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Karen Burke

Introduction

By the Numbers:

20+ years in Healthcare

• 12 years Management Consulting

• 5 years Healthcare Executive

• 17 Value Based Care Teams

• 56 Value Based Care Projects

• 8 Provider Groups

• 5 Payers

• 2 Integrated Health Systems

• 2 State Health Agencies



33

Objectives 
Create a practice that accelerates implementation of value-based care initiatives while keeping an 
eye on success

• Provide a framework for rolling out 
any value-based care initiative

• Walk through a sample VBC use 
case

• Provide VBC KPI/metric accelerator

• Discuss keys to success

• Q&A



Poll Question 

Which category best describes your organization’s 
role in the healthcare ecosystem?

•A. Payer / Health Plan​
•B. Provider Group / Physician Practice Organization​
•C. Integrated Health System / Integrated Delivery Network (IDN)​
•D. Post-Acute / Home Health / Community-Based Provider​
•E. Healthcare Consulting / Technology Partner / Other​
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Framing the VBC problem in terms of the Quadruple Aim provides structure to apply the framework

Understanding the opportunity

Better health outcomes reduce 
unnecessary utilization, which lowers cost

A better patient experience improves 
adherence and engagement, which drives 
better outcomes

Lower cost of care frees resources to 
invest in prevention and population health

Clinician wellbeing reduces turnover and 
errors, protecting both quality and cost

VBC

Better Health 
Outcomes

Quality over quantity of care

Clinician Wellbeing
Reduces burnout, sustains 

care quality

Patient Experience
Engagement & Satisfaction 

drive adherence

Lower Cost of Care
Efficient, targeted resource 

use
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The VBC Strategic Framework serves as the guardrails to build a roadmap for where you want to go

Apply an Actionable Framework

Current State Assessment

• Contract Portfolio
o FFS vs. VBC revenue mix
o Downside/Upside Risk

• Quality & Outcomes
o HEDIS, STAR, CAHPS gaps
o Avoidable utilization rates

• Care Team Readiness
o Care Management Capacity
o Attribution & Panel Clarity

• Data & Technology
o EMR/EHR, Analytics, 

interoperability gaps, Claims & 
ADT Feed Access

Where you are today

VBC Vision and Goals

• VBC North Star
o % revenue at risk by year 3-5
o Target Population Served

• Clinical Outcomes
o Reduced ED & Readmits
o Chronic disease control rates

• Financial Targets
o Shared savings capture rate
o Total Cost of Care Benchmark

• Contract Model Goals​
o ACO Reach, MSSP, Capitation 

bundle and episode targets

Where you want to go

The Roadmap

1. Build Infrastructure
o Analytics, Care Management, 

Registry

2. Stratify Populations
o Risk scoring, Rising Risk ID

3. Redesign Care Models
o Transitions, CCM, Team-Based

4. Launch Contracts
o Payer Agreements, attribution

5. Measure & Scale
o KPIs, Savings, Expand Risk

How to get there

Continuous performance loop

Reassess utilization & quality  →  refine interventions  →  renegotiate contracts  →  repeat
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Key Performance Metrics for each Quad Aim in value-based Care

Measuring Performance
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Use the framework to build the use case and plan to execution

Implement > Execute > Measure

Value-based care Strategic Framework

Value-based care Use Case

Value-based care Metrics

Implementation Plan



Poll Question 
What is the single biggest bottleneck preventing your organization from hitting its VBC 
contract milestones?

A. Staffing & Capacity Constraints: We don't have enough care managers or clinicians to 
perform proactive patient outreach. 

B. Data Silos & Interoperability: We cannot easily exchange CCDs or real-time 
attribution data with our payer/provider partners. 

C. Clinician Buy-in & Burnout: Our frontline clinicians are overwhelmed by 
administrative burden and EHR inbox overload. 

D. Lack of collaboration between key partners
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VALUE BASED CARE

Care Coordination
Sample VBC Use Case
Transition of Care - evidence-based intervention to reduce 30-day readmissions

and improve VBC quality score performance
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Transition of Care Program
Reducing 30-day readmissions for Congestive Heart Failure patients post-discharge

THE INTERVENTION

1 Discharge Reconciliation

Pharmacist-led medication review; patient receives reconciled 
list in plain language

2 24-Hour Follow-Up Call

Care coordinator confirms medication access, understanding, 
and red-flag symptoms

3
7-Day PCP Visit

Warm handoff; appointment scheduled before patient leaves 
the facility

4 Remote Monitoring
Weight scale & BiPAP monitoring for CHF patients; alerts 
triggered outside parameters

5
30-Day Touchpoints

Care coordinator check-ins at day 7, 14, and 30 with 
documented care plan updates

EXPECTED METRICS IMPACT

Metric Baseline Target

30-day readmission rate (CHF) 22% < 12%

7-day PCP follow-up rate 38% > 85%

Medication reconciliation 51% > 95%

ED visits (30-day post-d/c) 18 per 100 < 8 per 100

VBC OUTCOME

~24 prevented readmissions/yr on a 5K-life panel -> $380K in 
avoided spend

Feeds directly into shared savings performance & TRC quality 
score

Where you are today

Quality & Outcomes - 
What is happening? 4% of a 5k attributed lives is discharged annually with CHF with 
readmissions costing ~$700k
Why is it happening? Drivers for readmits include medicine confusion, missed follow 
ups, and inability to recognize early warning signs at home

Where you want to go

Clinical Outcomes - 
• Want to reduce the CHF readmit rate to <12%
• Improve the TRC and PCR Quality scores
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Sample 90-Day Implementation Plan
Transition of Care Program  |  Care Coordination · Readmission Reduction

Phase 1: Foundation
Days 1-30

Phase 2: Build & Train
Days 31-60

Phase 3: Launch & Optimize
Days 61-90

Governance CMO/Dir Charter & scope Workflow design

Tech & EHR IT/HIT Assess gaps Build & configure UAT Go-live

Staffing HR/Ops Define & hire Onboard Active deploy

Protocols CNO/MD Draft protocols Peer review Finalize

Training Education Curriculum Deliver Competency

Payer Align
VBC 
Lead

Notify payers Contract review Data setup

Pilot/Launch Ops/QI Pilot cohort Expand & refine

Metrics Analytics KPIs & dashboard Baseline Outcomes

Key milestone

Workstream Owner



Keys to Success
What drives VBC execution success in organizations ?

Large Organization

Grassroots-driven success

Shared Success Factors

Present in both contexts

Small Organization

Leader-championed success

Front-line clinician buy-in

Champions embedded in care teams drive adoption 
from the floor up

Department-level data ownership

Teams trust & act on data they helped define and 
validate

Workflow integration by role

EHR workflows, care protocols fit each team's daily 
routine

Peer recognition & local wins

Small-team wins are celebrated and amplified 
across the org

Bottom-up protocol design

Clinicians co-design the TOC, care gap, and risk 
protocols

Clear VBC vision & why it matters

All staff understand the outcome goal, not just the 
process

Defined metrics with shared targets

Quality scores, cost benchmarks, and timelines are 
visible to all

Payer & partner alignment

Contracts, attribution, and data flows confirmed before 
launch

Technology that supports the work

EHR workflows, dashboards, and alerts match real care 
processes

Regular feedback loops

Progress reviewed monthly; course corrections made 
quickly

Visible executive sponsorship

CEO/CMO publicly owns the VBC strategy and 
removes barriers

Fast decisions from the top

Leader authority compresses approval cycles and 
unblocks issues

Leader as VBC storyteller

The why is told repeatedly in all-hands, huddles, and 
1:1s

Top-down resource allocation

Budget, FTEs, and vendor decisions flow from 
leadership mandate

Leader accountability for outcomes

Named leader owns the P&L impact of VBC 
contract performance

The most resilient VBC rollouts combine both — a leader who opens the door and front-line champions who hold it open.



Q & A



Poll Question

|

Stop by our VBCExhibitHall.com Virtual Booth:

https://vbcexhibithall.com/vendor-booth/wellsky/62422608b729127c84605d3d
https://vbcexhibithall.com/vendor-booth/wellsky/62422608b729127c84605d3d
https://vbcexhibithall.com/vendor-booth/wellsky/62422608b729127c84605d3d
http://www.vbcexhibithall.com/


Thank you

Karen Burke
karen@kburkeconsulting.com
LinkedIn 

WellSky
Cn-general@wellsky.com
Demo

Next Webinar

Stop Boiling the Ocean: Delivering Small 
Wins That Drive Big Value in VBC

October 1st 12 pm ET/ 11 am CT

mailto:karen@kburkeconsulting.com
http://www.linkedin.com/in/karen-burke-200b2614
mailto:Cn-general@wellsky.com
mailto:Cn-general@wellsky.com
mailto:Cn-general@wellsky.com
https://wellsky.com/request-a-demo/
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