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COVID-19 Cases per Day

As of late-September:
■ ~7 million cases
■ 203,000 deaths

Source: Washington Post



Source: CDC.gov



Source: CDC.gov





Source: APM Research Lab
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Source: voxeu.org

Gini:
measure of statistical 
dispersion intended to 
represent the income 
inequality or wealth 
inequality within a 
nation



Source: voxeu.org



Where do we go from here?

Source: 
covid19.jvion.com/
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Educating in Ways that Resonate 
with Every Patient in Your 
Community 

Leveraging Community 
Partnerships 





• Standardized education 
utilizing CDC guidelines

• Results fast (24-36 hrs)
• Consistent follow up by 

centralized team
• Isolation and Depression 

and Perception
• Medical Interpreter Services

Community 
Testing

• Care Coordinators follow 
patients for care 
coordination through 
quarantine

• Notification to physician for 
changes

• Telehealth visits used for 
care coordination

• SDOH (Social Determinants 
of Heath) assessments 
completed 

Primary 
Care Testing

• Every Covid Positive patient 
was followed by care 
coordination who 
traditionally follows high risk 
members of the ACO

• Advanced practitioner 
support for patients with no 
PCP and weekend coverage

• SDOH assessment 
completed on all patients in 
care coordination

• Care Companion  and Pulse 
Ox Program

• Referral to CHW for SDOH

Transition 
of Care
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Outreach Model for
SDH Gap Closure
During COVID and 
Beyond

NAACOS Fall Conference

Rob Fields, MD MHA
SVP CMO Population Health
Mount Sinai Health System



Mount Sinai Health System: Positioned for Value
With breadth and depth of assets, Mount Sinai is well positioned as one of the highest-value 
providers in New York City

Health System Assets

▶ Icahn School of Medicine at Mount 
Sinai 

▶ Flagship academic hospital + 7 
community hospitals

▶ >300 community care locations 
throughout NYC Metro

▶ >6,600 physicians on medical staff 
(~3,500 employed)  

▶ Clinical affiliations that further our 
geographic reach
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Mount Sinai Health System: Investing in Value

New Business Model Strategic Initiatives 

▶ New Leadership – hired new leaders to launch a 400+ 
FTE team dedicated to population health & value

▶ Network Development – launched clinically integrated 
network of hospitals & >4,000 employed and community 
based physicians

▶ Changing Compensation – shifted physician 
compensation to an outcomes-based model 

▶ Investment in Enablement – $100M in IT & services to 
enable care teams for managing populations 

▶ Quality Management – standardizing & improving care 
processes for chronic illness & specialty care 

▶ Value-based contracts with all commercial health plans

▶ Full risk-based contracts for Medicare/Medicaid lives

With a focus on value, Mount Sinai has heavily invested in population health solutions, supported by 
a new business model engaging directly with purchasers of health care

Key goals include:

▶ To become the purchaser’s partner of choice

▶ Align financial incentives around outcomes

▶ Earn trust with our patients so that Mount Sinai is their 
provider of choice

▶ Manage outcomes, patient experience, and costs

34Confidential  - Property of Mount Sinai Health System



Mount Sinai Health Partners’ Clinically Integrated Network
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8 hospitals spanning 
Manhattan, Brooklyn, 

Queens, and Long Island

Integration with 
ASCs & FQHCs 

across New 
York City

About 300 
community 
locations

Geographic 
access and 
coverage 

across the five 
boroughs, Long 

Island, and 
beyond 

Committed to a vision of transforming healthcare in New York 
towards value-based care and population health

About 3,500 full time 
faculty physicians

>850 committed 
community-based 

physicians

Confidential  - Property of Mount Sinai Health System





What Are We Trying To Solve For?
The Montefiore Health System in New York: Integrated Care and the Fight for Social Justice
https://www.kingsfund.org.uk/publications/montefiore-health-system-summary

4

85th ST

• Avg. household 
income of 180K

• Life Expectancy 
85yrs 

• (better than 
Japan)

150th ST

• Avg. household 
income of 45K

• Life Expectancy 
75yrs 

• Drops 3.2 years for 
every stop on the 
subway



Collaboration- It’s a Team Sport
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MSHP

DSRIP

Payers

• Multi-stakeholder Partners

• Sinai as a “Hub”

• Build on Existing Relationships

• Create High Performing 
Network

COLT

Finance

Arnhold

Foundations

Clinics

West Health

West Side
Campaign Against 

Hunger
CHW



COVID-19 Timeline of Key Dates

39

Dec. 31, 
2019

Outbreak 
identified in 

Wuhan, 
China

Jan. 21, 
2020

First Case in 
US 

Identified

Jan. 29, 
2020
First 

internal drill 
for COVID-

19

Feb. 29, 
2020

First Case 
Identified in 

NYC

Mar. 7, 
2020

First Sinai 
COVID-19 
Admission

Mar. 16, 
2020

NYC schools 
close

Mar. 22, 
2020

"NY on 
Pause" 

announced

Mar. 28, 
2020

>1000 
patients in 

MSHS
First plasma 

transfer

Apr. 7, 2020
Daily NY 

death rate 
peaks at 

~800

Apr. 14, 
2020

>2400 
COVID-19 
discharges



Goals: Avoid duplication of effort; match staffing to patient need; support a 
fast go-live of standard work

▶ One source for patient lists
– High risk Tableau dashboard for all outreach list generation

▶ Match skill set of available staff with probable patient need
– Use patient cohorts for patient assignment
– Leverage care management, practice-based staff (clinical/non-clinical), community based partners & 

community health workers

▶ Develop a standardized screening tool and COVID-19 specific resources
– Focus on food security, medication supply, access to a healthcare provider, mental health and safety

▶ Data tracking and weekly reporting
– Use standard reporting criteria 
– Encourage the use of newly created Epic Smartphrases for standard documentation and easy data reporting

40

Goals & Guiding Principles for Proactive Outreach



Flipped Operating Model
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Patient Calls 
to Make 

Appt

Labs and 
Diagnostics 

On-Site

Patient 
Checks In

Patient 
Seen By 
Provider

Problem Statement

• With COVID, the standard flow disappeared overnight given passive, active and proactive 
cancellation of appointments. 

• Telemedicine capacity increased dramatically but patients were not educated on the model. 

• Increase is social and behavioral needs overwhelmed our care management staff normally 
geared towards “high risk” patients. 



6 “Levels” of Risk Stratification

Relatively 
Healthy

Simple 
Chronic 
Illness

Minor 
Complex 
Chronic 
Illness

Major 
Complex 
Chronic 
Illness

Frail & 
Elderly

Disabled 
<65

Adapted from: Joynt, Karen E., et al. "Segmenting high-cost Medicare patients into potentially actionable cohorts." Healthcare. Vol. 5. No. 1-2. Elsevier, 2017.

Level 1 Level 2 Level 3 Level 4 Level 5 Level 6

Step 1 was identifying 
the target population for 
outreach.

COVID-specific risk was 
the priority.



Workforce Redeployment & New Partnerships

Non-
Hospitalized 

High Risk

Relatively 
Healthy

Level 1

Non-Clinical 
Practice Staff

Simple 
Chronic Illness

Level 2

Non-Clinical 
Practice Staff

Minor 
Complex 

Chronic Illness

Level 3

Community 
Based 

Orgs/CHWs

Major 
Complex 

Chronic Illness

Level 4

Clinical 
Practice Staff

Frail & Elderly

Level 5

Med Students 
& Care 

Coordinators

Disabled <65

Level 6

Med Students 
& Care 

Coordinators

*Risk stratification adapted from: Joynt, Karen E., et al. "Segmenting high-cost Medicare patients into potentially actionable cohorts." Healthcare. Vol. 5. No. 1-2. Elsevier, 2017.

Phase II: Texting

Phase I: Telephonic Outreach

Step 2 was assigning cohorts 
based on skill set.



COVID-19 Community Resource Guide - **NEW**
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Step 3 

Creating training tools 
for outreach to screen 
for clinical and SDH 
gaps and empowering 
front desk and other 
staff to connect 
patients to resources.
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Online Access to COVID-19 Resources - **NEW**

Step 4

Evolved training 
documents into an 
online clickable 
format for easier 
deployment.
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▶ Launched COVID-19 specific tags, filtering, and featuring functionality
▶ Added more than 2,600 COVID-specific programs
▶ Updated more than 60,300 programs to reflect changes in hours/availability
▶ Contacted 3,500+ CBO partners to provide support

Community Resource Guide - **OPTIMIZED**



Text-Based Outreach

▶ Significant increase in scale for outreach efforts. 

▶ Turned hours of low-yield telephone time into inbound, prioritized and screened requests. 

▶ Barriers
– trust in the platform
– access to technology
– consent
– correct cell number

▶ Supported triaging with community health workers, nurses, LCSW supports. 

47
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Text-Based Outreach to Identify Support Needed



COVID-19 Timeline of Key Dates
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Dec. 31, 
2019

Outbreak 
identified in 

Wuhan, 
China

Jan. 21, 
2020

First Case in 
US 

Identified

Jan. 29, 
2020

First internal 
drill for 

COVID-19

Feb. 29, 
2020

First Case 
Identified in 

NYC

Mar. 7, 2020
First Sinai 
COVID-19 
Admission

Mar. 16, 
2020
NYC 

schools 
close

Mar. 22, 
2020

"NY on 
Pause" 

announced

Mar. 28, 
2020

>1000 
patients in 

MSHS
First plasma 

transfer

Apr. 14, 
2020

>2400 
COVID-19 
discharges

Mar 18, 2020
Risk 

stratification 
dashboard 
launched

Mar. 24, 2020
COVID-19 
Community 

outreach 
launched

Mar. 23, 2020
COVID-19 
Community 
Resource 

Guide 
distributed

Apr. 7, 2020
Text outreach 

launched

May 22, 2020
~4,600 patients 

outreached 
telephonically

Jun. 18, 2020
~4,500 patients 
outreached via 

text



Key Takeaways

• Medical teams are resilient!

• Matching complexity and need with the appropriate resource is key. 

• Much more work to do on patient engagement with technology and closing 
the digital divide. 

• Community resources are a key part of the population health team.

• Texting can be an exceedingly helpful tool for efficient, scalable outreach.
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Thank You
Robert.Fields@mountsinai.org



Megan Reyna
Advocate Aurora Health



Health Equity
Advocate Aurora Health’s Journey

Megan Reyna, MSN, RN, Vice President of Government & Value Based Programs

Megan.Reyna@aah.org

mailto:Megan.Reyna@aah.org


Advocate Aurora Health

8,300 physicians
75,000 team members
10,000 + volunteers

3M unique patients
Top 10 

consistently for health 
outcomes in national 

peer group*

*Benchmark Health Outcomes Analysis 2020

26 
hospitals

63%
Serious safety event 

reduction in IL

500+
sites of care

$1.1 B
capitation
revenue

$12 B
total 

revenue



Illinois: ~1 million value-based lives representing $4.3B
• Team Member: 35,000 lives, $0.1B total spend
• Commercial HMO: 221,000 lives, $0.7B total spend  
• Managed Medicaid: 87,000 lives, $0.1B total spend 
• Medicare Advantage: 37,000 lives, $0.3B total spend
• Medicare Shared Savings Program: 124,000 lives, $1.5B total spend
• Commercial Shared Savings: 445,000 lives, $1.6B total spend 

Wisconsin: ~300,000 value-based lives representing $2.3B
• Team Member: 52,000 lives, $0.1B total spend 
• Commercial Shared Savings: 132,000 lives, $0.9B total spend
• Medicare Advantage: 61,000 lives, $0.5B total spend
• Medicare Shared Savings Program: 81,000 lives, $0.8B total spend

Enterprise Population Health
1.3 million value-based lives across 400 miles in IL & WI



AAH Government Programs Current State
Illinois Wisconsin

Medicare Shared 
Savings Program

(MSSP)

Basic Level E
• ~121,385 Beneficiaries1

• 507 TINs
• 10 Hospitals
• 6,813 clinicians 
• Advanced Alternative Payment Model (AAPM)
• Start date: 2012

Track 1
• ~51,775 Beneficiaries1

• 9 TINs
• 16 Hospitals
• 4,678 clinicians
• Merit-based Incentive Payment System (MIPS)
• Start date: 2018

Enhanced
• ~25,692 Beneficiaries1

• Two TINs located in the greater Milwaukee area
• 1,690 clinicians
• Advanced Alternative Payment Model (AAPM)
• Start date: 2017

Medicare Bundles 
Program

BPCI-A
Bundled Payments for Care Improvement Advanced

• 135 bundles, ~8,000+ episodes3, across 8 hospitals
• Program Size: ~$270+ million

CJR
Comprehensive Care for Joint 

Replacement Model

• 1,079 episodes across two 
hospitals2

• Program Size: ~$22.4 million

BPCI-A
Bundled Payments for Care 

Improvement Advanced

• 73 bundles, ~2,000+ episodes3, 
across 14 hospitals

• Program Size: ~$50 million

1. Based on 2020 Assignment list
2. Based on Program Years 1-4
3. Annualized based on discharges through March 2020, assuming reduction in volume during COVID-19 PHE period



“Of all the forms of inequality, 
injustice in health is the most 

shocking and the most inhuman”
-Rev. Dr. Martin Luther King Jr.



Health Equity in Midst of COVID-19
• COVID provided a national stage for pre-existing inequities
• Care Management is pivotal 
• Reinforced importance of screening for SDOH
• Being swift and agile
• Anchoring in data
• Listening to our community 
• Leveraging innovation
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Health Equity Framework
(Institute of Healthcare Improvement)

• Leadership commitment to improving equity
• Solid investment of resources1. Make Health Equity a strategic priority

• Establish governance to oversee equity work
• Dedicate resources in budget to support equity work

2. Develop structure and process to support 
Health Equity work

• Healthcare services
• Healthy behaviors

3. Deploy specific strategies to address 
multiple Social Determinants of Health

• Reduce implicit bias
• Evaluation of policies, practices, and norms in patient care4. Decrease institutional racism in system

• Engage community assets
• Collaborate on community issues to address improving health 

5. Develop partnerships with community 
organizations

http://www.ihi.org/resources/Pages/IHIWhiteP
apers/Achieving-Health-Equity.aspx
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Health Equity Framework(AAH)

• External Pledges & Internal Commitments

• Leadership commitment to improving equity
• Solid investment of resources

1. Make Health Equity a strategic priority

60



Health Equity Framework(AAH)
• Establish governance to oversee equity work2. Develop structure and process to support Health 

Equity work 

Executive Sponsors
Chief External Affairs Chief 

Medical Director

Diversity & Inclusion Business Intelligence & 
Analytics Pop Health Community Health Clinical Innovation Strategy Communications Medical Groups 

Health Equity Council 
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Health Equity Framework(AAH)
3. Deploy specific strategies to address multiple 

Social Determinants of Health

Business 
Intelligence & 

Analytics

62

Diversity & 
Inclusion Pop Health Community 

Health

Strategy Marketing & 
Communications

Medical 
Groups 

Clinical 
Innovation 



Data Driven 
Focus

The power of creating ‘heat 
maps’ enables us to create 
laser focus for delivering 

interventions and 
leveraging community 

partnerships
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Health Equity Framework(AAH)
• Reduce implicit bias
• Evaluation of policies, practices, and norms in patient care

4. Decrease institutional racism in 
system

• Double Down Commitment Statements
• Executive learning sessions focused on D&I
• Team member listening sessions
• Mandated Unconscious Bias learning for all team members
• Work team to re-examine policies and consistent administration to promote 

equity and opportunity
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Health Equity Framework(AAH)
• Engage community assets
• Collaborate on community issues to address improving health 

5. Develop partnerships with 
community organizations
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“The most successful 
transformations happen 

when the most influential 
people in the system 

develop a shared 
commitment to renewal” 
- John Kotter on Leading 

Change
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Q&A

■ Bracken Babula – bracken.babula@jefferson.edu

■ Laura Gontz - laura.gontz@jefferson.edu

■ Robert Fields – robert.fields@mountsinai.org

■ Megan Reyna – megan.reyna@advocatehealth.com
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