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BUILDING A SUSTAINABLE CARE MODEL THAT MEETS THE QUADRUPLE AIM 1. CARE MODEL STAFFING AND ROLE DEFINITION 3. MONITORING AND PERFORMANCE MANAGEMENT

A successful care model is the underpinning of effective care management that drives toward value. Care management is a core Care team composition is fundamental to care model redesign. The care team of the future is multidisciplinary, interdisciplinary and It is imperative that performance indicators be monitored for process adherence and efficacy. This involved establishing data analysis
competency of any organization that seeks to be sustainable under value-based payment models and consistently provide high- iInterprofessional, allowing for top-of-license care provision. The new care team was diversified to meet these needs, but in a manner that and reporting processes that fed both operational and executive dashboards.
quality, efficient care to its patient population. was cost neutral to the original team composition. This allowed for an expanded and more tailored approach to care management.
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