 
platform to monitor 
success and 
transparently share 
progress regularly

Key Success Factors
Ke

y 
Su

cc
es

s 
Fa

ct
or

s

• Adequate 
composition of 
providers to service 
the population

• Collaborative 
partnerships such as 
ACOs or IPAs

• Robust referral 
strategies 

• Coordinated care 
model to connect 
providers and patients

• Focus on paying for 
value over volume

• Successfully 
transition Managed 
Care Organization 
(MCO) contracts 
from FFS to risk-
based arrangements 

• Prepare providers 
with the 
competencies and 
skills needed to be 
successful in VBP

Key Success Factors



Adventist Health: Case Study

L E V E R A G I N G  E M P L O Y E E  H E A L T H  P L A N  D A T A
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Do you have an employee health plan?
A. Yes
B. No
C. N/A 

Polling Question #2
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20+ 
Hospitals

35,000 
Team members and 
physicians

$4.5B+ 
Annual revenue

2M+ 
Clinic visits

1.5M 
Outpatient visits

150,000+ 
Admissions

750,000 
ER visits

200,000+ 
Home Health visits

Who is Adventist Health?

Copyright © 2020 ARC, LLC. All rights reserved
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Affordable consumer health and well-being within reach for everyone

Adventist Health has a goal to engage 
1.5 million value-based lives by 2030 across all lines of business 

• Adventist Health’s Employee Health Plan (EHP) was chosen as the pilot case for leveraging data to inform 
opportunities to improve performance, as well as to develop the “muscles” needed to succeed in VBP and 
population health management across all payers and lines of business.

• Adventist Health is on a journey to be top-decile in quality and top quartile in 2020.
• Self-insured population used as innovation and learning lab and the foundation for Direct to Employer (D2E) 

Network:
� Consumer affordability, member-centric care models, access, and personal wellness
� Top tier quality, member engagement, access, and performance

• Network optimization, care model advancement, and value-add differentiators are key:
� Analytics 
� Population health muscles to manage utilization
� Deliver a strong value proposition to their employees, families, and communities

Background and Strategic Objectives
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Adventist Health’s Collaborative Approach with COPE Heath Solutions and its 
subsidiary Analytics for Risk Contracting (ARC) for VBP and Population Heath 
Management launched in 2019:

2

• Define consistent population 
health metrics

• Create clinical and 
operational insights to 
optimize value of data 

• Tactical focus on short-term 
improvements

• Support long-term business 
planning

3

ARC platform enables 
Adventist Health to identify 
initiatives for: 
• Benefit design
• Improved member health, 

experience, and value
• Network optimization
• Cost reduction
• Physician alignment and 

compensation

1

• ARC as the analytics 
foundation

• Enhanced data-driven 
decision making

• Process improvement to 
drive improved outcomes for 
the self-insured population

Background and Strategic Objectives

4

Adventist Health expands risk 
based business: 
• Direct-to-employer
• Payer collaboration around 

growth and total cost of 
care, including division of 
responsibilities for 
administrative costs

• Expansion of risk vehicles 
such as IPAs and California 
Restricted Knox Keene



Analytics and Insights as Foundation for Success

L E A R N I N G  F R O M  Y O U R  E M P L O Y E E  H E A L T H  P L A N

22Copyright © 2020 ARC, LLC. All rights reserved
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Do you have adequate analytic insights to assess your employee health plan and other VBP 
agreements for performance and opportunities for improvement?
A. Yes
B. No
C. Not sure
D. N/A

Polling Question #3
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• Adventist Health and COPE Health Solutions collaboratively leverage ARC to generate insights 
on potential initiatives to improve performance and value to members

• Co-design and implement strategic initiatives to realize Adventist Health’s vision and strategic 
objectives

• Leverage ARC’s financial modeling tools to project financial and utilization impact of potential 
solutions and design funds flow to align incentives 

Analytics Journey

How was ARC Used? 

1. 
Load claims into 
ARC and identify 

opportunities

2. 
Propose an 

initiative to target 
cost-savings 
opportunity

3. 
Define initiative 

costs and 
requirements

4. 
Model initiative 

impacts

5. 
Launch initiative 

and monitor 
performance

6. 
Identify 

additional 
opportunities and 

initiatives

Copyright © 2020 ARC, LLC. All rights reserved
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Overview for CY 2019
Avg. Membership 

Count

33,004

Total 
Spend

 $257,587,696 
$650.38 PMPM

Medical
Spend

 $ 416,468,615
$93.77 PMPM

Pharmacy
Spend

 $ 70,236,131 
$557.05 PMPM

Avg. Risk Score

1.06

Avg. Chronic 
Conditions

.64

Adventist 
Health – 
Employee 
Health Plan 
At a Glance

Prevalence of Chronic Conditions Top 5  Age Range Gross Paid Top 5 Age Range PMPM

45-64

65-74

<=1

85+

75-84

$ 1,001

$ 1,737

$ 2,144

$ 3,350

$ 3,473

13-18

<=1

65-74

19-44

45-64

$8.10M

$9.88M

$33.74
M

$82.32
M

$109.5
4M

Average Membership TrendTop 10 Risk Pods PMPM - Medical

Q1 Q2 Q3 Q4
 31,200
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 32,700
 33,200
 33,700
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 20,000
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 100,000
 120,000 33,687
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Percentage

0.2%

5.7%
2.6% 3.6% 2.3%

6.6%

0.1% 0.7% 0.1%

14.2%16.4%

8.4%

1.5% 0.4% 0.8%

Adventist Health’s 
Self-Insured 
Employee Health Plan 
covers approximately 
30,000 employees 
and their dependents, 
focusing on whole 
person care and living 
well
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Pharmaceutical Utilization Overview for CY 2019
Top 10 Risk Pod: Pharmacy PMPM

Top 10 Prescription Drug Spend

 249,242

 46,257

 295,499
Generic_Fills

Brand_Fills

Total_Fills

GDR
84.1 %

$8.43M

$28.71M
$37.14M

Generic Grosspaid
Other Grosspaid
Total Grosspaid

Generic Market Share
22.69 %

Generic Dispensing Rate Generic Market Share

HUMIRA(CF) 
PEN

STELARA HUMIRA PEN TRULICITY JANUVIA HUMALOG JARDIANCE HUMALOG 
KWIKPEN U-

100

LANTUS 
SOLOSTAR

TREMFYA
$.00M

$.50M

$1.00M

$1.50M $ 2,000

$ 1,500

$ 1,000

$ 500

$ -

$1.24M $1.22M
$1.05M

$.84M
$.67M $.61M $.55M $.48M $.46M $.43M$ 1,138

$ 1,443
$ 1,226

$ 438 $ 279 $ 372 $ 268 $ 263 $ 169

$ 1,438

 Grosspaid  Cost per 30-day supply

Community 3
Community 12
Community 22
Community 4

Community 11
Community 18
Community 9

Community 17
Community 10
Community 1

$ 97
$ 102

$ 110
$ 110
$ 113
$ 117
$ 118
$ 122

$ 133
$ 150

Adventist 
Health – 
Employee 
Health Plan 
At a Glance
ARC enables us to 
understand the total 
cost of care, including 
pharmacy costs, for 
our employer health 
plan (EHP)
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Revenue Optimization Opportunities

As expected, the 65+ age ranges PMPM are higher than the younger age 
group, but those PMPMs are substantially higher than various 
benchmarks of that age group. 

The PMPM amounts were compared to two benchmarks, AH MSSP 
benchmark and ACO population.

• Current ACO benchmark is an estimated ACO MSSP benchmark 
based off 2019 ACP PUF file

• Per capita cost is based off 2018 Beneficiary Characteristics of the 
Age Group 65+.

As a self-insured plan, these members cannot be removed from ASI, but 
are eligible for Medicare plans. While there are restrictions on 
encouraging members to switch plans, there is an opportunity at a 
medical management level to lower the overall average PMPM for these 
three age groupings buy creating a more care-centered model for these 
age ranges.

A couple questions to consider prior to beginning a new initiative:

1. How is ASI currently engaging with the member population? 
2. What are the high cost spend drivers of these age groups?

Examples of high cost Primary DX of the 65+ population:

Dx 121.4 Non-St elevation myocardial infarction with a 75% 
spend increase from $1,078,348 to $615,442 

Dx Z12.11 Hypertensive heart disease with heart failure with a 
144% spend increase from $ 224,951 to $549,203

65+ Member Population

Product of 65 + population

PMPM by Age Range

65+ Age Range PMPM Against Benchmarks

85+

75-84

65-74

45-64

19-44

13-18

5-12

2-4

<=1

$ 3,350

$ 3,473

$ 1,737

$ 1,001

$ 499

$ 229

$ 147

$ 194

$ 2,144

65-74 75-84 85+
$ -

$ 750

$ 1,500

$ 2,250

$ 3,000

$ 3,750

$ 1,737

$ 3,473 $ 3,350

$ 1,135
$ 794

 PMPM

2019 ACO MSSP Benchmark

 2018 Acutal per Capital cost (Medicare- CA)

Sample 
Analytics 
Outputs



Risk Pod Financial Summary
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Expenses

Risk Pod Medical Spend PMPM Pharmacy Spend PMPM

Community 1  $ 20,461,417   $ 567   $ 3,490,321   $ 97 

Community 2  $ 11,518,935   $ 363   $ 2,978,097   $ 94 

Community 3  $ 7,446,047   $ 743   $ 1,502,031   $ 150 

Community 4  $ 4,982,809   $ 576   $ 1,019,237   $ 118 

Community 5  $ 15,931,481   $ 442   $ 2,692,447   $ 75 

Community 6  $ 12,698,809   $ 411   $ 2,007,204   $  65 

Community 7  $ 2,752,521   $ 507   $ 427,600   $ 79 

Community 8  $ 8,437,530   $ 404   $ 1,744,637   $ 83 

Community 9  $ 7,610,362   $ 501   $ 1,678,089   $ 110 

Community 10  $ 4,587,074   $ 367   $ 1,271,942   $  102 

Community 11  $ 20,537,388   $ 824   $ 2,905,193   $ 117 

Community 12  $ 9,409,184   $ 700   $ 1,789,024   $ 133 

* Revenue amount is currently a placeholder and reflecting overall revenue and PMPM of entire plan

* Trend arrows currently represent YOY variance of PMPM from prior year, once Risk Revenue is included, 
trend arrows will denote an increase or decrease of MLR and ALR compared to the year prior. Green color 
indicates improvement in performance while red indicates decrease in performance

Red
Negative variance 
from the prior year

Green
Positive variance from 
the prior year

▲ YOY increase

▼ YOY decrease

Below are high-level performance measures per Risk Pod for the 2019 CY
Sample 
Analytics 
Outputs

Copyright © 2020 ARC, LLC. All rights reserved



29

Data Analytics Opportunity Summary

Better medical management 
through:

• Reduced preventable ED visits
• Repatriation of out-of-network (OON) 

utilization
• Drug dispensing type reallocation
• Chronic disease management

Optimal product and plan 
design including:

• Multiple benefit plan offerings (HMO, 
POS or EPO)

• PCP assignment
• Adjusted PPO plan design
• New contract philosophy and ensure 

best rates

Enabling local 
accountability via:

• Care delivery redesign opportunities 
• Best practices and selective capitation 

in areas driving higher PMPM
• Adjustment to unique POD P/L and 

lowest cost management
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• Data indicated that members with a BMI or cholesterol level outside of normal range had a 30%+ 
higher PMPM compared to the average

Data Points to Develop Targeted Health and Wellness Initiatives to Reduce Total Cost of Care and Improve Member Value

Taking Action on the Data: Example, Biometrics Data

PMPM by Biometric Result Range

Result Range BMI Blood Pressure
Total 

Cholesterol
Non-Fasting 

Glucose

In Range $638 $676 $701 $751

Out of Range $823 $727 $725 $673

Overall Average $557
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Taking Action on the Data: Example, Biometrics Data

AH developed pilot programs that 
focus on wellness and consumer 

affordability, while achieving greater 
affordability for both the plan (total 
cost of care) and our associates 

(out of pocket expense)

Implement Inspire Health Clinic as 
our primary living lab centered 
around a Functional Medicine 
Model to address underlying 

issues impact health

“Food as Medicine” – tailored food 
delivery program for hypertensive, 

diabetic, and pre-diabetic 
members

Copyright © 2020 ARC, LLC. All rights reserved



Translating Self-Insured Lessons Learned
L E V E R A G I N G  E M P L O Y E E  H E A L T H  P L A N  A D M I N I S T R A T I V E ,  M E D I C A L  
M A N A G E M E N T ,  N E T W O R K  A N D  M E M B E R  E N G A G E M E N T  C A P A B I L I T I E S  
F O R  O T H E R  V B P  G R O W T H
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Are you leveraging your EHP as a learning lab for other VBP arrangements?
A. Yes
B. No
C. Not sure
D. N/A

Polling Question #4
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Our approach:
• A philosophy and one of our channels 

that will improve the well-being of 
consumers, community, and families

• Coordinate a team approach between 
the stakeholders

• Deliver insights from analytics for 
continual improvement

• Develop a product that continues to 
evolve to serve the market

Adventist Health Direct-to-Employer (D2E) and Overall VBP 
Philosophy

D2E and VBP 
are NOT:

A Product

A Strategy

A Care Delivery 
Model

Value Proposition

D2E and VBP 
are:

A Philosophy 

Continually 
Evolving

Consumer Centric

Cost Savings & 
Revenue 

Generation

Copyright © 2020 ARC, LLC. All rights reserved
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• The initial product(s) will solve for the immediate needs of Adventist Health:
oAdventist Health is the Index Client
oHow we learn from EHP and pilot offerings real-time within Inspire Health Clinic – Living lab
oSolve for niche self-insured employers

• Solving for Adventist Health’s individual needs does the following:
oCreates (elevates) the additional metric of experiential outcomes, not just financial performance and 

clinical outcomes
oCreates the healthiest workforce
oAchieves cost avoidance and savings for AH, providing template for consumer affordability
oShows the market that AH is purchasing its own product first, delivering best in class services and 

innovation, capable of adapting to multiple markets and employer types
oRevenue for the health plan and incremental volume for markets

Product Design for Direct to Employer

Learning from Self-Insured Population

Copyright © 2020 ARC, LLC. All rights reserved
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How Adventist Health Plan Is Now Using ARC to Enhance Market Offerings

Next Steps for Adventist Health

D2E Network Optimization
Strategy

  All Payers and Risk 
Vehicles

    Workflow Alignment Data Governance/
Population Health

• ARC will improve the 
performance of the D2E 
network offering by 
strengthening the network 
management capabilities, 
beginning with self-
insured

• Result: Expand product 
offering to other 
employers

• Load all payers, covering 
all risk vehicles and 
attributed members 

• Result: Greater volume 
(per panel) yields 
improved insights and 
more statistically 
significant data to 
evaluate and profile 
providers, networks, and 
product performance 

• Detailing workflows to 
align with Cerner 
HealtheIntent and key 
roles within population 
health and MSO (e.g. 
care management, 
network, and finance)

• Result: Optimized use 
cases and application for 
business intelligence and 
clinical insights

• Engaging in system-level 
data governance and 
population health to 
optimize adoption and 
integration, as well as 
map out long-term view

• Result: Aligned product 
development and 
enhancements, 
leveraging Adventist 
Health clinical expertise 
and drive for top-decile 
care



Summary and Key Board Takeaways
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Ensure there are measurable business results to justify the effort and expenses going into the 
initiatives. Don’t be afraid to fail, but fail fast. How will incremental results be monitored and 
communicated? What is the decision-making authority at each level to mitigate gaps or 
escalate issues?

Analytics serves as a supplemental capability to identify and prioritize opportunities, however the 
organization must be ready to translate the results to execution with clear accountability and 
resources to realize the opportunities. Who will own the initiative? What is the clinical and 
administrative dyad? 

Organizations need to address the cultural and operational gaps in data-driven decision making in 
parallel to making analytic platform and solution decisions and investments. Are we ready for 
adoption? How will we support our teams through accelerated learning?

Self-insured groups offer an ideal population around which to build population health competencies, 
refine member benefits and organize a high-performing network before scaling to D2E commercial 
offerings. How do we translate savings to our members – and ultimately the commercial 
consumer in the form of affordability and value? What are the most effective mechanisms to 
align financial incentives with our members? 

Shared Lessons Learned and Board Takeaways
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Q&A
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Contact us…
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The Governance Institute
1245 Q Street

Lincoln, NE 68508
Toll Free (800) 388-4264

Info@GovernanceInstitute.com

Allen Miller
1150 S Olive Street, Suite 1200

Los Angeles, CA 90015
(213) 542-2234

amiller@copehealthsolutions.com

John Beaman
ONE Adventist Health Way

Roseville, CA 95661
(916) 406-0000

BeamanJ1@ah.org 

mailto:Info@GovernanceInstitute.com
mailto:amiller@copehealthsolutions.com
mailto:BeamanJ1@ah.org


This document is proprietary and confidential to ARC, LLC and is protected under the copyright laws of the 
United States and other countries as an unpublished work.

 
 Any other reliance or disclosure in whole or in part of this information without the express written permission 

of ARC, LLC is prohibited.
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