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AWV
Learning Lab

November 16, 2023
2:00 pm to 3:30 pm ET



Staff Facilitators 
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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 

mailto:mdholsomback@naacos.com
mailto:eperron@naacos.com


Learning Lab Documents

• Agenda

• Learning Lab Note Template – used to add takeaway 
information for future use

• Presentations by Member ACOs

• Meeting recordings and documents found on Learning Lab 
under Education & Events on the NAACOS website.
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http://www.naacos.com/


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.  

• Please add your First and Last Name to Zoom.
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Agenda
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Introductions
Kevin McNeill, MD, Associate Medical Director LVHN ACO
Kevin McNeill, MD is an associate medical director for the Lehigh Valley Accountable Care Organization as well as the 
Lehigh Valley Physician Hospital Organization (LVPHO). His work with the ACO includes serving as the chair of the 
quality committee and assisting with operations and strategy for the MSSP population. His work with the LVPHO 
includes outreach and support of clinician members on population health and value-based care performance. He is a 
practicing family physician, faculty member of the Lehigh Valley Physician Group (LVPG) Family Medicine Residency 
Program and assistant clinical professor for the USF Morsani College of Medicine SELECT Program. Dr. McNeill 
received his MD from UMDNJ-New Jersey Medical School and completed his family medicine residency at Overlook 
Hospital in Summit, New Jersey.

CarolAnn Hudson, RN, AVP, Clinical & Quality Operations, Population Health, 
Lifepoint Health
Carol Ann Hudson is a Registered Nurse with over 30 years of experience in Informatics, Regulatory Programs, 
Nursing and Practice Management. She is currently employed as the Clinical Director of Population Health at Lifepoint 
Health. The Population Health team is responsible for Lifepoint’s portfolio of Accountable Care Organizations and 
Clinically Integrated Networks, along with other value-based initiatives. Carol Ann brings her clinical experience to the 
team to help the networks, facilities and providers improve clinical health outcomes of their assigned patient 
populations by promoting quality, care coordination, and patient engagement. She has also assumed the primary role 
in projects to aid providers in risk capture spending time in the practices with a CDI team and assisting in educational 
presentations. Lifepoint’s networks were the first to report CQM/eCQM’s to CMS utilizing a registry to consolidate 
clinical quality data from multiple EHR’s for performance year 2021.
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The Medicare Annual Wellness Visit 
The LVHN Experience

Kevin McNeill MD
Associate Medical Director LVHN ACO





• ACO Mission-To foster a collaborative delivery of patient centered, high-value care to support
individuals and groups in the achievement of better health and well-being

• ACO Vision- To elevate the health and well-being of our beneficiaries and the communities we 
serve

• Set up as a distinct legal entity (LLC)
• ~40,000 Medicare fee-for-service beneficiaries, attributed for 2023
• Founded in 2014, started program in 2015

LVHN ACO’s MSSP

3

Agreement Period 1
(2015-2017)

• Track 1 (upside only)
• Earned Shared

Savings
• Quality above 

average
• Philadelphia Area 

Wage Index (AWI) 
introduced

Agreement Period 2
(2018-2021)

• Track 1 (upside only)
• Newark AWI
• AWI net worth

$30M per year
• MIPS increases

Agreement Period 3
(2022-2026)

• Pathways to Success 
BASIC Track Level E

• Second year in
down-side risk

• aAPM bonus 
payable in 2024



A Brief History of the Medicare Annual Wellness Visit
 CMS Created this visit in 2011 to facilitate transition to value based care
 Serves as the wellness and prevention component of a long-term 

population health management strategy in the Medicare population
 The AWV is an evidence-based preventive service that focuses on 

disease prevention and management. Its purpose is to identify health risk 
factors and provide patients with a personalized prevention plan that 
promotes a healthier life.
 The majority of Medicare recipients aren’t aware of the key preventive

services and screenings covered by Medicare
 AWV provides a clinical and financial map for the patient, provider, and 

payer



Benefits
Health

 Enhanced use of 
Preventive Services
 Identify candidates for 

wellness and prevention 
programs:
 Early disease detection
 Identify highest risk 

patients

Quality
 Quality Impact: 

Numerous MSSP, 
HEDIS and MIPS 
quality measures 
addressed
 Care gap closure
 Coding/RAF score

Cost
 At no cost to the beneficiary
 Decreased cost of care
 AWV reimbursement benefit

Targeted screening
 Opportunity for Advanced Care 

Planning
 Opportunity for functional assessment
 Opportunity for depression screening
 Opportunity for cognitive assessment
 Opportunity for assessment of 

substance use



Health Risk Assessment
HRA
 Demographic data
 Personal health history
 Self-assessed health status
 Psychosocial risk
 Stress
 Depression
 Pain
 PHQ-2
 PHQ-9 if 2 is positive
 Memory screening

 Behavioral risk
 Nutrition & Physical activity
 ADLs & IADLs



Deeper Dive into the
HRA 



Mild Cognitive Impairment
 Mild cognitive impairment (MCI) is 

significantly misdiagnosed in the 
primary care setting due to multi- 
dimensional frictions and barriers 
associated with evaluating 
individuals' cognitive performance.

 Sabbagh MN, Boada M, Borson S, Chilukuri M, Dubois B, 
Ingram J, Iwata A, Porsteinsson AP, Possin KL, Rabinovici 
GD, Vellas B, Chao S, Vergallo A, Hampel H. Early 
Detection of Mild Cognitive Impairment (MCI) in Primary 
Care. J Prev Alzheimers Dis. 2020;7(3):165-170. doi: 
10.14283/jpad.2020.21. PMID: 32463069.



Fall Risk



SUD Screening

 SASQ:How many times in the past 
year have you had X or more 
drinks in a day? (X = five for men; 
four for women)
 NIDA Single Question: “How 

many times in the past year have 
you used an illegal drug or used a 
prescription medication for non- 
medical reasons (for example, 
because of the experience or 
feeling it caused)?”



L  E  H  I  G  H V  A  L  L  E  Y H  E  A  L  T H N  E  T W O  R  K

The LVHN AWV Method



LVHN Program Elements
EMR Reports-Identifying Patients
Multidisciplinary leadership team
Training Primary Care Workforce
Dashboard reports/data transparency
 EMR Template (point and click for 90% of the visit 

documentation)
Personalized Prevention Plan creation
 Standardized order set: patient education, billing and coding 

automatic
Incentivized performance
Nurse led model
Coding education



Medicare Annual Wellness Visit (AWV):
Epic Reports and Suggested Outreach for Patients Overdue 
for a Wellness Visit



Multidisciplinary Leadership Team

LVHN
Leadership

LVPG CMO

EHR Clinical Ops Compliance Clinical Quality 
Specialists

FM, IM,
Geriatrics

Clinician
Champion

Practice
Manager

ACO Medical 
Director

AMD



Workforce Training
Standardized Workflow
 Workflow video
 Assigning PCPs and care team members
 Scanning Advance Directives
 Clinical Staff workflow tip sheet
 Health Risk Assessment PEQ
 Update HM
 Provider ACP workflow
 Address BPAs
 Use appropriate Smart Set

Applicable orders based on HRA
 LOS (billing) and Follow up from Smart 

Set
 25 modifier for E&M if applicable



Dashboard Reports/Data Transparency



Standardized Order Set

 90% Point and Click 
Documentation
Automatic coding and billing
Referrals placed
Education included



Personalized Prevention 
Plan

Age appropriate screening
Condition specific screening
HRA based recommendations
USPSTF/ACIP



AWV Iterations

Nurse Led Model
Updates for billing compliance & CPT II codes
 Bladder Control
 Monitoring Physical Exercise
 Screen for Potential Substance Use Disorders
 Review Current Opioid Prescriptions



Nurse Led Model



Coding Opportunities
AWV encounter enhances 

capture of clinical problems 
as appropriate
Update problem list for 

accuracy
HCC education
BPA prompt
Optimize coding



Annual Wellness Visit Trends
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L  E  H  I  G  H V  A  L  L  E  Y H  E  A  L  T H N  E  T W O  R  K

AWV Progression



Advance Care Planning BPA

The criteria:
1. Patient is high risk based on the End-Of Life 

Care Index
2. Encounter is Medicare annual wellness visits
3. No documented advanced care planning in 

the past 1 year

Action: Recommends documentation 
of advanced care planning.





SDOH Screening
The Robert Wood 

Johnson Foundation 
estimates social 
needs account for as 
much as 80% of 
health outcomes.

 Manatt, Phelps & Phillips, LLP. 
Medicaid’s role in addressing 
social determinants of health. 
Robert Wood Johnson 
Foundation. Feb. 1, 2019. 
Accessed Dec. 21, 2021



SDOH Screening of MSSP Population



NRC Health Community Insights Study February 2023

30q3 Please rate your agreement with the following statements regarding your most recent annual wellness visit through Lehigh Valley Health Network:
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My provider or clinician explained Advance Care Planning during the visit and offered to add a new
plan to my file or update a current one.

It was made clear to me that a physical exam may not be part of an annual wellness visit before I 
arrived.

My provider or clinician sent me a personalized, written preventative care plan after my annual 
wellness visit was completed.

My provider or clinician thoroughly explained what I should expect as part of an annual wellness 
visit.

The annual wellness visit helped me assess my health care risks and develop a care plan for them.

The annual wellness visit met my expectations.

Strongly agree Somewhat agree Neither agree nor disagree Somewhat disagree Strongly disagree(n=2,471)



Challenges
Clinician Buy In
Scheduling
Patient Buy In
Modifier
Rescheduling
Optimal use of EMR
Appropriate follow up
SDOH
GOC



Lesson Learned

 Integrated Approach
Streamlined
 Leveraging EMR
Data Transparency
Monitor Performance
 Incentivize
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Intake – Reason for Visit

The Reason for 
Visit is mapped 
to the 
Encounter Plan 
for the MAWV. 
In this case, 
MAWV (LPNT) 
is the name 
that pulls in 
the template. 



Intake – Social History section

The MAWV template utilizes the standard social history sections and 
questions where possible



Intake – Social History section

Additional 
Medicare-
required 
questions specific 
to the MAWV are 
included in a 
custom Social Hx 
section (only 
pulled in to the 
MAWV encounter



Intake – Screeners section

Specific screeners are attached to the MAWV encounter plan. 
Practices can modify and add additional ones as needed. 
These are also tied to G codes for quality reporting (for MA 
plans) and push those codes to the claims



Epion – Pre-visit Patient Forms

A text message (or email) is pushed 
to the patient from Epion (3rd party 
tool) three days prior to the 
appointment. The patient can open 
and update demographics, insurance, 
and their medical information. 



Epion – Pre-visit Patient Forms

When the patient is checked in to the 
office, Epion loads the patient’s 
answers in the various sections 
awaiting reconciliation by the person 
doing intake. When these are 
completed in advance, the time for 
Intake is greatly reduced. 



Intake – Screeners section

Specific screeners are attached to the MAWV encounter plan. 
Practices can modify and add additional ones as needed. 
These are also tied to G codes for quality reporting (for MA 
plans) and push those codes to the claims



Exam – A/P section

Click here to open Risk Flyout



Risk Flyout – Add to A/P

Click here to add this specific diagnosis to the A/P section of the 
exam



Risk Flyout – Dismiss Dx

Click here to Dismiss this diagnosis

Select a reason from the list or type a reason then Save



Exam – Preventative Plan

There are two types of encounter plans 
(templates) for the MAWV. One includes an 
electronic version of the personal preventative 
plan that is completed in Athena and then 
printed at DC for the patient (provider 
preference). 



Exam – Paper Preventative Plan

Sample of Female Preventative Plan



Exam – Preventative Plan

When the paper form for preventative 
planning is used, this language is in the 
encounter plan. The form is completed 
on paper, scanned into the encounter, 
and then handed to the patient to take 
with them. 

The Z code is automatically included in the 
encounter plan. Additional patient educational 
handouts are included and can be customized 
by market.



Upcoming Events

Virtual Affinity Groups
• CMO and Clinical Affinity Group

Meets: November 28, 2023 from 3–4 pm ET.
Participants should include CMOs, CNOs, Pop Health Officers, and others who manage patient care, 
and clinical care redesign, etc.
Sign up for the Clinical Affinity Group.

• Compliance and Legal Affinity Group
Meets: December 5, 2023 from 3–4 pm ET.
Participants should include those who ACO leaders and staff members who deal with compliance 
documentation, operations, or events as well as those who deal with ACO contracting with payers 
and participants.
Sign up for the Compliance and Legal Affinity Group. 

• Executive Affinity Group
Meets: December 12, 2023 from 3–4 pm ET.
Participants should include CEOs, CFOs, Executive Directors, Chief Value Officers, and others who 
oversee the ACO’s finances, budget, strategy, contracting, etc.
Sign up for the Executive Affinity Group.
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Learning Labs

Medicaid Learning Lab (Final session)
o December 1, 2023 
o Register Here or locate this link on the Learning 

Lab website page
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https://www.naacos.com/medicaidlearninglab


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

Register now!
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https://www.naacos.com/2024-boot-camps


Contact Information

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

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

• Kevin McNeill, MD, Associate Medical Director LVHN ACO, 
Kevin_A.Mcneill@lvhn.org

• CarolAnn Hudson, RN, AVP, Clinical & Quality Operations, 
Population Health, Lifepoint Health, 
CarolAnn.Hudson@LPNT.net
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Appendix



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?

You may use this template to document notes from the presentation 
that you feel would be helpful in your practice.
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