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OBJECTIVES

A Clinically Integrated Network (CIN) with multiple value-based contracts sought to:
1. Understand resource utilization in order to provide services in the most cost-effective setting of care
possible, and
2.To proactively manage iliness to avoid hospital admissions.
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SOLUTION

Using HealthEC's CareConnect care coordination and risk stratification model that weighs patient health based
on diagnosis, co-morbidities, demographics, and health expenditures, the CIN targeted high-risk and rising-risk
patients who warrant closer medical attention. The CIN took advantage of CareConnect's powerful analytics to
identify and rectify gaps in evidence-based care such as specialist consults for disease management, laboratory
monitoring, and delayed follow-up appointments. The CIN has successfully optimized the utilization of limited
resources to manage diabetic and other patient populations while meeting operational and cost targets.
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