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The Kentucky Story
Building a network view of cost and utilization



Who we are, what we do, and 
how we do it
Kentucky Integrated Care



Kentucky Integrated Care (KIC) 

• 50 participants including FQHCs and RHCs representing 67 
unique TINs, with more than 1,800 credentialed 
practitioners

• Approximately 300K patients in value-based 
agreements

• Approximately 700K unique 
Kentuckians seen annually 
by participants



KIC Environmental Scan

• 5 statewide Medicaid MCOs
• One dominant plan

• Second plan with dominant regional market share

• Medicaid implemented common value-based program for all MCOs with 2% of 
premium withheld

• One dominant traditional commercial health plan and self-insured TPA

• Approximately 1M patients covered by Medicare or a Medicare “product”
• Roughly 50/50 FFS vs MA/ACO

• Small ACO penetrance to date



KIC Services

• Contracting

• Data aggregation

• Payer relations

• Provider relations

• Credentialing

• Compliance training and oversight 

• Other training and technical assistance
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Value-Based 
Agreement Types

Contract LAN Levels



Value-based Contracting

Type of Contract Quality Gates #Measures Cost Component?

Plan A Shared Savings X 17 Yes

Plan B Shared Savings X 11 Yes

Plan C Pay for 
Performance and 
Shared Savings

X 12 Yes

Plan D Pay for 
Performance

X 6 No

Plan E Pay for 
Performance and 
Shared Savings

X 12 Yes



Our Data Journey



Data Infrastructure Journey

• Dismantling of previous population health tool

• Implementation of Azara
• Clinic EHR

• Payer data integration

• Transitions of Care: Kentucky Health Information Exchange (KHIE)

• Azara Cost and Utilization

• Network risk algorithm

• Database extract



      

KIC’s Azara Implementation Journey

September 
2023: First 

clinic goes live

December 
2023: First 
payer data 
integrated

August 2024: 
First payer 

receives 
supplemental 

data

December 
2024: KIC 

staff trained 
on ACU

January 2025: 
HIE data 

integrated



Turning to ACU

Core DRVS
Payer 

Integration
Transitions 

of Care
Risk 

Algorithm
Database 

Extract

Azara Cost 
and 

Utilization



Maximizing Claims Data 
with ACU



      

ACU Journey

December 2024: KIC 
staff trained on ACU

Spring/Summer/Fall 
2025: Cleaning up 

and understanding 
data

November 2025: 
Clinic Pilot Launched 



What are Our Goals with ACU?

Controlling our 
own data

• More timely 
feedback and 
insight

• More meaningful 
network analysis 
activities

Directing activity 
and resources

• One-on-one 
practice support

• Benchmarks and 
trends

• Contract 
negotiations



ACU Data Points Member 
Months

Cost of 
Care

Resource 
Utilization

ED/IP 
Utilization

Readmissions

Leakage

Pharmacy

Member 
Review



ACU Clinic Pilot

• Three clinics (one FQHC, two RHCs) selected for access and training

• Not directive in how to use it, outside of training highlights, to 
understand where clinics find value



Clinic Feedback
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What Do Clinics Like About Key ACU Elements?

Utilization

• “Being able to determine which 
patient is being seen the most 
and the cost so that we can 
discuss the next best step for 
treatment of the patient.”

• “I like the detail. It helps us get 
the full picture of the patients' 
health issues that are driving the 
utilization.”

• “The ability to analyze a deeper 
look into the cost and utilization 
on members.”

Leakage

• “Helps have a better 
understanding of attribution as 
well as who we need to reach 
out to for scheduling an appt.”

• “It is very interesting to see 
where our patients are going 
and why they are going there.”

• “The ability to analyze a deeper 
look into the cost and utilization 
on members that are not 
coming to our practice, have 
never been to our practice or 
that are high cost/utilizers.”

Member Review Queue

• “Allows me to look at data about 
cost and utilization and in over 
all gives us the opportunity to 
see where our members are 
going. This can assist with risk, 
cost, PCP changes, as well as 
gives a look into potential need 
for education from the provider 
to the patient.”



Lessons Learned and Learning

• Less time spent in the module than we anticipated from pilot 
participants

• Different roles utilizing than we anticipated
• Population focus vs care management

• Not as much data questioning as anticipated

• Developing a specific reason for users on ACU

• Claims data serves a different purpose than EHR, other health plan data

• Prepping clinics with dashboard integration



Next Step: 
Integration into KIC 
Dashboard
• Developed and embedded 

on KIC website member 
portal

• Includes network-level and 
participant information on:

• KIC Clinical Priority 
Measures performance

• KIC payer contract 
performance

• Attribution

• Member Engagement

• Risk



ACU Deep Dive
Deriving insights from a sea of numbers



How is the match rate for a specific plan and line of business impacting 
network costs?

Where can my network strengthen service offerings? 

 What conditions are driving the greatest hospitalization costs?

Which patients are driving the greatest costs and are the most impactable? 

Business Cases for ACU
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How is the match rate for a specific plan and line of 
business impacting network costs? 



Use Case | Unmatched Member Cost Burden

29

Wellcare, KIC’s largest plan, has ~30k 
unmatched members or 25% of that 

plan’s population
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That 25% had a total cost of $173M in 2025. 
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A large portion of these costs 
are coming from outpatient 

visits, indicating these patients 
are engaging with some type of 
provider organization (though 
not necessarily primary care)



Unmatched members for KIC’s largest plan are accountable for millions of 
dollars in claims → network and centers could be more aggressive about 
managing attribution.

Of course, costs could remain high for this population even if they do establish 
care at a practice within the network (some costs will always remain out of 
network); however, it will always be easier to manage costs for members 
who are actively engaged in care within the network. 

Conclusion
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Where can my network strengthen service offerings? 



Use Case | Matched Member Visit Patterns

34

Almost 50% of leakage costs for hard matched members are 
for outpatient events – 

I need to understand what kind of services patients are 
accessing (not all outpatient services will be available in 

network)
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Health Center A has the highest out-of-network 
costs for matched members going elsewhere for 

outpatient care

Health Center A Health Center B Health Center C Health Center EHealth Center D

Health Center F Health Center G Health Center H
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These are the top three most 
common locations where 
those patients are going

Health Center A
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And this is what they 
are going for

Health Center A
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This also holds true for the entire network – 
mental, behavioral, and 

neurodevelopmental disorders makes up 
the vast majority of out of network costs



Almost 50% of costs for KIC’s largest plan, Wellcare Medicaid, are 
attributed to matched members going outside of the network for outpatient 
services even though those members are matched to practices within the KIC 
network. 

Health Center A has by the far the highest out of network member costs for 
outpatient services across the network, and the lion’s share of those costs are for 
BH services. This suggests that Health Center A could potentially use more 
support in providing BH services to patients. 

When looking at the entire network, this pattern holds true across practices – 
mental, behavioral, and neurodevelopmental disorders make up the vast majority 
of out-of-of-network costs for matched members, suggesting KIC as a whole 
could consider investing in more BH-type services across practices. 

Conclusion
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What conditions are driving the greatest 
hospitalization costs? 



Use Case | Avoidable IP Visit Patterns

41

Gill Heart Institute and Alicia Gail Cook 
ARNP saw almost double the number of 

avoidable IP events of the next most 
frequently visited location in the network
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Gill Heart Institute and Alicia Gail Cook 
ARNP also have the highest readmission 

numbers across the network
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Respiratory, circulatory, and metabolic 
diseases make up the largest share of 

avoidable IP admissions 
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And circulatory is the most expensive 
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Most of these IP encounters happened 
with patients who had seen a PCP within 

the past year
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Hypertension is the most expensive 
clinical category for these admissions
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And for readmissions



Most of the avoidable inpatient admissions for hard matched members are 
happening at Gill Heart Institute and Alicia Gail Cook ARNP. These are 
potential partners with which practices could work to educate patients and 
improve transitions of care, especially since they also have the highest 
readmission numbers. The DRVS Transitions of Care report should also be 
used for real-time follow up to improve post-hospitalization outcomes and 
prevent re-admissions. 

Hypertension is a major driver of inpatient admission and readmission costs; 
most of these encounters are occurring for patients who have seen a PCP within 
the past year (though remember we are filtered to Hard Matched members), so 
there is opportunity to connect with patients about the hypertension 
management plans. These patterns suggest there is further opportunity to 
strengthen patient supports around managing hypertension. 

Conclusion
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Which patients are driving the greatest costs and 
are the most impactable? 



Use Case | Identifying Members for Care 
Management
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There are far too many patients identified to 
possibly care manage, even restricted to this one 
plan and LOB. We need to narrow down this list.  

Add note about 
avoidable/prevent
able populations
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By filtering to just members 
with 3 or more SDOH 

triggers, I reduce my overall 
number from >10,000 to just 

93. 
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I review the Rx costs compared to total costs 
to understand if these patients are falling into 

a High Cost population due to expensive 
medications versus high utilization 
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And when I find a potential candidate for 
care management, I look at the Member 

Profile to confirm information and patterns 
about the member



By applying SDOH as a filter on the Member Review Queue, KIC can make 
the potential list for care management far more realistic. Addressing SDOH 
concerns is where care managers can make a profound difference in patient 
care in both the short and long term. 

Note: this requires a good collection rate for SDOH data (screening rates can be 
found in DRVS). If SDOH is not being collected consistently, other filtering 
options to quickly reduce the number of members returned for review include: 

• Patients in multiple populations

• Specific chronic conditions

• Highest cost members up to X number

• Number of chronic conditions

Conclusion
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azara-healthcareazarahealthcare.com @AzaraDRVS

Questions?
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We want to hear from you!

56

Click on the session from your agenda in the conference app. 

Click the stars in the center of your screen to rate and provide feedback. 

Help us continue to 

improve

Quick and Easy Provide brief feedback 

or ideas

Rate the session 

and the speaker(s)



Thanks for attending!
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