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Staff Facilitators

Melody Danko-Holsomback, Vice President of Education, NAACOS
Melody Danko-Holsomback, MSN, CRNP is the Vice President of Education for NAACOS. She has over 12 years 
of population health experience and was the CAO and Director of Keystone ACO prior to her current role.  
She has over 30 years of experience in nursing, including positions in outpatient and inpatient care, as a 
CRNP healthcare provider and as an IT analysts and performance consultant. 
mdholsomback@naacos.com 

Emily Perron, Education Manager
Emily is the education coordinator at NAACOS where she works directly with the director of operations on 
tasks related to the day-to-day running of the organization and with the vice president of education on the 
boot camp and the two annual conferences along with overseeing marketing and registration. Before starting 
at NAACOS, she previously worked at Police and Firemen’s Insurance Association (PFIA) in new business 
where she handled all incoming new life and disability insurance plans. While at PFIA, she obtained two Life 
Office Management Association (LOMA) certificates. She received her bachelors of science in elementary 
education from Liberty University.
eperron@naacos.com 
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Welcome!
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Housekeeping Items

• The learning lab is meant to be a classroom type of setting
• We request that participants be on camera whenever possible.  This 

helps keep you engaged in the meeting material and place faces 
with names of participants.

• Questions are not only welcomed, but they are also imperative to 
enhance everyone's learning experience.

• We may call on you at any time for your opinion on the current 
topic of discussion

• Please mute your microphone when not speaking and unmute 
when speaking.  
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Learning Lab Documents

• Agenda

• Learning Lab Educational Plan

• Learning Lab Note Template

• Monthly Presentations – will be distributed after each meeting

• Meeting recordings and documents found on Learning Lab 
webpage  on the NAACOS website
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Presenter

Rita Landgraf
Rita Landgraf is Principal Owner of Landgraf Consulting and remains as affiliated 
faculty with the University of Delaware’s College of Health Sciences as Professor of 
Practice and Distinguished Health and Social Services Administrator in Residence and 
faculty in Professional and Continued Studies Customized Learning Program.   She 
also provides leadership support to Healthy Communities Delaware.   Prior to joining 
the faculty at UD, she served as Cabinet Secretary of the Delaware Department of 
Health and Social Services 2009 - 2017, under Governor Jack Markell’s 
administration.   Rita currently serves as a member of the Board of  Highmark Blue 
Cross Blue Shield of Delaware; chairing BluePrints Community Advisory Council and 
is Board Chair of  ChristianaCare Home Health, she also is on the Executive Advisory 
Boards of the National Alliance on Mental Illness (NAMI) Delaware and atTAck 
Addiction. 
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The Transformation of Health and the 
Healthcare System

How Policy Translates Into Practice   

The Journey 
Rita M. Landgraf

Professor of Practice – College of Health Sciences
Faculty Professional and Continuing Studies

Managerial Operations Partner for Healthy Communities Delaware --
A collaboration among the UD, the Delaware Division of Public 

Health, and the Delaware Community Foundation 
Former Delaware Cabinet Secretary of Health and Social Services 



Objectives on Our Interactive Journey 
• Explore Efforts in Health Policy – Past, Present 

and Future

• Explore policy as the driver to advance 
transformation or perpetuate status quo

• Discuss initiatives for stakeholder engagement 
to implement and transform health

• Explore the interconnections between health, 
housing, community development, and social 
services (SDOH)  aka vital conditions of health

• How is Medicaid (and CMS) advancing equity 



What is Health?

In a Word



What is the Most Pressing Issue in Health

In A Word



Health Care, Healthcare and Health

• Health care are the specific things that people do: see a 
patient or prescribe a medication. 

• Healthcare is an industry, the system by which people get the 
health care they need.



“state of complete physical, mental and social well-being and not 
merely the absence of disease or infirmity.”

The opportunity to achieve optimal health

Think of another word for optimal –

Health equity is the assurance of the conditions for optimal health for 
all people (Jones, 2012).



HEALTH 

Health is socially and politically defined;
- definitions of health ignore important relationships between 

individuals and social & environmental conditions.

 An accumulation of negative social conditions and lack of 
fundamental resources contribute to health inequities. 



Disparity, Determinants & Inequity
Lack of Opportunity for Optimal Health

Health Disparity  
 ….difference in disease prevalence, burden of disease, injury, violence, or opportunities 

to achieve optimal health that are experienced by socially disadvantaged populations – 
including gender, race or ethnic background, education, income, disability or living in 
various geographic localities

Social Determinants of Health
 ….economic & social conditions that influence health
and which are largely responsible for health inequities
 Health Inequity
 ….difference that is unnecessary, avoidable and result in unjust economic and social 

practices that create barriers to opportunity
  



Root Cause Perspective –PAST And What Does 
Policy Have to Do With My Health?



History of HealthCare Reform

• Healthcare reform has been an evolving political project since 1915 when health 
insurance was originally proposed as a program at the state level.  What has shifted 
over time are the politics and economics of healthcare.  The insurance proposal in the 
progressive era, between 1915 and 1919, was primarily focused on providing income 
support for industrial workers during illness. 

• This was influenced by programs in Europe with similar benefits provided by mutual 
societies, unions, and employers. In the 1916, the progressive party broke up and 
shortly thereafter the US entered World War 1. 

• Political forces that played a role in the defeat were the lack of major party 
sponsorship, a weak US labor movement, and national elites were more focused on 
the interests of employers, insurers, and physicians. 



US Health Reform Efforts 

• 1935 – New Deal – created Social Security but failed in terms of delivering compulsory health 
insurance  ( AMA opposition) 

• FDR, who announced in 1939 that 
• "a comprehensive health program 
• (is) required as an essential link in 
• our national defenses against individual 
• and social insecurity." 



Fair Deal 
• 1945 – President Truman  - Fair Deal – proposed health insurance by national, universal 

comprehensive – failed – thought of as socialized medicine

• Compromises were proposed but  none were successful. 
• Instead of a single health insurance system for the entire population, a system of private 

insurance for those who could afford it and public welfare services for the poor.



The Great Society Legislation
• 1965 – President Johnson - Medicaid and Medicare adoption ( support from civil 

rights organizations and unions
•  – AMA approved 
since care of elderly was costly
-Began reimbursements 
 physicians – reasonable and 
 prevailing fee
 hospitals – cost plus 
 reimbursement
Capped 20 years of Congressional
debate



The goal of healthcare reforms in the 1990s was. 
. . making health care affordable, comprehensive 

and accessible.

• The Clinton healthcare plan was a 1993 healthcare reform package proposed by the 
administration of President Bill Clinton and closely associated with the chair of the 
task force devising the plan, First Lady of the United States Hillary Clinton.

• A major healthcare speech was delivered by President Clinton to the U.S. Congress 
in September 1993. The core element of the proposed plan was an enforced 
mandate for employers to provide health insurance coverage to all of their 
employees.  Did not advance policy.



Signing of the ACA – March 23, 2010

• Because the market alone 
cannot ensure all Americans 
access to quality health care, 
the government must preserve 
the interests of its citizens by 
supplementing the market 
where there are gaps and 
regulating the market where 
there is inefficiency or 
inequality. (Obama,2016)



ACCOUNTABLE CARE ORGANIZATIONS

• The term accountable care organization was 
first used by Elliott Fisher in 2006 during a 
discussion of the Medicare Payment Advisory 
Commission. In 2009, the term was included in 
the federal Patient Protection and Affordable 
Care Act.[2] It resembles the definition of 
Health Maintenance Organizations (HMO) that 
emerged in the 1970s. Like an HMO, an ACO is 
"an entity that will be 'held accountable' for 
providing comprehensive health services to a 
population



Health Policy - Goals
● The Affordable Care Act (ACA) is one of the most monumental pieces of 

health legislation

● The three main focuses were to (Silvers)

○ Reform the insurance market

○ Expand Medicaid to the working poor

○ Change the way medical decisions are made

● It is unclear whether the act has lowered insurance premiums but there is solid 

evidence that the ACA has provided coverage for millions of previously uninsured 

Americans (Patton)



Challenge and Opportunity

When the Supreme Court upheld the Affordable Care Act in June 
2012, it promoted health equity

• Increased access to health insurance and quality care.
• Being supported in community-based settings beyond acute 

care
• Promoting healthy lifestyles.
• Transforming the sick care – fee for service system into 

comprehensive patient centered, focus on patient outcomes 
and measurable standards.

•  and public  health advancements – SDOH/Vital Conditions of 
Health



Immediate Past  ACA Challenges

• Repeal and Replace Activity -succeeded in repealing the individual mandate.
• ACA marketplace - significant changes. The enrollment period was shortened by six 

weeks and funding was cut for advertising navigators



Immediate Past 
• The Trump administration joined a lawsuit by 20 states that would, if successful, end the requirement that 

health insurers cover those with pre-existing conditions – could land at the Supreme Court

• The Centers for Medicare & Medicaid Services announced steep funding cuts for sign-up help through 
state based programs called “navigators.” Financing for the 2019 enrollment season is being cut to $10 
million from $36 million. 

• The administration also plans to temporarily stop the Obamacare risk adjustment program, which pays 
insurers billions of dollars to help cover a higher number of sicker patients. It could lead to an increase in 
premiums.

• Aug 20, 2019 - Delaware Receives Federal Approval to Establish Reinsurance Program for 2020. ... Coupled 
with reduced rates already sought on the individual market in Delaware, the state expects a significant 
reduction in premiums for 2020. CMS authorized Delaware's reinsurance program through 2024.  



Recent Past – June 2021
• The Supreme Court issued its much-anticipated opinion in California v. Texas regarding the 

constitutionality of the Affordable Care Act (ACA), rejecting the third major challenge to the law. The 
Supreme Court held in a 7–2 opinion that the states and individuals that brought the lawsuit 
challenging the ACA’s individual mandate do not have standing to challenge the law. The Supreme 
Court did not reach the merits of the challenge, but the decision ends the case. 

• The Supreme Court held that the states and individuals that brought the lawsuit do not have standing 
to challenge the law.  In order to have standing, a plaintiff must allege “personal injury” that is “fairly 
traceable” to the alleged unlawful conduct.6 The Supreme Court held that neither the state nor 
individual plaintiffs had shown that the injury they will suffer or have suffered is “fairly traceable” to 
the allegedly unlawful conduct of which they were complaining.

• The individuals pointed to harm in the form of past and future payments. However, with the penalty 
for failing to comply zeroed out, the Supreme Court noted that the Internal Revenue Service can no 
longer seek a penalty from those who fail to comply, holding that “because of this, there is no 
possible government action that is causally connected to the plaintiffs’ injury—the costs of 
purchasing health insurance.”



Root Cause Perspective –PRESENT And What 
Does Policy Translation Have to Do With My 

Health?



ACA and President Biden’s Health Policy
•  The American Rescue Plan Act, President Biden’s COVID-19 

relief package , temporarily expanded the scope and eligibility 
of the ACA’s tax credits for marketplace health care coverage. 
As part of the American Families Plan, the human 
infrastructure component of his Build Back Better Agenda , 
President Biden  extended the ACA tax credits under the 
American Rescue Plan Act.

• Inflation Reduction Act - Lower prescription drug costs for 
everyone by letting Medicare negotiate prices, reducing health 
insurance premiums and deductibles for those who buy 
coverage on their own, creating a public option and the option 
for people to enroll in Medicare at age 60, and closing the 
Medicaid coverage gap, full mental health parity. (AARP and 
AARP Foundation submitted a brief urging the court to dismiss 
a lawsuit challenging Medicare’s authority to negotiate lower 
drug prices.)



Pharmaceuticals & Public Policy
• The widespread use and dependency on drugs and drug products in 

today's society, coupled with an increased utilization and application of 
pharmaceutical services, has created a need for individuals who can 
study the social, psychosocial, political, legal, historic and economic 
factors that impinge upon the use, non-use and abuse of drugs. A 
number of critical factors shaping the health policies in the United 
States and around the world emphasize the need for increased 
research concerning the role of pharmaceuticals and the pharmacy 
practitioner in new and old systems of health care.

• University of Minnesota
• College of Pharmacy



Advance Primary Care
Better coordinated care between primary care practices and other 
health care providers for those with chronic health conditions  
  

 More transparency in how health care dollars are spent    
 Reimbursements based on how well health care
 Providers keep patients healthy – not on volume of care

 Medicaid lens – ensuring all members have access to primary 
 care – Meeting communities where the are.
.



Cost of medical care in the United States
● Compared to peer nations, United States spends twice as much on healthcare yet we have 

the lowest life expectancy (The Commonwealth Fund)

● As of 2018, average out of pocket spending reached $907 per person (Health Care Cost and Utilization Report)

● Median prices for individual services in the United States consistently rate higher than 

other countries as well (International comparisons of health care prices from the 2017 iFHP survey)

○ For example

■ An MRI scan in 2017 cost $1,430 to the price of $450 in the United Kingdom
(International comparisons of health care prices from the 2017 iFHP survey)

■ The cost of a typical in-hospital vaginal birth costs $11,170 whereas it costs

$7,080 in the UK (International comparisons of health care prices from the 2017 iFHP survey)



U.S. Health Care from a Global Perspective, 2022: Accelerating Spending, Worsening 
Outcomes – The Commonwealth Fund

• The U.S. spends nearly 18 percent of GDP on health care, yet Americans die younger and are less healthy 
than residents of other high-income countries

1. Health spending per person in the U.S. was nearly two times higher than in the closest country, Germany, 
and four times higher than in South Korea. In the U.S., that includes spending for people in public 
programs like Medicaid, the Children’s Health Insurance Program, Medicare, and military plans; spending 
by those with private employer-sponsored coverage or other private insurance; and out-of-pocket health 
spending.

• Not only does the U.S. have the lowest life expectancy among high-income countries, but it also has the 
highest rates of avoidable deaths

• All countries in this analysis, except the U.S., guarantee government, or public, health coverage to all their 
residents. In addition to public coverage, people in several of the countries have the option to also 
purchase private coverage. In France, nearly the entire population has both private and public insurance.

• Despite high U.S. spending, Americans experience worse health outcomes than their peers around world. 
For example, life expectancy at birth in the U.S. was 77 years in 2020 — three years lower than the OECD 
average. Provisional data shows life expectancy in the U.S. dropped even further in 2021.



What does the United States’ healthcare system look like? Some 
Key Factors:

● As a nation we do not have universal healthcare for all citizens

● There is a mix of government provided and private healthcare

● According to the Census Bureau, 92% of the United States population has health 

insurance (The United States Census Bureau)

● Of those that have health insurance 68% are on a private plan and 34% are on a 

government provided plan (The United States Census Bureau)



What happens to the uninsured?

● There are approximately 30 million (7.7%) Americans that are uninsured ⁴

● This can be attributed to the gray area between privatized and government insurance

● When those who are uninsured use health care services they bear a significantly higher 

cost of care in relation to their income, when compared to insured families and higher 

incomes (National Academies Press)

● High medical expenses can lead to a lower standard of living and in some cases 

can cause bankruptcy (National Academies Press)



State Example of Transformation Focus



QUALITY OF CARE- Public 
Perspective

● The Health Information National Trends Survey 
collects national data about the American public’s use 
of health knowledge and information

● It was found that on average, those who receive 
government funded insurance rate the quality of their 
health care lower than those who receive coverage 
from a private entity

● 21% of respondents who were covered by Medicaid rated 
their quality of care as poor, compared to the 0.4% of 
those covered by insurance through an employer

Data from HINTS 5 cycle 2



Disparities in Patient Portal Communication, 
Access, and Use

• Even though most health care organizations now 
offer patient portals, the number of patients 
reporting portal use remains relatively low. In 2020, 
approximately 40% of Americans reported accessing 
their online medical records/patient portals at least 
once in the past 12 months. Additionally, significant 
disparities exist in patient  portal use, with 
underserved groups (including  racial and ethnic 
minorities, those with lower socioeconomic status, 
older individuals, and persons with disabilities) using 
these tools less often. Limited portal use in these 

 populations may be driven by various factors, such 
as personal preference or lack of access to 
technology. 

Source: HINTS 5 Cycle 4, 2020



CareMore: Improving Outcomes and Controlling Health 
Care Spending for High-Needs Patients (2017)-Replicate 

Best Practice

• Founded more than 20 years ago by a group of physicians, the Cerritos, Calif.–
based Medicare Advantage plan and medical provider operates on the premise 
that a third or more of health care spending on frail and chronically ill patients can 
be eliminated by restructuring the way their care is delivered.

• CareMore Health specializes in whole-person care for patients with complex and 
chronic conditions. Our disease management programs are nationally recognized. 
With a focus on prevention programs to keep you healthy and active. 

• By spending more to anticipate and address the medical challenges its frail and 
chronically ill members will face, CareMore aims to prevent and slow the 
progression of disease rather than treat its complications.

• Caremore serves 130,000 enrollees in Medicare and Medicaid Managed Care Plans 
across 6 states.



CareMore: Improving Outcomes and Controlling Health 
Care Spending for High-Needs Patients (2017)-Replicate 

Best Practice

• In 2015, CareMore members had 20 percent fewer hospital admissions, 23 percent 
fewer bed days, and a 4 percent shorter length-of-stay than beneficiaries covered 
under fee-for-service Medicare. A comparative analysis of Medicare Advantage 
plan pricing for beneficiaries in average health indicates CareMore is more efficient 
in providing standard Medicare benefits than market competitors on average.

• Cuts to Medicare Advantage reimbursement rates threaten CareMore’s business 
model. It has begun to diversify by serving Medicaid beneficiaries and by 
partnering with health systems that are moving toward risk-based contracting.



FUTURE OF HEALTHCARE

POLICY, PAYMENTS and VALUE NEED TO ALIGN 
ACROSS POPULATIONS



The Federal Reserve Bank of Philadelphia is implementing a tool called the Anchor Economy 
Dashboard: a first-ever national dashboard which captures the importance of anchor 
institutions across each state or region and the businesses they are connected to. This tool 
also calculates an anchor institution reliance score for each region, showcasing how 
dependent that economy is on local medical institutions. 

The Federal Reserve Bank is committed to a larger impact for the future of healthcare. As the 
largest employer of economists in the world, the Federal Reserve Bank was able to act when 
the pandemic hit to get money into the hands of businesses. These banks also invest in low-
income housing, job training and transportation, childcare, and various other contributors to 
aid the workforce. 















Persistent Policy Issues
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ACCESS ADEQUACY

QUALITYDISTRIBUTION

Make it easier for people 
to access health care

Improve distribution of 
the health workforce 

Balance the supply of health 
workers with the demand for 
care

Improve the quality of the health 
workforce and the care they provide



Population Drivers
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  Aging of the population was & is still the primary driver of 
growth for the health workforce: increased demand 

  U.S. birthrate still at historic lows: decreased supply



 National shortages of active Physicians and Registered Nurses in      
the US will be exacerbated by the COVID-19 pandemic. 

  At the state level, existing mal-distributions will worsen.

  Targeted investments can diffuse near-term impacts:
• Increase the supply of and encourage re-distribution of Primary Care Physicians/RNs
• Make expanded Scopes of Practice permanent

Predicting COVID’s Longer Impacts (cont’d)
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Let’s View Delaware Information



Consider What Creates Health
Necessary conditions for health (according to WHO)

 Peace

 Shelter

 Education

 Food

 Income

 Stable eco-system

 Sustainable resources

 Mobility

 Social justice and equity

World Health Organization. Ottawa charter for health promotion. International Conference on Health Promotion: The Move Towards a New Public Health, November 17-21, 1986 Ottawa, Ontario, Canada, 
1986. Accessed July 12, 2002 at <http://www.who.int/hpr/archive/docs/ottawa.html>.

Determinants of Health Model based on frameworks developed by: Tarlov AR.  Ann N Y Acad Sci 1999; 896: 281-93; and Kindig D, Asada Y, Booske B. JAMA 2008; 299(17): 2081-2083.

Determinants of Health





Social Position Matters

• Income and education are markers of socioeconomic 
position.

• Lower socioeconomic position results in:

↑exposure to health threats

↓resources to support or promote health

→poorer health



Social Conditions in Neighborhoods Can Influence 
Health

• Perceived neighborhood safety has been associated with levels of physical activity

• Closely knit” neighborhoods are more  likely to exchange information and work 
together to achieve common goals; they also may have more effective social 
norms that discourage crime and unhealthy or destructive behaviors such as 
drunkenness, youth alcohol or smoking behavior, littering, and graffiti



Services in Neighborhoods Can Influence Health

• As the number of alcohol outlets increases, so do levels of crime and 
violence

• A higher concentration of convenience stores is associated with a 
higher level of individual smoking

• Access to recreational facilities is associated with greater physical 
activity among adults, adolescents, and children

• Early childhood development programs have been shown to promote 
cognitive development and increased readiness to learn



Advancing Healthy Strong Communities

by Collective Impact 
•    commitment from different sectors to a common agenda for solving 

a specific social problem, using a form of structured collaboration that 
is devoted to building a community of problem-solvers focused on 
challenges associated with sustainability, energy, health care, 
education, economic opportunity and the environment. 

"The whole is greater than the sum of its parts“



• What is happening in the present and what has history demonstrated?
• What are the key facts?
• As you listen – What words, pieces of data, and conclusions stand out for you?

• What is new and/or refreshing to you?
• What is surprising to you from the presentations?
• What is challenging your thinking?

• What are the issues that impact the current challenges?
• What patterns did you see across the presentations?
• If we had a chance to create anew what would we do differently?
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Upcoming Events

NAACOS Winter Boot Camps 
• February 8-9, 2024
• Marriott Orlando Airport Lakeside, Orlando, FL
• 2 Concurrent Boot Camps

o Clinical Operations in Care Transformation Boot Camp
o Data and Analytics for Care Excellence Boot Camp

Registration Now Open! 
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Learning Lab

AWV Learning Lab series (six sessions)
o Next Meeting November 16, 2023 
o Every third Thursday from 2:00 - 3:00 PM Eastern
o Sign-Up Here!
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Thank you!
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Contact Information

• Melody Danko-Holsomback, VP of Education, NAACOS, 
mdholsomback@naacos.com 

• Emily Perron, Education Manager, NAACOS, 
eperron@naacos.com 

• Rachel Lesch, R.N., M.B.A., Vice President of Population 
Health and Performance Excellence,     
LeschR@centracare.com 
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Learning Lab Objectives

• Learn about Medicaid contracting throughout the states 
• Learn about care models to support your contract populations and 

networks
• Learn about various care settings to address population needs
• Learn workflow options for value-based care related to primary 

care, SDOH, BH and high needs people
• Learn how to improve quality in the Medicaid population
• Learn how to enhance patient engagement in the Medicaid 

population
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Education Project Plan Document
Project Overview:
The Medicaid Learning Lab will provide NAACOS ACO members the time and platform to explore and learn 
about topics related to Medicaid value-based contracting and patient care models that include a focus of issues 
compounded by the socio-economic factors of the Medicaid population. The learning lab meetings will occur 
virtually each month for 90-minute sessions and will last for a minimum of 12 months and continue until 
objectives are completed. Additional in-person sessions may also occur at biannual conferences, if warranted. 

Standards:
• Participants are asked to be engaged active participants in monthly meetings 
• Participants are asked to share best practices and lessons learn from experiences with like populations, 

care model or topic of discussion
• Participants are expected to actively participate in surveys and document review to better enhance your 

learning experience and help staff understand your learning needs. 
• Please be on camera and ready to participate in each meeting you attend. 
• No question, thought, or example is a bad one.  Learning is found in all examples weather a success or 

failure in the past. 
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Education Project Plan Document

Requirements/Task(s):
• Attend a minimum of 75% of the meetings to receive CEUs
• Actively participate in topic discussions where appropriate
• Develop a draft plan of what your Medicaid ACO looks likes including participants, 

Geographics and Medicaid population you are serving or would look like if 
planning a new contract.  Then outline a 2-year strategic plan on how you will 
include at least 2 to 3 new initiatives based on information gathered during 
participation in the NAACOS Medicaid Learning Lab. (Turn completed plan in to 
NAACOS for Completion Certificate)

Record your notes/research here:
Use this section to note which initiative you may want to include in your strategic plan
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Education Project Plan Document

Outline the steps/plan for your project:
• Use monthly meeting note templates to document your notes and options for your final strategic plan
• Start your project outline from the beginning of the learning lab to prevent an additional large time commitment 

at the end of the learning lab series to complete your strategic plan. 
• Meet with others from your ACO throughout the project to get their input, suggestions, and support for possible 

implementation of learnings. 
• Complete your strategic plan after the final meeting, you will have one month to complete and submit to NAACOS 

Education staff to receive your NAACOS Medicaid Learning Lab completion certificate.  (This will be separate from 
CEUs for participation in live meetings)

• Your final plan will be reviewed by the NAACOS team and Education Committee for presentation and possible 
award at a future NAACOS event. 

• The strategic plan completion is not a requirement to participate in the learning lab monthly session or to receive 
CEUs but will provide tangible materials from your participation that have potential for future ACO improvement 
efforts.

• To Receive the Event CEUs, you must be present and actively participate in a minimum of 75% of the monthly 
meetings. 

• This event is only open to NAACOS members.
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Group Discussion

Note Template Questions:
1. What problem does the topic address?
2. What population of patients could benefit from this?
3. What didn’t I know or haven’t thought about trying in my ACO?
4. Could any of this presentation work in your ACO or CIN?
5. If yes, how?  If no, why not?

Take 10 to 15 minutes and create a paragraph describing what your 
next steps would be to investigate the use of presented material in 
one or more ACO processes. 
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