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Bon Secours Medical Group
Virginia

Comprehensive Coordinated 
Care

The Three Cs in Succcess!  



2

BSVMG Journey
• Electrify – Connect Care

• Grow – Strategically

• Re-engineer – PCMH

• Connect – My Chart

• Coordinate – Nurse Navigation

• Proactive – Registries

• Clinical Innovation – Hi Tech and Hi Touch

• Medical Group Culture – Synchronization

• Advanced Payment Models – ACOs

• Healthcare Without Walls – Back to our Roots

• Next Generation Healthcare – Population Health meets Total Access 



It’s a New World
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Journey to Value Based Payments
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Population Health Strategies

PCMH Expanded Access Risk Stratification & 

Registry Outreach

Care Coordination &

Transitions of Care

End of Life

Palliative & Hospice

Benefit Design/

Managed Care Contracts
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Comprehensive

Capacity
Much More than Access



Traditional Method of Managing Workflow

Preventive 
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Healthcare 
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Medical 
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Not Enough Time in Physician’s Day to Provide 

Comprehensive, Coordinated Care



Healthcare Support Team

Care Management 

RN/LPN/MA
Provider Medical Assistant • Behavioral Health 

• Medical Nutrition Therapy

• Diabetes Educator

• PharmD

Medication 

Refill

Chronic 

Disease 

Monitoring
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Medicine 

Intervention

Point of 

Care 

Testing

Acute Mental 

Health 
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Healthcare Is A Team Sport
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Patient Centered Medical Home Practices - 35 NCQA Level 3

Current Status
• 35 Sites NCQA Level 3

• 156 Providers

In Progress
• Developmental & Special Needs Pediatrics

– 3 Providers

• Pediatric Endocrine and Diabetes Associates
– 3 Provider

• Pediatric Gastroenterology Associates
– 3 Providers

• Pediatric Hematology-Oncology
– 2 Providers

• Pediatric Neurology Clinic
– 1 Provider

• Pediatric Lung Care
– 4 Providers

• Bon Secours Pulmonary Specialists
– 12 providers

• East Beach Medical Associates
– 3 providers

• Glen Allen Internal Medicine
– 3 Providers

*1ST in BSHSI – to submit level 3 applications using 

new thresholds and criteria 
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Expansion of Primary Care Medical Home Team



Nurse Navigator Model
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Transitions of Care Annual Wellness Visits

including ED Outreach

Data Management

Advance 

Care Plans

Complex 

Case 

Management



The Patient is the most underutilized resource in 
healthcare

Change Throughout the Continuum

Pre-Primary 
Care

Primary 
Care

Specialty
Care

LTC & SNF Home 
Care

Hospice & 
Palliative

Patient 
activation

Connect Care, 
PCMH

Connect Care, 
Med Rec, 
Concierge

Geriatric Medical 
Home

Telehealth, 
Transitional 
Care Model 

Care 
Coordination, 

Identification + 
Ambulatory 

Setting

Embedded Care Navigators and Central Care Navigators



Roles and Responsibilities

RN Nurse Navigator

– Discharge Follow up and assessment

– Chronic Disease Management and education

• Registry Use – Population Management

– Case Management :  120- 150 patients

– Assists with Care Coordination – works with 
Hospital and Insurance company Case Managers

– Use protocols for patient management



Clinical Skills and Ongoing 
Development

• Goal = CCM within 2 years

• Continuing Education – every two weeks

• 10 part Pharmacology course

• “Stride” management course

• Responsible to Practice Dyad but “must” have 
lines of reporting to Medical Home Project 
Team and Administrative Director of Clinical 
Operations 



How to use a Nurse Navigator

• Refer “Hotspotters”  - patient’s who take a lot of 
time and effort

• Patients with High Risk of readmission
– Assessed by NN using Risk Stratification Tool

• Coordination of Community resources
– S.A.R.G

• Should not be pulled into daily workflow or do 
tasks that can be handled by other staff

• Float Pool  – exhaust all other staffing resources 
first.
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Where Does a Case Manager Start The Day?

Example: Discharge Summary
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NN Managed Patients

Feb-16, 0.92%

0.00%

0.50%

1.00%

1.50%

2.00%

2.50%

3.00%

Dec-14 Jan-15 Feb-15 Mar-15 Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16

Readmission Rate

0

1000

2000

3000

4000

5000

Mar-15 Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16

Average of 4100 Patients in these Categories Touched per Month

Post Hospitalization Patients Post Ed Patients Patients in Case Management

Patients in Compassionate Care Adherence Plan Patients



19

Transitions of Care & Annual Wellness Visits
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Office Visits Scheduled After Hospital Discharge
13,186 Visits
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Payment Model For Nurse Navigator

Direct:

• Chronic Care Management (CPT code 99490 )

• Transitions of Care (CPT 99495 and 99496)

• Medicare Wellness Visit (CPT GO438 and GO439)

• Advance Care Planning Coding (CPT 99497 and 99498) 

• Pay for Performance PMPM- Coventry, Anthem, Cigna, Humana, Virginia 
Premiere 

• PAF Forms ($125. form –completed )

Indirect:

• Avoidable Readmission 

• Patient/ Physician Engagement

• Reduction of ED Utilization

• Referrals 
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PharmD Contribution-Volume
1835 Patient Visits & Consults–Mar-15 to Feb-16
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RD Contribution-Volume
1580 Patient Visits – Mar-15 to Feb-16



24

BSVMG’s Three Committees Structure
Smart Care Teams

All Three BSVMG Committees are Active
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FY16 PCQIP Program Overview



PQCIP-Twelve Quality Measures



Access Across Bon Secours Virginia
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End FY2014*
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Realizing the Value of 
Annual Wellness Visits
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Annual Wellness Visits: 
An Important Tool for Clinical Transformation

With its impact on care coordination, safety and reliability, and
engagement and loyalty, the Annual Wellness Visit (AWV) is 

well situated to help facilitate Clinical Transformation.
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Safety & Reliability: 
Closing the Gap
No AWV - % Met AWV - % Met

CMS ACO 

Benchmark

Breast Cancer 

Screening
60.6% 88.7% 90%

Colorectal Cancer 

Screening
32.8% 67.2% 90%

Pneumonia Vaccination 

Status for Older Adults
53.6% 84.5% 90%

Influenza Immunization 92.0%* 96.9%* 90%

Increase AWVs Longitudinal Plan of Care

Two-Fold Opportunity:
Improve rates of AWVs completed

Achieve elite performance through post-AWV LPOC

*Influenza immunization rate includes patient 
declinations.  Actual number immunized pending.

Time Frame:  Calendar Year 2015; Data Source:  
Meaningful Use Quality Measures - ConnectCare
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Strategies & Tactics

The AWV is core to our strategies for 
achieving clinical excellence. 
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AWVs – Patients Seen

Medicare IPPE/AWS 

FY2016 YTD

Monthly Report

Source: COCOA (ConnectCare)

Metric January 16 YTD

Hampton Roads: Pts with IPPE/AWS/Medicare Pts Seen 63.19%

Richmond: Pts with IPPE/AWS/Medicare Pts Seen 45.97%

BSV Rollup: Pts with IPPE/AWS/Medicare Pts Seen 51.26%
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CY2014 Results
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CY2014 Results
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CY2014 Results
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CY2014 Results
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ACO Quality Metric Performance
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Financial ROI 



Questions?


