
[00:00:01.290] Announcer: 

Welcome to APG on American Healthcare, the official podcast of America's Physician Groups where we 

discuss current issues in the healthcare value movement. APG members are at the forefront of national 

healthcare reform, practicing at risk-based prospective payment and other population-based payment 

models, the very models described by federal legislation for the entire nation. Interested in learning more 

about APG and the value-based movement? Join us for the APG Colloquium 2020: Answering the Call: 

Value-Based Care in Public Health Emergencies, an online conference, November 17 through 19. 

 

[00:00:38.460]  

Learn more at APG.org. And now, for an inspiring and educational look at the transformation of America's 

healthcare delivery system, here's your host, APG President and CEO Don Crane. 

 

[00:00:52.740] Don Crane: 

As we've talked about in other podcasts, it feels like we're at an inflection point here in the value 

movement. We, of course, have the election coming up here in a matter of weeks. So that clearly could 

be decisive in terms of a new administration going a different course, maybe the existing administration 

changing course. So, there is that and there is also now sort of mid-pandemic discussion about doubling 

down on the value movement and yet this interesting sort of seemingly loss of steam in the value 

movement at the same time. 

 

[00:01:28.350]  

And we've talked about that. But as I considered this podcast, I thought, well, who better to talk to than 

someone who has had actual experience trying to flip groups from volume to value. And so we're about to 

listen to Bob Margolis, the former CEO of Health Care Partners and Founder of the Duke-Margolis Center 

on Public Health Policy and probably the best person that comes to mind, maybe the number one or 

among the most respected voices in all of, really, the value movement, given his long and highly 

successful experience in risk-based contracting, capitation development of IPAs and on and on. 

 

[00:02:16.080]  

So I thought, let's talk to Bob Margolis and let's ask him the question of, you know, what are the lessons 

learned from your acquisitions of groups in Arizona, New Mexico, and Nevada, and Florida flipping them 

from volume to value? What were the barriers? What were the lessons? So, I look forward to that 

conversation with Bob. Expect we'll learn a lot. So, with that. Hello, Bob Margolis. Bob Margolis, thank 

you so much for joining me today. 

 

[00:02:48.030]  



I have been looking forward to this for weeks. We've got a lot to talk about and you're well known. But just 

for a second, tell us a little bit about the Duke-Margolis Center for Health Policy and what you're doing 

and what's keeping you up at night these days. Just a little background on what you're up to at the 

moment.  

 

[00:03:10.800] Bob Margolis, MD: 

Well, let me start by just saying thank you, Don, it's a pleasure to reconnect, I have many, many fond 

memories of working together with you and APG and former CAPG and CMG and all of the things that 

came before APG. 

 

[00:03:26.610]  

We did a lot of fun stuff together in healthcare and I find myself at an interesting life intersection here. Just 

this week celebrated a milestone birthday, my seventy-fifth and combine that with the social isolation of  

COVID gives you a lot of time to think and to ponder and reminisce. And so this opportunity to talk to you 

about healthcare and where American healthcare is going is timely. As far as your question about the 

Center and Duke, I'm a big fan of Duke and Alan Duke Medical School alumni. 

 

[00:04:09.580]  

My son is a Duke Medical School alumni and faculty at Duke teaching in infectious disease. And my 

grandson is a freshman now in the School of Engineering at Duke. So, go Duke! But the answer to your 

question was related to the fact that I've been very fortunate with the work I've been able to do in L.A. and 

around the country. And I saw an opportunity with Duke and with my good colleague, Mark McClellan, to 

put Duke front and square and center in the map of health policy, academic analysis and translation into 

potential policy. 

 

[00:04:58.890]  

Duke is so well known for clinical, amazing innovation and expertise. And in the many years that I, along 

with you and others, had a chance to talk health policy in Washington and Sacramento and so on and 

beyond several health policy boards didn't see much around Duke. And so, working with the Duke 

president and with the chancellor and the provost, it seemed like a great opportunity to put a multi-

departmental, interconnected academic and policy translation center together in both Durham and D.C. 

And I think that it's been very satisfying to see the positive results that have come out of all of the national 

papers and white papers and policy analyses that Mark and the team have laid out of the Duke Center. 

 

[00:06:04.020]  

So happy to talk about that more as we go along, but it's been one of the highlights of my professional 

career to be able to work with Mark and with the team at the Duke Policy Center.  

 



[00:06:20.780] Don Crane: 

Well, I'll tell you from my standpoint, the center has been doing an excellent job. I think you know that I'm 

a big fan of Mark McClellan and we've been working with him and his colleagues a lot lately, as we've 

talked about the value movement and what we should or should not be doing with it. 

 

[00:06:37.320]  

So, I think that it's great to be able to have the world continue to benefit from your long experience. 

HealthCare Partners, many years…formed it, ran it, sold it, acquired groups. We'll talk more about in a 

minute and so on. But at any rate, to have your experience and know-how still influencing policy. And 

then in a way, maybe we at APG can steal from a little bit is really an excellent thing. 

 

[00:07:08.460]  

So anyway, thank you for your good work through the center. So, I'll dive into it, Bob, because I think we 

both do want to do that very thing. So at least my perspective at the moment is that we're in this most 

curious kind of moment in the middle of the pandemic where, you know, the abject shortcomings, I would 

call them, of the fee-for-service payment model have been more than dramatically demonstrated through 

the pandemic. 

 

[00:07:36.610]  

We've heard many times, I think all the listeners know that the pandemic scared patients off and 

minimized or nearly eliminated procedures and the like and dried up revenue for physicians in the fee-for-

service world a lot such that they weren't able to deliver care to their patients. And contrasted with that, 

and this is really sort of the point, those groups that are prospectively-paid, capitation or other forms of 

budget-based compensation, have continued to work without a hitch, right, so the money's continued to 

flow in, they've continued to do their outreach and done all the kinds of things they do to keep their 

population healthy, lots of prevention and so forth. So that amazing contrast has been seen by policy 

makers and I think basically the whole healthcare ecosystem in the United States has seen that. And yet, 

at the same time, here's what I think makes our predicament or situation interesting: We're reading 

articles in the trade press now—not a lot of them, but some of them—opining that the value movement is 

actually sort of stalled, so they point to fewer ACO's and so forth 

 

[00:08:56.130]  

there's data points that might support that…there’s data points actually that would militate against that 

conclusion. But nonetheless, for an organization that's hellbent on proliferating value around the country, 

that sort of observation and even discussion is, you know, it's not alarming, certainly noteworthy. And so, I 

see that as a backdrop for our conversation. And I think I would start by asking you, so how do you think 

the value movement is doing at the moment?  

 



[00:09:28.000] Bob Margolis, MD: 

Well, I remain generally quite optimistic that we will continue to move in that direction. 

 

[00:09:36.680]  

I think we learned a lot during the COVID crisis that physicians in the fee-for-service volume world were 

punished by the lack of volume. Hospitals were somewhat dismayed to see most of the CARES Act 

money that flowed back to healthcare was really related to volume-based reimbursement, more of the 

hospitals than physicians. But it helped bail out physicians to some degree. And the outcome of that is 

that we really have a potential moment in time, 

 

[00:10:21.920]  

and you mentioned the Duke Center: It's pressing forward, as you may have seen policy papers that 

would be nice for Congress to adopt, written along with Andy Slavitt and his US of Health Care and 

others, but suggesting that this was a potential time to put a fair amount of money, in that case, seventy-

five billion dollars into a true transformation incentive program for physicians to move towards value. It's 

an interesting discussion. I recently listened to some of the other podcasts, including the one the other 

day with Chris Chen, who talked about the really extraordinary model that he and his family have put 

together. 

 

[00:11:12.170]  

But the fact is, is that when organizations like Chris's are one hundred percent value or capitation, they 

haven't had to deal with the transformation of a fee-for-service group into a value group. And in that lies 

the tremendous challenge we have. As I think you know, I'm on several hospital boards and physician 

group board and we deal with that question all the time is, as was noted, it's hard to be schizophrenic and 

to have part volume and part value, but it's even harder to transition from a pure fee-for-service group into 

a value-based group. 

 

[00:12:00.830]  

And the output that we've made and suggested in a policy forum is that there be a significant, both 

financial and educational opportunity to develop the funding necessary to transition from value, from 

volume to value. And that transition really refers to the fact that in fee-for-service, there is no money 

available to develop the team-based care and the outreach and the social services and the ability to be 

funding all of the necessary programs once you make that switch. And therefore, in my view, and I think 

those of others, we need a significant federal push to make this not just a snap back to volume, which is 

what unfortunately we're seeing, but a true opportunity for transition. 

 

[00:13:00.500]  



One of the things that I think I've seen in various publications is that approximately this sharp decline in 

volume of patients going to the ER and accessing care, which was reduced in many cases by 80-some 

percent, what we found is that while a fair number of people avoided necessary care, that perhaps 80 

percent of the people that chose not to get care were not harmed by the fact that we did not go back to 

get care. And I think it speaks to the incredible disincentives there are for consumers to actually get 

involved and support value-based care. 

 

[00:13:48.140]  

But now that they've seen the value of virtual care and they, in many cases, seeing that the care that they 

avoided was really not all that beneficial, I think we might be able to get consumers also involved in 

pushing toward value-based care. And that was one of the, I think, brighter spots, again, in this policy 

initiative out of the Duke Center was the sign on of Families USA and others on to this kind of proposal. 

 

[00:14:20.100] Don Crane: 

So, you've touched on a number of points I want to pick up on, but let me not leave the one that I started 

with, which is, you know, 

 

[00:14:28.330]  

So, you've expressed optimism going forward. I can't help but infer now whether you're implying it or not, 

This is your chance to tell me I'm all wet. I'm hearing something in your voice suggesting that you don't 

think that the value movement has moved along as well as at least you would have liked or would have 

expected when the Affordable Care Act was passed or MACRA was passed or starting at some point 

time. Is that a fair statement, Bob?  

 

[00:14:55.980] Bob Margolis, MD: 

Well, that's a fair statement, and I think even the head of CMMI recently told the Learning Action Network 

the network is looking at payment reform that they're quite depressed, that these federal programs, these 

APMs and shared savings programs and the like, have really not moved the needle very much. 

 

[00:15:20.000]  

And that, to me, that's not super surprising. I think I'm a strong believer, as you know, and I think APG is 

and clinically-led integrated systems. There are relatively few of those. The ones that exist are making 

moves into value-based care. The ones that are hospital- or insurance-based are much slower to move in 

that direction. But I think that there's opportunity, as I just stated, that if we could create a national 

movement and we require Congress, and as we can see, Congress is not in the mood, apparently, to 

pass a whole lot of new economic stimulation or healthcare legislation. 

 



[00:16:08.300]  

But perhaps under a new administration, if we get one in January, we might see a better opportunity to 

move in that direction. So, my cautious optimism is that I never want to give up. I think that there's 

opportunity to keep pushing the ball forward. And with that in mind, I specifically say that—and we can 

have a longer discussion about this—is semantics are important. And I'm not a real fan anymore. And we 

used the…then since the 80s…the discussion of moving from volume to value. 

 

[00:16:51.920]  

But that really just talks about healthcare payment. I think there's a much bigger discussion, especially 

now when we're now so focused and more exposed to the inequities in healthcare, to the fact that there's 

a move between volume to value. The next move is to population health, which I define differently than 

value-based care. And lastly, and I think this is where my head is these days, again, I have the benefit.,.I'll 

say this because it may occur to you at some point…there is this incredible liberation that comes when 

you no longer have operational accountability for results and just think big thoughts and not worry so 

much about how the hell you're going to implement them. 

 

[00:17:45.830]  

That the next phase beyond population health is community health. And I think there's opportunities for a 

forward-thinking physician organizations, clinically-led organizations, whatever their structure, to really 

start getting involved in community health as opposed to value care versus population care. And what 

that really speaks to is we're talking broader than healthcare. We're talking about health. And that's 

obviously a much bigger conversation. 

 

[00:18:20.600] Don Crane: 

You know, it's interesting, I was at a conversation just the other day with a number of really sort of 

luminaries in the healthcare industry, Don Berwick and others. And I couldn't help but observe how the 

unanimous view really is almost unanimous where we want to get which is to sort of community health; a 

better allocation of our resources. You know prospective payment, Bob, you'll recall that this wasn't the 

way the world talked 15 years ago. We were barely get getting people to understand that fee-for-service 

bad anything other than fee-for-service good. And I can't help, but I think applaud the fact that at least 

among smart people, we know much better now where we want to go. But there are barriers, I think, and 

I'm curious as to your view as to what they are. So, health plans are pointing at groups and saying they're 

not really ready to move into, you know, capitation. And groups are saying, golly, I'm on my bended knee 

trying to get cap contracts out of these health plans, these very health plans that I have a cap contract 

within a different state like California for example. 

 

[00:19:30.470]  



So what's your perspective on that? I mean, I'm not trying to get into a ‘blame game’ here, but are there 

barriers that we have to be very honest about and pull them apart who they are and what they are?  

 

[00:19:47.070] Bob Margolis, MD: 

Yes, I think we're talking, again, sort of down the same path we just were on, my belief is that until there's 

funding to support the development of all the aspects necessary for a good population health transition, a 

fee-for-service groups, and I know we'll talk, 

 

[00:20:09.050]  

are you suggesting we'll talk a little bit about HealthCare Partners, unlike Medicare-only groups that are 

doing really well and we certainly enjoy the benefit of learning how to really work population health 

through Medicare Advantage. The bigger issues are, number one, most physicians are seeing 

commercial or Medicaid or even uninsured patients as well as Medicare. Most physicians still are 

independent or part of another system or an IPA and are on a volume treadmill. And therefore, I do not 

think that the opportunity to make this transition can occur until their funding to develop the very 

fundamentals necessary relative to population health or then ultimately, community health, such as who's 

paying to develop care managers and social workers and outreach and palliative care programs, and 24-

hour urgent care and avoidance of low-value care. 

 

[00:21:25.400]  

Nobody in the fee-for-service world has the time, the energy or the resources to invest in those kinds of 

programs. And without it, it's very, very difficult, if not impossible, in my view, to move from a fee-for-

service platform to a value platform. And therefore, this questionable opportunity we have, with COVID, 

and the question is this a disruptive time where we could do that? I believe there is an opportunity for 

health plans. 

 

[00:21:59.810]  

They are not bound by waiting for Congress or ultimately the big 800-pound gorilla, which the Congress 

through Medicare, to make those kinds of programs strongly incented. I've, you know, I think somewhat 

facetiously said that if Medicare as the you know, the big gorilla were to say that a fee-for-service world, 

we're going to cut fee-for-service reimbursement for the next four years at twenty five percent each year 

until it's close to zero and replace it with a hundred and ten percent of what you could earn if you make all 

of these transitions into value-based care, that ultimately it would improve the health of all of the 

consumers that utilize healthcare. 

 

[00:22:51.320]  

It would ultimately save a ton of money and it would be a very important signal to the market. I think we all 

sort of know that Congress doesn't have the backbone to do that. And the forces that would oppose that 



are tremendous. But I think if you don't think in those kinds of broad terms, then we are in for a very slow, 

incremental move either towards value or back into fee-for-service.  

 

[00:23:23.130] Don Crane: 

Well, I couldn't agree with you more. 

 

[00:23:25.310]  

There needs to be funding, which translates into incentives which are hopefully strong enough to cause 

all of the incumbents and stakeholders and players to transform and convert. So there will need to be 

that, couldn't agree more, whether it's comes from the US Congress, whether it comes from health plans. 

But, you know, listening you talk about then what you were doing in HealthCare Partners makes me want 

to ask, how hard is the transformation? So, take ChenMed for a second since we've been talking about 

ChenMed.  

 

[00:23:59.840]  

I think it's the case that from day one they were a capitated group and so a transformation wasn't 

necessary for them. And I could be wrong, but that's my memory of it. But play with me for a moment and 

let's just say that when they started out in the model that we're talking about it was relatively easy for 

there wasn't a transformation. You now, HealthCare Partners acquired over the space of years groups in 

Nevada, Florida and Arizona, New Mexico and elsewhere. Groups which I assume, Bob, and correct me if 

my assumption is wrong, were at the time largely fee-for-service groups. So, you embarked on a process 

of trying to convert that. I'd like you to tell us what that process looked like, how possible or impossible it 

is or was. I mean, how high a mountain is that? Do we all have to be able to climb Everest or can we do it 

on a Saturday afternoon hike? How do we convert these groups?  

 

[00:25:01.580] Bob Margolis, MD: 

Lovely of you to ask us because I think the answers are multiple and complex and certainly we learned a 

lot at HealthCare Partners. 

 

[00:25:10.530]  

We did things well at times. We messed up at other times, but we continually moved in that direction. And 

so you talk about the fact that HealthCare Partners grew, but there were very significant differences 

between—and you referred to Chris Chen and he's a good friend of mine—and I hope he doesn't mind 

me using him as an example—when you started as a fully capitated Medicare Advantage-only group, you 

don't have to go through the transition when you're hiring your own physicians and you're training them, 

as he talked about for nine months through ChenMed University. 

 



[00:25:51.830]  

Then you don't really need to worry about the attitude of the physicians that have been schooled in fee-

for-service. HealthCare Partners grew, but we grew in a variety of different ways. It's thought that we were 

a multi-specialty medical group, but at the end of the day, we were 80 percent affiliated IPA physicians, 

only 20 percent of multi-specialty and employed medical group. And so, again, you mentioned the six 

states or so we were in. 

 

[00:26:26.450]  

We had over twelve thousand affiliated physicians. We had one hundred and twenty-five different hospital 

contracts that had to be figured out. And we had that transition as we merged groups. Some of the things 

that we looked at when we were working with physicians were an affinity on culture and the ability to talk 

about, openly and honestly, what it's going to take to move into value and support that, as we were 

fortunate enough to be able with technology, with business intelligence tools, and with a culture of 

physician innovation and creativity in leadership. 

 

[00:27:13.700]  

I think the thing that I was focused on when I had the opportunity to work with our physicians over the 

years was this ability to say, let's just…and it's actually what the few times I've taught different classes 

and so on and I get asked what was sort of the secret? It's hard to distill it down to a secret, but I think the 

opportunity in medicine is it's just such a fertile minefield for creativity and innovation. And to say to 

physicians and clinical teams, and I always talk about physicians, but ultimately it was large clinical 

teams, often led by a physician, but not even always, to say, let's find an inefficiency in healthcare 

somewhere in your process. 

 

[00:28:09.740]  

Doesn't really matter where it is, but you'll find it. It doesn't take much to look for it. And if you can show 

that you can improve consumer experience or patient experience…we like to use consumer because we 

weren't always just talking about our patients. And you can measurably show that you're achieving high 

quality, consistent with what the goals of the organization are and you can improve efficiency…we're 

going to appreciate and reward that tremendously so that process of creativity and delegation to local 

physicians and local clinical teams to say here are the major goals and outputs we want on quality 

customer satisfaction and on current efficiency improvement. 

 

[00:29:02.330]  

And you guys figure it out. And they did. They did consistently and the beauty of HealthCare Partners 

over time was its size and breadth so that we could do enormous benchmarking within regions and 

across regions. And one thing that is difficult, and I don't think we did it as well as we could, was to 

understand the variations in healthcare and to be able to reduce those variations. And also, there's this 



amazing tendency, and I learned this from my good friend Olly Goldsmith, who you might remember ran 

Kaiser Southern California years ago. 

 

[00:29:49.040]  

Was that it's really amazing when you find best practices that it's so easy to export them and it's so hard 

to get someone to import them. And the reason is because people believe in their processes, so to agree 

that we could get our leadership and all parts of the country to recognize that importing best practices 

was really a feature of improvement and excellence, we were able to do that. And then lastly, on this 

subject, as I said, 80 percent of our physicians were independent. 

 

[00:30:26.260]  

And there is this distinct difference between an employed-staff model and an independent provider group, 

and that distinct difference is that the independent practices in their back offices and their front offices, 

those are your customers. And if you're not treating them with the customer efficiency and satisfaction 

and outreach data and quick client turnaround on dealing with issues and claims payment, timely, etc, 

then you're not really working as a team and you're not working well with independent physicians. 

 

[00:31:08.140]  

So it's a long-winded answer to your question, but it's a process and I would say on average, it took two 

years from the time a group joined us until we felt it was operating at efficiency levels that were consistent 

with our best performing regions.  

 

[00:31:28.930] Don Crane: 

So how much resistance—physician resistance—did you encounter as you acquired these groups across 

the country? 

 

[00:31:36.340]  

20 percent of the docs didn't want to do it? 10 percent? 50?  

 

[00:31:41.650] Bob Margolis, MD: 

No, it was a relatively small percentage and we were proud that, you know, ultimately and that all came 

through early discussions and due diligence and making decisions about local leadership and governance 

and all of that up front. But, you know, I think no one is surprised when we talk about how culture trumps 

everything else. And so it was all about finding like-minded leadership and groups that preferred not to be 

acquired by a hospital, honestly or not to be acquired by insurance-based program, and wanted to keep 

some level of clinical independence and physician independence from big systems. 

 



[00:32:31.140]  

And so those were the physicians that chose to join us. And honestly, a lot of our physicians were ones 

that joined after they came out of a hospital-based system that was not to their liking.  

 

[00:32:46.130] Don Crane: 

Well, I would hope that we're in a better position in terms of resistance now, in fact, I read and hear over 

and over, of course, we know historically there was at times resistance, particularly for positions that had 

bad experiences with sort of managed care of old, 

 

[00:33:02.730]  

and times have changed a lot. Now you hear, particularly among primary care doctors in a rising kind of 

chorus of “please get me out of this fee-for-service kind of rat trap and let me practice as I'd like to” and 

so on. So, I hope that is an auspicious change that we can benefit from. Let me let me pick up on 

something you said earlier as you talked about, you know, we need funding incentives. So I guess what I 

would ask you to do is help craft for me, Bob, and we're just playing here, of course, but a kind of an 

advocacy platform for APG around funding to accelerate the value movement. So, we have thus far 

option one made the point to Congress, as has your center with the USA of Care and I think Families 

USA, that there ought to be funding to induce the movement to value and perhaps in fact conditioning that 

payment of relief funding to some demonstrated move into value, whether it's the signing of a risk contract 

or promising to do so 

 

[00:34:14.700]  

but linking relief funds to moving into value. So, there's a thought. Second thought, giving you multiple 

choice here, Bob, is the one I think you were pretty much alluding to a minute ago, which is in some 

fashion, pay more for high value, high value, every day, high-value care, high-value procedures, but high-

value delivery model even,  

 

[00:34:36.900]  

right. More money for, you know, well integrated, prospectively-paid groups or something, relatively 

speaking, and less money for, you know, fee-for-service dis-integrated, unorganized care. So, a 

differential kind of a payment scheme. A third and final idea that has occurred to me. And I think I kind of 

picked this up in talking to you recently was, you know, we have our kind of pay-for-performance 

programs and STARS program. But, and you know, groups that do well enjoy greater profits or savings. 

 

[00:35:10.440]  

And so clearly there's an incentive there, but in a slightly different way, paying for competencies that 

groups somehow acquire and demonstrate. So, the ideal prospectively-paid group probably has 



hospitalists and has a certain kind of ratio of nurses and so forth, and care managers and case 

managers, and has a kind of profile for IT and data analytics. In other words, they have the competencies 

necessary to do what we need done, which is value and perhaps linking payment to the acquisition of 

competencies. 

 

[00:35:51.260]  

Now, no one's done that I don't think thus far. But I think I thought I heard in your voice some suggestion 

that might be a good idea. So, there are three different approaches on how to spend money to accelerate 

the value movement, I think, maybe we should do all three. But comment. Here you are. Let's say you 

own Congress now. Which of those kinds of measures make sense to you? How should we advocate for 

the use of these kinds of funds? 

 

[00:36:23.310]  

Well, I believe that there's really a synergy among those different kinds of approaches. And so, you know, 

sitting back again and not having the operational accountability problem that I mentioned, it would seem 

to me if a health plan, for instance, looked at a physician group and said, and I'll use Medicare data 

because it's more familiar to people, that, you know, you've got twenty five hundred days per thousand of 

patients in the hospital. And a well-organized Kaiser-like group, HealthCare Partners, Mönarch, Sharp 

Rees-Stealy, ChenMed, you can go down the list, has got six or seven or eight hundred days per 

thousand. And we're responsible, Mr. Health Plan, not Medicare in this case. I just use that as an 

example but on a commercial it's not too dissimilar, we're responsible for total cost of care. And therefore, 

if we made a large capital up-front investment with a two or three or five year payoff, instead of looking for 

immediate payback and said to organizations, if you do these following things to really make this a true 

conversion, that ends up ultimately creating those kinds of hospital savings and low-value care savings 

and so on, that this has got an enormous potential return on investment, both as a financial return but 

also as a patient experience return. I’ve very rarely ever seen a patient who said I'd rather be in the 

hospital if I could get supportive services and avoid hospitalization. If I could get all of the preventive care 

I needed, if I could get the social services and outreach to deal with some of the social issues and 

behavioral issues that I face 

 

[00:38:23.790]  

and I can avoid being in the hospital, that's a winner. That's one of those things where everybody wins, 

the patient wins, the health plan wins, the system wins, the physicians win. And so, I could see a process 

where a forward-looking health plan said, you know, let's take a handful of organizations. I liken a little bit, 

as you well know, spent close to two decades on the board and chairing NCQA and during that time, 

working with Family Practice Association and others, the medical home was developed and it ended up in 

three levels of certification. 

 

[00:39:05.040]  



And the third level had a few elements of what we're talking about. So, if you just expanded that 10-fold 

and said these are all the things that a Kaiser, using an example or a Sharp Reese-Stealy or a 

HealthCare Partners has proven can actually have that kind of return. And if you invest in those things 

and meet certain criteria on quality, we're going to fund all of that transition. And Congress could do the 

same as we talked about through this proposal or something similar to that proposal. 

 

[00:39:40.650]  

And as you know, you and Mark McClellan and I talked about beefing that proposal up to actually have 

this transition process in it. And so, I think that your different ideas sort of could meld together. But I 

believe that is the kind of creative investment that's going to be needed because the traditional fee-for-

service group that pays are not based on our views and empties out their pockets at the end of the year 

to avoid corporate taxes. They are just not in the position to invest in those kinds of programs. 

 

[00:40:20.880] Don Crane: 

You know it’s so interesting, I don't think anybody's quite designed what you've just talked about. And I 

know you, Mark and I discussed it. So, some number of functional competencies that would, there may 

be kind of grant money for that. By contrast, I think our system is to a certain extent, whether we explicitly 

call it that or not, it's kind of based on outcomes at the moment. Typically financial, if there's a savings, 

you get it up to a point. 

 

[00:40:53.970]  

So, it's very in the stream in that sense. What I'm hearing you say is, identify the best practices on the 

front end, through upstream. Let's fund those. Let's incent those so that the good work can be done that 

produces the outcomes, quality, financial, that we're after. Am I repeating that correctly, Bob?  

 

[00:41:20.410] Bob Margolis, MD: 

Yeah, I think I think we need to move away from, again, these sort of small, incremental shared savings 

programs. 

 

[00:41:28.420]  

You know, I'm a major believer once you have the capabilities in place that global capitation is a far 

superior model to any other financial model. The main reason being, until you…first of all, if you don't 

have the competencies, it's a dangerous model. So, I'm not suggesting you go out necessarily if you don't 

know what you're doing and ask for global capitation. But once you have those competencies and then 

you have basically somebody in the organization and I prefer the physician-led organization, that 

somebody in that organization is pulling all of the levers across all of the different silos of care, from 

ambulatory to post-acute to acute care and nursing homes to home based-services, and therefore can 

allocate the resources most efficiently. 



 

[00:42:21.550]  

That only happens in global capitation. And I think that's the only way to get there is to sort of force 

through incentives the development of those competencies to be able to accept global capitation. But 

again, that leaves you still that one step short of investing in community health, which I think is a whole 

‘nuther topic that I am very passionate about these days, but which requires a whole different set of 

competencies. I could I'll just digress for a moment. Where in the hell did I get sort of excited about 

community health? 

 

[00:43:04.900]  

And it sort of one of those serendipity things. You might have been involved in this, too, Don, I don't 

recall. But several years ago, Jerry Brown and Diana Dooley appointed a few of us to a panel to improve 

the healthcare of California over the next 10 years and make it the best, healthiest state. I think that fails 

on all accounts. But that's a separate story. But it was just an eye-opening experience for me because 

there were very few of us in healthcare on a health improvement committee. It was stocked full— 

appropriately, as I look back—of urban planners, of the agriculture business, educational system, the fast 

food industries, early childhood behavioral people. That's really where the US needs to someday take a 

serious look at how to integrate across all these different federal or state agencies, those kinds of 

services and systems towards a goal of improved health for our communities. And so that's my latest and 

greatest sort of passion. Whether I live long enough to see anything happen there, I think it's a very 

important next step and it's probably beyond where you see APG wanting to go these days, but I'd 

encourage it to at least be part of the conversation. 

 

[00:44:41.470] Don Crane: 

Oh, no question. So, we've watched with great interest and beyond, really, the Oregon experiment. So 

our friend, Governor Kitzhaber and others but I think John spearheaded as a community health kind of 

statewide ACO thing. And that was the idea. They folded in all programs, all products, all segments and 

had good results. I don't know where it stands today, but it was interesting because I'm clearly thinking 

about physician groups and so forth and the Oregon is really community-wide. 

 

[00:45:18.190]  

And I think they had early childhood education, et cetera, et cetera. So, that's definitely on our radar, Bob. 

And I would love to see that. Let me ask you a couple final questions here while I've got you. So, I think 

we have an idea on what we ought to get the US Congress to do. I'll ask you… get into trouble with this 

question as you see, as you urge us all to get to a world of community health. 

 

[00:45:44.800]  



So, Population Health Version 2.0, where it's community health with the characteristics you just 

mentioned that even include, you know, the nature of the diet and on and on. Is our country positioned 

well to do that, given the mix of private versus governmental? Does what you're describing require a more 

sort of all-payer or single-payer program? I don't know that you're advocating that. Could it be done in 

such a pluralistic model as I think that Oregon tried to do. 

 

[00:46:21.720]  

Speak to that if you will, Bob, because there's a lot of discussion of that tonight, probably they'll be talking 

about Medicare for all on the vice-presidential debate. 

 

[00:46:31.700] Bob Margolis, MD: 

And that should be an interesting one, hopefully a little more civil than the last one. In any case, you 

know, you can ask these sort of broad questions, what's the ultimate? And I think if I was pressed, I would 

say Medicare Advantage for all would be a single-payer system. 

 

[00:46:54.380]  

I certainly am in favor of things like, despite its setbacks, the all-payer models like in Maryland, where it 

doesn't make any sense for a commercial insurer, and the employers behind that, to pay five times more 

for an MRI than Medicaid does and so on. So, I know there's enormous obstacles there, but to sort of get 

at that question, I think that's where I would think there is an opportunity, ultimately. But even more than 

that, what this nation I believe needs is a health czar, is a visionary that can start speaking in broad terms 

to the goals, the weaknesses that I believe were in the ACA, Obamacare, and are in the current debate. 

 

[00:47:51.260]  

Are they all about access to coverage? It's not about improving the healthcare delivery system. 

 

[00:47:58.520]  

It's not about the quality and outcomes of care. It's about the, you know, making sure everyone has 

insurance. And that the concept of putting more people in a leaky boat and hoping the boat continues to 

float is just a failed concept. And so from a policy area, we really need leadership and we need folks both 

on the state and national level to be able to speak to the real goals of health improvement in our country 

and how we could ultimately get there. 

 

[00:48:39.890]  

And as we're wrapping up, as I thought about this conversation and I thought about where I am in my 

career and how I got there and how all of your APG members will continue to press forward and make 



strides in this area, I think that it is important to sort of recognize our mentors and how we got there. And 

it's a great pleasure for me to be called a mentor by some of the folks that you work with.  

 

[00:49:12.860] Don Crane: 

Yes, which you are. 

 

[00:49:14.180] Bob Margolis, MD: 

But when I think back to how did I get involved and excited and because I think that's a big piece of it, is 

getting involved and excited and wanting to be creative and make innovative changes. I think back to the 

Walter Malikins and the Al Barnett’s and my good friend Ian Morrison, and the fact that the biggest 

advantage that I believe APG had through the years that its predecessor at least had through the years 

was this incredible friendly cooperation and competition among groups. 

 

[00:49:51.080]  

And when I think back to the fact that I learned pretty much everything I know from the folks I mentioned 

from interacting almost on a daily basis with the folks at Sharp Rees-Stealy, and the folks at Monarch, 

and folks in other organizations similarly situated and sharing best practices. I spent hours and hours 

every month with the Kaiser leadership talking about how we could help each other while we competed 

and sharing best practices. And so the Olly Goldsmiths and the Harry Caulfield’s of the world were really 

instrumental inside. 

 

[00:50:34.730]  

This suggests that you, APG, talk about the fact that there are these incredible examples of mentors and 

that your leadership can become mentors for the following generation and keep this kind of creativity and 

innovation working through time. Because despite my relative optimism, we're not going to see an 

overnight transition to value, population health, and community health, but we got to keep pushing. 

 

[00:51:06.200] Don Crane: 

So I love hearing you say those nice words about APG. That's indeed very much a part of our DNA, which 

is sharing, and we're going to continue that for sure. I'm also submitting your application for the Czar of 

the United States Healthcare. Just kidding, Bob, but you would be a good one. So, we are wrapping up. I 

wish we had more time, but they're pulling at me, right now. Bob, thank you very, very, very much. 

 

[00:51:32.760]  

This was really a pleasure. We'll do it again. Look forward to working with you and Mark and the Center 

and everyone else as we pursue this noble cause. So, thank you very much. And stay healthy, Bob. Stay 

well, please. OK? 



 

[00:51:46.020]  

All right. Thank you, Don and please give my regards to all my good friends that are still working and 

have all that operational accountability that I am able to shed.  

 

[00:51:57.380] Don Crane: 

OK, I will do that. I will do that. OK, thanks, Bob.  

 

[00:52:01.280]  

If you enjoyed the podcast you just heard, which I hope you did, please do me a favor: Go to the section 

within your podcast, it's available on all the platforms and rate us. Go ahead and provide an evaluation. 

We'd love five stars. 

 

[00:52:14.820]  

But what we'd really like is your input. Also, please attend our Colloquium coming up November 17 

through 19. We're going to have three days of excellent education to attend. Please just go to our 

website, APG.org and you'll be able to do that readily. And finally, please stay healthy and we look 

forward to seeing you again. 

 

[00:52:38.130] Announcer: 

Thanks for listening to APG on American Healthcare with your host, APG President and CEO Don Crane. 

For more information about APG and transcripts of this show, visit the APG website at APG.org. 

 


