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Ochsner History - 1941 

Five Founding Partners 
May 2, 1941 – Ochsner Clinic, Inc. 

Partnership Formed 

Drs. Francis E. LeJeune, Curtis Tyrone, 
Alton Ochsner, Edgar Burns &  

Guy Caldwell  



Ochsner Health System  
Jan 2, 1942 
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AAAP Mission 

• To enhance the leadership and 
professional skills among our members to 
support their roles in health delivery 
system operations, education, research, 
advocacy and resource allocation, alone 
and in partnerships with medical 
leadership, to improve outcomes for 
children and young adults. 



Ochsner Physician Partners 

• Mission 
–  We will enhance the value of care we provide across 

our network through a partnership with physicians that 
is patient centric, quality driven and cost effective. 

• Vision 
–  To be the Clinical Integration network of choice for 

community physicians committed to realizing clinical, 
financial and personal rewards associated with their 
active engagement in Ochsner Physician Partners. 
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Session Objectives 
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Objectives 
• Understanding Healthcare Trends 

• What is a CI Network 

• Development of a CI Network 

• Implications for an AAAP Practice 
Administrator 



Creating a Share Vision results in 
Cultural Transformation.. 
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Awareness 

Understanding 

Acceptance 

Commitment 

 
Meetings with 
Steering  and 

Subcommittees and 
MD/Practice 
Coordinators 

  

Collaboration 
Transparency of 

Results 
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Healthcare Trends Supporting Integration 
for Hospitals and Physicians 
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Unsustainable Levels of Health Spending 
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Healthcare spending is projected to rise to unprecedented levels in the coming years. This 
phenomenon has caused payers to re-think their traditional method of reimbursement in an effort to 
“bend the cost curve”. 

Source: UnitedHealth Center for Health Reform and Modernization, 2012 



Cost Pressures Passed Through to Employers 

* Estimate is statistically different from estimate for the previous year shown (p<.05).  
NOTE: These estimates include workers enrolled in HDHP/SO and other plan types.  Average general annual health plan deductibles 
for PPOs, POS plans, and HDHP/SOs are for in-network services.  
SOURCE: Kaiser/HRET Survey of Employer-Sponsored Health Benefits, 2006-2013. 
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An unsustainable cost structure has resulted in increased premiums for large employers nationwide. 
Because of this, many employers are altering their insurance plans to decrease their financial burden. 
In many cases, employers are demanding that local health organizations provide an integrated model 
which utilizes a common infrastructure, avoids duplication of resources, and ultimately drives down 
the cost of providing healthcare.  



Shift to Value-Based Payment & Risk 
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“…HHS goal of 30 percent traditional FFS Medicare payment through alternative payment 
models by the end of 2016… 50 percent by the end of 2018”      

HHS Press Office 1-26-15 

Both CMS and private payers are responding to financial pressures caused by an aging population 
and increases in health expenditures by introducing new payment methodologies which tie payment 
to value- and risk-based contracts. As more dollars become tied to quality and outcomes, integration 
among providers is necessary to coordinate and manage care across the continuum. 



Growing Population with Multiple Chronic Conditions 
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As more healthcare reimbursement gets tied to quality, efficiency and outcomes, the need for 
coordination and integration among providers is highlighted by the number of Americans with 
multiple chronic conditions, as a critical mass of patients is needed to effectively manage a 
population. Currently, approximately 66% of all healthcare spending is associated with the care of 
patients with multiple chronic conditions.  

Source: Robert Wood Johnson Foundation, 2010; US Dept. 
of Health and Human Services, 2014 
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19 Pioneer ACOs 

•  Saved $96M, shared $68M in 
2013 

330 MSSP 
Participants 

•  Greater appeal, no downside 
risk,  

•  Up from 204 in first year 

500+ Networks 
nationwide 

•  Increased from only 5 functional 
Networks in 2008 to over 500 
today 

v  $7.3M - $19M: Average total dollars at-risk in Pioneer 
and MSSP ACO models 

v  $817M: Overall reduction in Medicare spending by ACO 
programs 

v  $445M: Total shared savings distributed to 64 ACO 
participants 

v  5.6M: Total number of beneficiaries covered across 47 
states plus DC & Puerto Rico 

v  28 of 33: Number of quality measures improved from 
baseline in ACOs in latest reporting period  

v  Memorial Hermann Physician Network – 
Shared in $58M in savings through MSSP 
participation 

v  Advocate Physician Partners – Paid out $50M 
in bonus payments in 2012 

v  Baylor Quality Alliance – Saved $14M vs. 
budget on Employee Health Plan contract in 
year 1, distributed $1.2M in shared savings to 
physicians 

v  Fairview Health Services (Fairview Physician 
Associates) – Adopted 3 commercial shared 
savings contracts encompassing 70% of all 
members 

 

Key Statistics Successful Network Examples 

Progress Being Made – Rise in Networks 
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Accountable Care Organization have shown initial success, which are demonstrated in situations 
where providers collaborate on integrating hospitals and physicians around a defined set of goals 
aimed at Clinical Integration and eventual joint contracting. 



Moving Toward  
Clinically Integrated Networks 
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Clinical Integration 
• CI is commonly defined as a health network working 

together, using proven protocols and measures, to 
improve patient care, decrease cost and demonstrate 
value to the market 

• Clinical integration is a viable option to (1) increase 
quality, (2) reduce cost and waste in the current 
system to maintain margins, (3) sustain independence 
for physicians not ready for healthcare organization 
employment model and (4) position providers to take 
on higher levels of accountability to effectively 
manage utilization and the health of populations 
through joint contracting, sharing best practices etc.  
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Clinical Integration 
• Clinical Integration is a structured collaboration between 

employed and independent physicians and hospitals to 
develop active and ongoing clinical initiatives designed to 
improve the quality and efficiency of health care services 
• Clinical integration is a viable option to:  
−  Improve quality through physician interdependence and 

accountability 
− Reduce cost and waste in the current system to maintain margins 
− Sustain independence for physicians not ready for healthcare 

organization employment model 
− Position providers to take on higher levels of accountability to 

effectively manage utilization and the health of populations 
through population health initiatives, instituting of evidence based 
practices and protocols, and joint contracting for value based 
incentives and risk 
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FTC Perspective 

FTC Regulation Definition of  
Clinical Integration 

Indicia (Probability) of 
Clinical Integration 

Price Fixing: 
unreasonable 
control of market 
pricing 

q  An active and ongoing 
program to evaluate and 
modify practice patterns by 
providers 

q  A network of select providers 
based on predefined 
performance and accountability 
criteria 

q  A high degree of cooperation 
and interdependence 
(coordination, standardization) 
in providing care 

q  A commitment to reduce 
costs, improve quality and 
increase efficiency 

•  Use of common 
information 
technology to ensure 
exchange of all 
relevant patient data  

•  Development and 
adoption of clinical 
protocols 

•  Care review based on 
the implementation of 
protocols 

•  Mechanisms to 
ensure compliance 
with initiatives 

Market Power: 
monopolization 
of a market and 
constraint of 
competition 

17 



19 



Model Why was it unsustainable? How is this is different? 

Capitation 

•  Lack of transparency around insurance 
companies’ calculations 

• Underestimation by medical groups of 
the necessary capitated amount per 
patient 

• Growth in healthcare costs 

• Greater industry-wide understanding of 
incentive-based contracting  

• Ability of IT systems to drive efficiencies and 
coordinate care, leading to lower overall costs 

• Focus on collaboration across specialties and 
geographic locations 

Gainsharing 
•  Legal hurdles with larger corporations 
• Concerns of withholding services to 

lower overall spending 
•  Limited focus on organizational redesign 

• Positive Federal Trade Commission and 
Department of Justice opinions 

• Cost savings tied to more efficient coordination 
of care 

•  Long-term strategic focus 

Employment 

•  Lack of physician involvement in 
hospital/health system decision-making 

• Guaranteed salaries led to decreased 
productivity 

• Absence of coordination between IP/OP 
operations 

• Allows physicians to shape health system 
strategy and leadership opportunities 

• Development of evidence-based best practices  
• Optimized use of technology to develop 

performance management/measurement 

A number of unsustainable contracting, models and strategies have arisen over the last few 
decades. The often asked question then is: how is a clinically integrated network different and why 
could it work this time around? 

Why is the CIN Unique? 
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Curve #1:  FEE-FOR-SERVICE 
Ø All About Volume 

Ø Reinforces Work In Silos 

Ø Little Incentive For “Real” Integration 

Curve	  #2:	  	  VALUE-‐BASED	  
PAYMENT	  

Ø  Coordinate	  Care	  

Ø  Shared	  Savings	  Programs	  

Ø  Bundled	  /	  Global	  Payments	  

Ø  Value-‐Based	  Reimbursement	  

Ø  Rewards	  Integra1on,	  
Coordina1on,	  Quality,	  
Outcomes	  and	  Efficiency	  

	  
Ø  Blurring	  Lines	  Between	  

Payors	  and	  Providers?	  

Payment System Changing from  
Volume (Curve 1) to Value (Curve 2) 

Natural 
Trajectory 

Hospital and physician providers 
must address how to optimize 
performance in the current 
environment while also preparing to 
“jump” from Curve #1 to Curve #2 
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Time 

Curve #1:  FEE-FOR-SERVICE 
Ø All About Volume 

Ø Reinforces Work In Silos 

Ø Little Incentive For “Real” Integration 

Curve	  #2:	  	  VALUE-‐BASED	  
PAYMENT	  

Ø  Coordinate	  Care	  

Ø  Shared	  Savings	  Programs	  

Ø  Bundled	  /	  Global	  Payments	  

Ø  Value-‐Based	  Reimbursement	  

Ø  Rewards	  Integra1on,	  
Coordina1on,	  Quality,	  
Outcomes	  and	  Efficiency	  

	  
Ø  Blurring	  Lines	  Between	  

Payors	  and	  Providers?	  

What it is the Tipping Point ? 

Natural 
Trajectory 

What  will be the drivers? 
Market urgency 
Payors 
Physician  
Patients 

22 
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Hospitals and Health Systems are partnering to respond to 
intense market pressures 

Due to intense market pressures (e.g. IT costs, VBP penalties, insurance exchanges, etc.), hospitals 
and health systems are being asked to demonstrate value to the market place.  To respond, all 
providers are considering partnerships to help subsidize operating costs and share best practices.  



CIN  Integration Process 

24 



Components of the Clinical 
Enterprise 
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Contracting 
Multiple contract options secure 
rewards for better quality and 
demonstrated value 

Structure & Governance 
Limited Liability Corporation,  
Non Profit Corporation,  
Health Care Authority 

Infrastructure & Funding 
Single CIN, multiple CINs, or  
super regional CINs with 
sustainable revenue and provider 
agreements. 

Distribution of Funds 
Flow of funds distributes  
rewards based on  
measurable performance. 

Participation Criteria 
Provider agreements outlining 
expectations/requirements for 
participation in the CIN. 

Information 
Technology 
Architecture to monitor and track 
utilization, control costs, ensure 
quality and demonstrate value.. 

Physician Leadership 
Physicians empowered to have  
an influence on future direction 
 of the network. 

Performance Objectives 
Metrics and targets that impact 
the clinical practice of all 
providers to improve care and 
demonstrate value. 

Key Elements of Clinical Integration 
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 CIN Integration Workflow 

Phase I Phase II Phase III Phase IV Phase V 

Discover Develop Deploy 

•  Form Steering 
Committee 

•  Market Briefing 
 
•  Data Request 
 
•  Stakeholder 

Interviews 
 
•  Assessment of 

Current CIN 
Capabilities 
o  Market 
o  Organization 
o  Partnership 

Options 
 

•  Develop 
description of 
future state 

Agreement  
on Scope 

Sign  
Agreement 
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Pre- 
Integration 

Type of Partnership 1:  Clinically Integrate with OHN 

Type of Partnership 2:  Utilize OHN consulting services 

•  Define Local-Level Governance Structure 

•  OHN CIN Prerequisites 
o  Physician Leadership 
o  Performance Metrics 
o  Information Technology 
o  Demonstrate Value Strategy 
o  Funds Flow Methodology 

o  Draft OHN Participation Agreement 

o  Business Plan 

o  Define Local-Level Governance Structure 

o  Define Product Offering 

o  Draft OHN Consulting Agreement 

o  Business Plan 

•  Recommend Quality Programs 
 
•  Roll-out infrastructure (IT or Other) 

•  Recommend Educational Programs 
 
•  Recommend Contracting Strategy 
 
•  Education & Enrollment 
 
•  Project Management 

•  Education & Enrollment 
 
•  Project Management 

•  Work Task Development 
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Key Questions Within Project Phases 

DISCOVER 

•  What are the unique local 
market factors impacting 
the pace of OHN 
integration? 

•  What opportunities exist 
due to the internal 
characteristics of the local 
hospital? 

•  What opportunities for 
partnership should we 
ultimately pursue? 

DEVELOP 

•  What contractual 
relationship(s) will be 
utilized to guide the 
agreement? 

•  What tactical action steps 
will be taken to execute 
the partnership in line with 
a defined timeframe?  

•  Who will be accountable 
for executing the defined 
action steps? 

DEPLOY 

•  How are we performing 
against our goals defined 
in the DEVELOP Phase? 

•  What additional 
opportunities might we 
consider pursuing moving 
forward to advance the 
relationship towards a 
clinically integrated 
environment? 



 Integration Steering Committee 
Description:  Key physician and administrative stakeholders brought together to review healthcare industry 
trends, develop a future state vision for the CIN and assess the market and organization of AAAP 
 

Objectives: 
•  Provide strategic and operational guidance to AAAP 

leadership in the initial phases of implementing CI 
•  Create a culture that values collaboration and quality 

improvement 
•  Finalize a future state vision and understand the necessary 

components of CI 
•  Evaluate the pace-of-change for creating a CI program within 

the market readiness tool 
•  Respond to ideas and concepts which are brought for review 

based on the organizational readiness tool 
•  Effectively determine the most appropriate way to 

communicate and educate CIN Network and its medical staff 
on CI 

•  Provide feedback and assistance in removing barriers to 
ensure the implementation of the CI program meets 
physician and health system expectations. 

Participants: 
 
 
 
 
 
 
 
 
Meeting Schedule: 
 
 - Insert Key Meeting Dates 
 - Insert Key Educational Events 
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CI Network Phase of Maturity 
•  Clinical enterprise maturation follows a systematic process paced to market opportunities, allowing the 

hospital and its physicians to prepare for the future while remaining focused on short-term initiatives 
•  While the phases of maturity are sequential, unique local dynamics will dictate how a market 

approaches the progression (if appropriate) from one phase to another 

•  Local committees 
formed to begin 
service line and 
market-focused 
growth strategies 

•  Committees foster 
shared vision across 
market 

•  Committees evaluate 
quality and cost 
opportunities 

•  Expectation that 
stronger engagement 
and loyalty leads to 
sustainability under a 
FFS model while 
building the 
infrastructure to 
become risk-capable 

Physician Alignment & Engagement 

•  Data collection allows 
definition of quality 
baselines and targets 

•  Physician-approved care 
protocols and processes 
drive standardization, 
cost reduction and 
quality improvement 

•  Expectation is that cost 
savings are achieved 
and allocated to 
physicians through co-
management, employee 
health plan & VIP 
contracts 

Quality, Efficiency & Standardization 
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Value-Based Contracting 
•  Demonstrated improvement in quality and 

performance creates new value proposition for 
contract negotiations 

•  Value proposition positions hospital and 
physicians for enhanced reimbursement and 
narrow network opportunities 

•  Incentives from payors and/or employers shared 
with network participants 

•  Expectation that new revenue through P4P, VBP 
and shared savings reimbursement will offset 
costs of network development 



Physician 
CINs 

CIN 
Partnership 

Contracted 
Payors 

Hospitals Partners 
(e.g., Urgent Care) 

CIN Serves as Conduit between 
Payors and CIN Partners 

•  Over 1,400 physicians participating 
•  5 payor contracts and growing 
•  185,000 lives managed 
•  Supported by over 80 FTEs 
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Implications for AAAP Members 
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Discussion Points 

• How do you see your practice 
participating in a CI Network? 

• What Benefits can your patient 
population receive from a CI 
Network? 



Learning Objectives 
• Shared Vision is a critical success factor. 

• Review the Healthcare Trends Supporting Integration for 
Hospitals and Physicians 

• Define Clinically Integration and its foundational components 

• Grasp the importance of building a trusting environment within 
the clinical integration partnership 

• Develop a core strategy to demonstrate value to patients by 
improving access, preventive care and the patient experience 

• Develop a collaborative relationship with payors around 
quality improvement through data sharing 
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It is our belief that in addition to operational 
efficiency, improved quality and lowering 
costs.. 
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Awareness 
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Commitment 

 
Meetings with 
Steering  and 

Subcommittees and 
MD/Practice 
Coordinators 

  

Yields Results 

Collaboration 
Transparency of 

Results 
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We have driven Cultural Transformation 
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Health  
System 

Ambulatory  
Facilities 

 Hospital Hospital 

CIN 

ONE Network 
that can 

Demonstrate 
Value 

Physicians  

Payors and  
Employers 

 
 

Employed Medical Group 

Employee Health Plan 

CIN Infrastructure Leads to Increased Care 
Coordination & Communication 
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