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From the President

Members and friends,

Welcome to the Colloquium 2020 edition of the Journal of America’s Physician 
Groups. 

As hard as it may be to believe, we are now nine months into the COVID-19 
pandemic with no clear end in sight. With over 240,000 COVID deaths and more 
than 10 million coronavirus infections in the U.S. so far this year, we must all 
prepare to double down on combating this virus. Despite the lack of a clear strategy at the federal level to defeat 
COVID, your ability to adapt to meet your patients’ healthcare needs during this historic period is nothing short of 
remarkable. 

This pandemic is teaching us all many lessons. One of the clearest lessons is that value-based care is 
demonstrating its superiority over the antiquated fee-for-service (FFS) model. As millions of people have avoided 
in-person doctor visits, many physicians and practices that relied solely on FFS have suffered enormous financial 
losses. On the other side are those of us in value-based care organizations who are not wholly dependent on 
volume. Could this pandemic spell the beginning of the end for volume over value? If so, then I say, “Fee-for-service, 
may you rest in peace!”

By the time you read this, both the presidential election and oral arguments in the U.S. Supreme Court case 
challenging the Affordable Care Act’s constitutionality will have taken place. What will these outcomes mean for 
healthcare—and value-based care—for the next four years and beyond? 

I think many of us cheered Vice President Joe Biden’s proposal to expand health coverage for Americans by 
giving them a public insurance option and by lowering the Medicare eligibility age limit. These are great options to 
expand coverage and help lower costs, but we must fix the leaky boat. Our current healthcare system is inefficient, 
wasteful, and costs too much for everyone. We cannot simply pile more people into a boat with so many holes—we 
need to address and fix the inefficiencies and unsustainable costs.

Looking ahead to 2021, April 1 will be a watershed event in the value-based care movement. This is the date when 
the Center for Medicare and Medicaid Innovation begins its direct contracting demonstration. The demonstration 
includes a set of three voluntary payment model options, with a goal of reducing expenditures and improving quality 
of care for FFS Medicare enrollees.

These direct contracting models will provide 
new opportunities for organizations to 
participate in value-based care arrangements. 
APG has long lobbied for this, and we are 
excited to finally see our efforts come to 
fruition.

With those thoughts, I hope you have a great 
Colloquium experience! Stay well, and please 
plan on joining us for our Annual Conference 
2021 in the spring. o
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What’s Proposed for the 2021 Physician Fee Schedule?

BY GARRE T T EBERHARDT, D IRECTOR OF FEDER AL AFFA IRS , AMER ICA’S PHYSIC IAN GROUPS

Under the Medicare statute, the Centers for Medicare 
& Medicaid Services (CMS) annually drafts a regulation 
setting payment amounts for all physician services under 
the Physician Fee Schedule (PFS), including geographic 
adjustments to reflect variations in costs. This summer, 
CMS released its proposed rule updating the PFS for 
calendar year 2021.

Among other things, the proposed rule expands the list 
of telehealth services that Medicare covers and makes 
sweeping changes to accountable care organizations 
(ACOs), alternative payment models (APMs), and the 
Quality Payment Program. 

Here are some of the agency’s most pertinent 
proposals—and the response from America’s Physician 
Groups (APG).

TELEHEALTH EXPANSION

CMS Proposal:

• Add 22 Healthcare Common Procedure Coding 
System (HCPCS) codes to the list of telehealth 
services covered by Medicare.

• Create and add a temporary third category of services 
(Category 3) to the Medicare telehealth services list. 
Category 3 would cover services added under the 
COVID-19 public health emergency (PHE). They would 
remain on the list through the end of the year in which 
the PHE declaration ends.

• Extend a change to federal rules regarding clinician 
supervision. This change—made under the PHE 
declaration—temporarily revised the regulatory 
definition of direct supervision to include overseeing 
other clinicians via interactive audio/video real-time 
communications technologies. The proposed rule 
would keep that revision in place through Dec. 31, 
2021. 

APG Comments:

We support the creation of the Category 3 criteria and 
all other proposed additional codes to the Medicare 
telehealth services list. As CMS continues to work 
toward strengthening telehealth services, we also 
impressed upon the agency that it is imperative that it 
resolve the outstanding issues and barriers still in place 

Federal Policy Update

for providers and their 
patients.

Viable options for 
strengthening access for 
patients and ensuring 
that they receive all 
necessary care include:

• Expanding access 
to smartphone and 
internet technologies

• Expanding the ability 
of providers and/or 

 payers to provide 
patients with 
the components 
for audio/visual 
technology 

• Extending eligibility 
for risk-adjustment 
payment to telehealth 
services conducted 
solely through audio-
only technology such 
as landlines

We understand that 
CMS is limited in 
expanding telehealth 
beyond the PHE due to 
its limited authority and 
appreciate the agency’s 
commitment to explore other avenues.

MERIT-BASED INCENTIVE PAYMENT SYSTEM 
(MIPS)

CMS Proposal:

• Continue gradual implementation of MIPS in 2021 
and postpone the MIPS Value Pathways (MVP) 
participation option until 2022. This would allow 
additional time for stakeholder feedback about the 
MVP framework.

• Create a new MIPS pathway for APM participants 
called the APM Performance Pathway (APP) that 

“The proposed 
rule expands 
the telehealth 
services that 
Medicare covers 
and makes 
sweeping 
changes to ACOs 
and APMs.”
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would increase the performance threshold from 45 points 
in 2020 to 50 points in 2021 (instead of 60 points as had 
been previously proposed).

• Lower the weight of the Quality category performance 
score from 45% to 40% of the MIPS final score and 
increase the weight of the Cost performance category 
from 15% to 20% of the MIPS final score.

• Use performance period benchmarks rather than 
historical benchmarks for quality measures.

• End the CMS web interface as a quality reporting option 
beginning with the 2021 performance period.

APG Comments:

These changes represent a major departure from the 
current framework for APMs. APG asked CMS to take that 
into account before moving so quickly into new territory. We 
asked that the agency maintain the current Medicare Shared 
Savings Program (MSSP) APM scoring standard and not 
implement the proposed APM Performance Pathway until 
2022. 

While comparing ACOs to all MIPS performers may seem 
reasonable on the surface, our members are very concerned 
about the all-or-nothing “cliff approach,” which could have 
major implications for the sustainability of the model. The 
financial implications for ACOs are much higher than for 
MIPS participants, and other policies should be considered. 
We recommended that CMS return to a domain-type policy. 
For example, the policy could require that a percentage of 
the measures meet at least the 40th percentile.

APG also recommended that CMS:

• Implement another method of setting the benchmark, such 
as a blend of previous year quality scores.

• Adopt a more phased-in approach that moves quality 
reporting away from the use of the web interface reporting 

option toward any proposed alternatives. The web 
interface must be continued for at least one additional 
year to give ACOs sufficient time to implement a new 
reporting method.

MEDICARE SHARED SAVINGS PROGRAM

CMS Proposal:

• Reduce the total number of ACO quality measures from 
23 to six.

• Mandate that MSSP ACOs report one set of quality 
metrics through the APP that would meet requirements 
under both MIPS and the MSSP. ACOs would need 
a Quality performance score of at least the 40th 
percentile across all MIPS Quality performance 
category scores to share in savings or avoid owing 
maximum losses.

• For performance year 2020 only, waive ACOs’ 
requirement to field a Consumer Assessment of 
Healthcare Providers and Systems (CAHPS) survey. 

APG Comments:

In our response, APG urged CMS to gather more 
stakeholder input to draft a more appropriate APP 
measure set. Open stakeholder forums, requests for 
information, or other venues such as the measure 
applications partnership (MAP) are all viable venues 
for feedback that will ensure a more accurate set of 
measures.

Additionally, the proposal will mean that highly volatile 
readmission measures will hold more weight in providers’ 
quality scores. Their increased importance in determining 
quality is concerning since so few total measures are 
used overall.

continued on page 37



Talking With: Congresswoman Donna 
Shalala
BY GREGORY PH ILL IPS , D IRECTOR OF COM MUNICAT IONS, AMER ICA’S PHYSIC IAN GROUPS

One of the distinguished keynote speakers at the APG Colloquium 2020 is 
Congresswoman Donna E. Shalala, who represents Florida’s 27th district and 
was the longest-serving Secretary of Health and Human Services (HHS) in U.S. 
history under President Bill Clinton. During her tenure as HHS Secretary, she 
created, implemented, and oversaw the Children’s Health Insurance Program; 
doubled the budget of the National Institutes of Health, and secured the highest 
immunization rates in American history.

At the Colloquium, Rep. Shalala will speak on “The State of Healthcare in 
America.” In this conversation with the Journal of America’s Physician Groups, 
she shares her thoughts on everything from COVID-19 to the Affordable Care 
Act—and explains why the move to value-based care may soon accelerate. 

How do you see the U.S. healthcare system changing as a result 
of the COVID-19 pandemic, and what do you think have been the 
biggest impacts? 

I think some of the changes have already been implemented and are for the 
better—like a broader adoption and acceptance of telehealth. For years, we’ve 
been trying to get more people to be comfortable with telehealth, and there 
wasn’t much uptake. We now see both providers and patients using and being 
more comfortable with receiving care via telehealth. I think telemedicine is here 
to stay, and that is a good change. 

Why do you think our healthcare system was so poorly prepared to 
respond to this pandemic? What do we need to do now to better 
prepare for the next one?

Our health system is wildly fragmented, and our public health systems were 
underfunded for many years. These two issues made the U.S. healthcare 
system unprepared for the pandemic.   

Even tracking COVID in this country has been a challenge due to the 
fragmentation of our healthcare system. Some of that is inherent to the system 
of government we have, whereby state and local public health departments 
manage most of the response to public health crises. But our healthcare 
delivery system—between doctors’ offices, hospitals, and urgent cares—is also 
highly fragmented. I am not sure that there is a quick or easy way to fix that, but 
it could have been smoother if we had seen clear, consistent leadership at the 
federal level. We did not have that, and everyone was left to figure it out on their 
own. 

One easy thing we can do is invest in public health. State and local health 
departments, the Centers for Disease Control and Prevention, and other public 
health entities have been underfunded, and that should not have happened. I 
hope we learn from our mistakes and invest in these critical institutions. 
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“The public needs 
to be brought in 
to see the benefit 
that value-based 
care has for 
them and for our 
health system.”

ON THE COVER
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When you served as HHS Secretary under 
President Clinton, you secured the highest 
immunization rates in American history. Nearly 30 
years later, what’s your take on the current climate 
surrounding vaccines?

I am very disturbed by it. In 2019, the World Health 
Organization (WHO) listed vaccine hesitancy as one of 
the biggest threats to global health, and that was before 
anyone had heard of COVID-19.

Vaccines prevent 2 to 3 million deaths a year. One thing 
you see with vaccine hesitancy is that people in places like 
the United States have forgotten this. I made a comment 
to my staff recently about how social distancing in times of 
COVID is like when you would have to stay in because you 
had the mumps.  They all looked at me—over Zoom—like I 
was a crazy person, because all of them are young enough 
to have had the mumps vaccine around their entire lives. 
None of them know anyone who was paralyzed by polio. 
The success of vaccines in some respects has also been 
what has led to increased vaccine hesitancy. Ultimately 
though, I think the long-term effects of COVID will be a 
greater trust, respect, and appreciation for vaccines. 

I know in the near-term—with some studies showing 
that more than half of all people say they will not get a 
future COVID vaccine—it seems like vaccine hesitancy 
is up. Some of that is due to the President’s comments 
and to general distrust that the President will rely on 
science. He has increased the pool of people who are 

skeptical of vaccines, but I do believe that is a short-
term effect. I have total trust in the physician-scientists 
and public health officials at the FDA to approve a safe 
and effective vaccine, and I believe that once we have 
a vaccine, many more people will get it than currently 
say they will. They will remember hearing about people 
dying alone in the ICU, they will see that their friends and 
neighbors get the vaccine and are able to go out and 
socialize and be safe, and they will get it, too. 

I think COVID could help reverse some of the trends 
we are seeing in increased vaccine hesitancy. Though 
that depends on putting the right people in charge—the 
scientists and doctors. 

Are you concerned about the ACA’s future 
with the passing of your friend, Supreme Court 
Justice Ruth Bader Ginsburg?   

Yes, very much. The Supreme Court is scheduled to 
hear oral arguments in the case Texas v. California on 
November 10. I am very concerned about the havoc that 
would be brought if the court strikes down the Affordable 
Care Act. The ACA is so embedded in our healthcare 
system these days that many people even forget that 
certain things are part of it—things like the payment 
and delivery system reforms, the Center for Medicare 
and Medicaid Innovation and ACOs, and improvements 
to Medicare’s preventive care benefits. If the Supreme 
Court fully repeals the ACA, we still might be able to 

continued on page 38
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Answering the Call During COVID-19

BY B ILL BARCELLONA , E XECUT IVE VP, GOVERNMENT AFFA IRS , AMER ICA’S PHYSIC IAN GROUPS

Since the start of the pandemic, organized, provider-led delivery systems 
have been bringing more value than ever to the healthcare system. Below 
is a look at how value-based care has enabled physician groups to maintain 
viable provider networks, quickly adapt to stay-at-home orders, reach out to 
vulnerable members, and provide efficient care for COVID-19 patients. 

MAINTAINING A VIABLE PROVIDER NETWORK

In the early days of the pandemic (March and April), many physician offices 
had little if any patient volume. Providers contracted under fee-for-service 
(FFS) payment models had to shed administrative staff and then clinical 
staff—and in some cases temporarily cease operations altogether.

Provider organizations that functioned on pure fee-for-service revenue 
streams were the hardest hit, and individual providers, even if employed, 
faced layoffs. Cash flow was significantly reduced, threatening financial 
viability. As these organizations contracted, the healthcare system faced lack 
of access. 

For smaller independent physician practices organized under sub-capitation, 
the story unfolded differently. Independent providers were sustained during 
the patient downturn and rebounded quickly as patient volume increased in 
May and June. Practices that were part of larger capitated organizations—
multispecialty medical groups and independent practice associations 
(IPAs)—were sustained in the face of lower utilization and the loss of patient 
copay revenue through subsidies derived from the capitated revenue of their 
larger physician organizations. 

Providers learned that capitated revenue enabled organizations to weather 
the patient volume downturn, sustain access to care and administrative 
capacity, and avoid significant debt obligations after the downturn. Capitated 
organizations maintained a viable provider network for the healthcare system, 
while FFS-based models could not.  

INNOVATING PATIENT CARE 

Our larger APG members quickly adapted to stay-at-home orders by 
expanding telehealth access. Many members organized telehealth 
implementation over a weekend or a work week, bringing thousands of 
individual physicians online to maintain patient access. 

Some APG members also began addressing the needs of vulnerable senior 
patients who were isolated during the lockdown. Through social service 
outreach programs, these member physician groups initiated patient calls 
to provide food, behavioral health counseling, and the simple act of human 
contact to express caring and concern. 

Policy Briefing

“Capitated 
revenue enabled 
organizations 
to weather the 
patient volume 
downturn.”



Fall 2020    JOURNAL OF AMERICA’S PHYSICIAN GROUPS l 17

Our members that were involved in direct care for 
hospitalized COVID-19 cases quickly learned how to 
provide care more efficiently—changing the use of 
ventilators and implementing new treatment regimens 
for inpatients to speed recovery and shorten length of 
stay.  

Organized physician groups also implemented special 
COVID-19 testing sites, providing separate facilities 
away from practice offices to maintain general access 
for the overall patient population.  

LOOKING AHEAD

As we look toward 2021, it is almost certain that the 
pandemic will still be with us. APG members will have 

to continue to adapt to meet the challenges of access, 
financial sustainability, and the evolving clinical response 
to the virus.

Organized physician groups could adapt to the rapidly 
changing circumstances and alter their care delivery to 
suit the emerging “new normal” of the pandemic much 
faster than other provider network models. Ultimately, 
we believe that the data will confirm that prepaid, 
accountable physician organizations weathered this 
storm and rebounded more quickly than other models.

The pandemic has revealed that organized physician 
models are more resilient than fragmented, independent 
practices. That’s a lesson for policymakers—and we 
hope that they pay attention. o
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As of October, Puerto Rico had more than 58,000 confirmed cases of COVID-19 
and 770 deaths in a population of 3 million. More than a third of the island has 
had a COVID test, and people are lined up daily to get tested. The Secretary of 
Health’s goal is to have all residents tested—specifically seniors and other high-risk 
populations.

Puerto Rico has done a good job managing the COVID pandemic compared with 
U.S. states that have similar-sized populations (Fig. 1). The island has a history of 
natural disasters, but it has consistently managed its healthcare needs during these 
public emergencies—despite the disparities that have challenged similar groups 
across the U.S.

I would like to look at how value-based care, cultural beliefs, and resilience have 
helped Puerto Rico overcome these disparities during public emergencies—
including the current pandemic.

STORMS, QUAKES, AND COVID

In 2017, Puerto Rico was hit with two hurricanes within weeks. One of those storms 
was Maria, a Category 5 hurricane that caused catastrophic damage. Managed care 
organizations (MCOs) such as Medicare y Mucho Mas (MMM) quickly mobilized with 
companies like Bacardi to provide food, water, and medical care across the island.

In early 2020, the island had a series of earthquakes; the largest was a magnitude 
6.4. Since most houses in Puerto Rico are constructed with concrete blocks, many 
residents refused to return to their homes. At the same time, the government was 
beginning to monitor COVID-19 infections on the mainland and tracking tourism to 
the island.

In mid-March 2020, a cruise ship came into port, and the captain reported there 
were no ill passengers. Within hours after the passengers disembarked into San 
Juan, a 911 dispatch to the ship found an ill passenger with a fever. She was 
transported to a community hospital, where she was diagnosed with COVID-19.

The Puerto Rican government knew the island had limited hospital resources and 
inadequate federal support to manage a catastrophic event. The governor made 
the decision to close the island, implement an island-wide lockdown that included 

“How does 
the island 
successfully 
navigate public 
emergencies 
while having so 
many healthcare 
disparities?”

APG Member Spotlight
Value-Based Care During Emergencies: Lessons From Puerto Rico

BY R ICHARD SHINTO, MD, MBA



a curfew, and administer aggressive public health 
measures of social distancing, masks, and handwashing.

Today, the infection rate in Puerto Rico remains lower 
than in many U.S. states. The island continues to actively 
monitor and manage the health of its residents—all 
within a healthcare system that faces many disparities.

NAVIGATING HEALTH DISPARITIES

Health disparities are the difference in health status 
and outcomes based on social, economic, and/or 
environmental disadvantages. According to the Centers 
for Disease Control and Prevention (CDC), the U.S. 
Latino population has a COVID-19 infection rate that is 
four times higher than the rate for all ethnic groups 
(Fig. 2). Latinos also account for 26% of total COVID 
deaths in the U.S.

In Puerto Rico, the 2017 per capita income was $12,081, 
with 43.5% of the residents living at or below the 
poverty level. The island is greater than 99% Latino, 
and due to the attrition of the young and educated, 
its population continues to get older, poorer, and less 
educated. Many households are multigenerational for 
cultural and financial reasons, and senior living facilities 
are nonexistent.

And yet, more than 94% of Puerto Ricans have some 
form of health insurance, with many on government-
subsidized healthcare (Medicare and/or Medicaid). In 
fact, 95% of the island’s Medicare Advantage (MA) 
beneficiaries are in a health plan rated four stars or 
better.

Puerto Rico has large cities—such as San Juan, with a 
population of 340,000—but most of the island is rural 
and mountainous, with limited public transportation 
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and without services found in the larger cities. The 
healthcare system’s underfunding has resulted in high 
prevalence of diabetes and chronic diseases, although 
value-based programs continue to improve outcomes.

How does the island successfully navigate these 
public emergencies while having so many healthcare 
disparities? As the CEO of Medicare y Mucho Mas 
(MMM) Health Plan and MSO of Puerto Rico, I 
realized it is a combination of alignment, value-based 
healthcare programs, a cultural disposition of “doing 
more with less,” and true resilience.

ALIGNING KEY STAKEHOLDERS

In any public health emergency, the key to success 
is a clear plan that aligns government, payers, 
and providers toward overall population health 
management.

Early in the pandemic, the Puerto Rican government 
recognized its limited ICU capacity and shortage of 
key specialties. The early lockdown needed to be 
aligned with payers, hospitals, and providers to achieve 
the availability, accessibility, and finances to meet the 
needs of providers and patients. How were providers 
going to provide medical care and maintain an 
income if nobody was leaving their homes? How were 
residents going to get medical care without getting 
exposed to COVID? 

MSO of Puerto Rico immediately addressed these 
issues. Through an advanced payment policy to all 
physicians—both capitated and fee-for-service (FFS)—
physicians’ financial needs were addressed quickly and 
without debate. Any hospital and ancillary provider who 
needed advance payments or claims catch-up was 
immediately paid.

MSO mobile COVID-19 testing site

continued on next page
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In the first few months, more than $100 million was 
distributed to hospitals and physicians. The goal was to 
preserve a revenue stream to maintain the availability 
of medical services and keep hospitals operational. The 
final step was to address accessibility to care. The MSO 
began programs to educate providers, office staff, and 
beneficiaries on accessing telehealth and telemedicine 
services. 

Our health plan, MMM, realized that our members were 
afraid to leave their homes to seek medical care and 
other personal needs. Additionally, in the mountains there 
is no public transportation, and the island’s mandatory 
stay-at-home requirements made it very difficult to get 
medical care and food.

To that end, MMM immediately began home delivery of 
prescriptions, over-the-counter (OTC) medications, and 
food. Home delivery became the desired method for many 
beneficiaries, especially those in rural areas or without 
family support. Today, up to 1 million OTC claims are 
processed monthly. Our pharmacy spend has increased 
by 10% during the pandemic, with overall medication 
compliance increasing by 3% to 89%.

TAKING CARE OF PATIENTS

Medicare underfunding and the Medicaid Block Grant 
have compromised Puerto Rico’s overall health funding. 
And yet, the medical community’s focus on taking care 
of patients without regard to disparities or payment has 
been a cultural practice for generations. This acceptance 
of doing more with less has resulted in a resilience to 
providing medical care under all conditions.

Many health disparities in Puerto Rico have also been 
minimized by the MCOs and by local government’s cadence 
to manage value-based metrics regardless of 
the circumstances and conditions. 

Using value-based healthcare, alignment by key 
stakeholders has maintained a culture of fair and 
compassionate treatment, regardless of conditions and 
payment. There is a lot to learn about health disparities 
throughout the U.S., but if we focus on value-based 
care and create alignment between government, payers, 
and providers, we can better manage our healthcare 
differences to the benefit of everyone. o

Richard Shinto, MD, MBA, is the President and CEO of 
InnovaCare Holdings, whose family of companies includes 
MSO of Puerto Rico and Medicare y Mucho Mas (MMM). 
He serves on the APG Board and can be contacted at 
Rick.shinto@mmmhc.com or Rshinto@innovacarehealth.com.

MSO Flu Vaccination Program

Physician/beneficiary recognition event, pre-COVID-19

continued from page 19
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ORGANIZATIONAL MEMBERS
ACO Management Services, LLC
Kamal Jemmoua, CEO
Mallory Cary, Regional Director ACO Operations

Advanced Medical Management, Inc. *
Kathy Hegstrom, President
Hank Lee, Executive Vice President

Groups: MediChoice IPA • Northern California 
Physician Network • Seoul Medical Group • 
Torrance Health IPA

Adventist Health Physicians Network IPA
Erica Fraguero, Director of Finance, SCR
Arby Nahapetian, MD, CMO

Aegis Medical Group
Carl Patten, General Counsel

Affinity Medical Group
Richard Sankary, MD, President
Melissa Christian, Interim VP of ACO Operations

Agilon Health
Ben Kornitzer, MD, Chief Medical Officer
Steven Sell, Chief Executive Officer

AllCare IPA
Matt Coury, CEO
Randy Winter, MD, President

Allied Physicians of California
Thomas Lam, MD, CEO
Kenneth Sim, MD, CFO

AltaMed Health Services Corporation
Castulo de la Rocha, JD, President and CEO

AppleCare Medical Group, Inc.
Trish Baesemann, President
George Christides, MD, Chief Medical Officer

Arizona Health Advantage, Inc.
Tanya Sibrava, DO, Senior Medical Director
Terry Smith, Chief Operating Officer

Austin Regional Clinic *
Norman Chenven, MD, Founding CEO
Anas Daghestani, MD, Chief Operating Officer

Bayhealth Physician Alliance, LLC
Evan W. Polansky, JD, Executive Director
Joseph M. Parise, DO, Medical Director

Beaver Medical Group *
John Goodman, President and CEO
Raymond Chan, MD, VP Medical Admin/CMO of 
Epic Health Plan

Bright Health Inc. *
Martin Serota, MD, Chief Medical Officer
Rachel Winokur, Chief Executive Officer

Brown & Toland Physicians *
Kelly Robison, CEO
Joel Klompus, MD, President & Interim CMO

California Pacific Physicians Medical Group, 
Inc.
Dien V. Pham, MD, CEO
Carol Houchins, Administrator

Canopy Health
Mike Robinson, CEO
Margaret Durbin, MD, CMO

CareAllies
Joe Nicholson, DO, Chief Medical Officer
Casey McKeon

Groups: Accountable Care Coalition of Alabama 
• Baldwin Physicians Network • Ben Franklin 
Physicians IPA • Broad Spectrum IPA • Clarksville 
Medical Network • Cullman Primary Care • Dallas 
IPA • DC Qual-Care IPA • Delco Wellness IPA • 
DFW Healthcare Partners IPA • East Memphis 
Medical Network • El Paso Integral Care • Elite 
Medical IPA • Emerald Shores IPA • Etowah IPA 
• Franklin Medical Network • Greater Chicago 
Physicians Group • Hattiesburg IPA • Jest IPA 

• KMG • Liberty Independent Physicians Group 
• Lighthouse IPA • Little River Canyon IPA • 
Memphis Mid Town IPA • North Tennessee 
Medical Network • Prestige Physicians Group 
IPA • Princeton Premier IPA • Providence Medical 
Network IPA • Red Mountain IPA • Renaissance 
Physicians Organization • River Region IPA 
• Rutherford County Physicians Network • 
SCIPA • Southern Medical Physicians IPA • St. 
Thomas Med Partners, LLC • Summit West IPA • 
Synergy HealthCare • Synergy IPA • Tallaco IPA 
• Tennessee Valley IPA • Trendsetter Physicians 
IPA • TriStar Medical Network • Valley Forge IPA 
• Valley Organized Physicians • Walker IPA • West 
Alabama IPA

Cedars-Sinai Medical Group *
Caroline Goldzweig, MD, Chief Medical Officer
John Jenrette, MD, Executive VP, Medical Network

Central Ohio Primary Care Physicians Inc. *
J. William Wulf, MD, CEO
Larry Blosser, MD, Corporate Medical Director

Central Oregon Independent Practice 
Association
Divya Sharma, MD, Medical Director
Kim Bangerter, Executive Director

ChenMed *
Guarov Dayal, MD, President, New Markets and 
Chief Growth Officer
Stephen Greene, Chief of Staff

Children First Medical Group
James Florey, MD, Chief Medical Officer
James Slaggert, Chief Executive Officer

Children’s Physicians Medical Group
Leonard Kornreich, MD, President and Chief 
Executive Officer

Chinese American IPA
Peggy Sheng, Chief Operating Officer
George Liu, MD, President & CEO

Chinese Community Health Care Association
Cathy Chan, Director of Operations

CHOC Physicians Network
Michael Weiss, MD, VP Population Health

Choice Medical Group
Tammi Castro, Director of Operations
Manmohan Nayyar, MD, President

CHS Physician Partners IPA, LLC
Patrick M. O’Shaughnessy, DO, EVP & Chief 
Clinical Officer
Jonathan Goldstein, MBA, Executive Director

Cigna Medical Group
Kevin Ellis, DO, CMO

Citrus Valley Independent Physicians
Gurjeet Kalkat, MD, Executive Medical Director
Martin Kleinbart, DPM, Chief Strategy Officer

Collaborative Health Systems, LLC
Anthony J. Valdes, President

Colorado Permanente Medical Group, P.C.
Margaret Ferguson, MD, President & Executive 
Medical Director
Claire Tamo, CFO and VP, Business Operations

CommonSpirit Health *
Gary Greensweig, DO, SVP Physician Enterprise, 
Chief Physician Executive
Bruce Swartz, EVP Physician Enterprise

Groups: Catholic Health Initiatives: Architrave 
Health • Arkansas Health Network • CHI 
Franciscan Health • CHI St. Joseph Health • 
Colorado Health Neighborhoods • KentuckyOne 
Health Partners • Mercy Health Network • Mission 
HealthCare Network • PrimeCare Select • St. 
Luke’s Health Network • TriHealth • UniNet

Dignity Health Medical Foundation: Dignity 
Health Medical Group Arizona • Dignity Health 
Medical Group Nevada • Dignity Health Medical 

Network - Santa Cruz • Foundation Physicians 
Medical Group • Identity Medical Group • Mercy 
Imaging Medical Group • Mercy Medical Group • 
Woodland Clinic Medical Group

Commonwealth ACO
Petar Novakovic, MD
Lance Donkerbrook, CEO

Conifer Health Solutions
Mary Bacaj, Head of Value-Based Care

Groups: Exceptional Care Medical Group • Family 
Choice Medical Group • Family Health Alliance • 
Mid Cities IPA • Omnicare Medical Group • Premier 
Care of Northern California • Saint Agnes Medical 
Group

Cornerstone Health Enablement Strategic 
Solutions (CHESS)
Yates Lennon, MD, Chief Transformation Officer
Dan Roberts, Chief Operations Officer

Desert Valley Medical Group, Inc.
Imran Siddiqui, MD, Medical Director
Marie Langley, IPA Administrator

DFW HealthCare Partners LLC
Osehotue Okojie, MD, IPA Chairman
Josh Cook, President

DuPage Medical Group
Paul Merrick, MD, President, Co-CEO
Mike Pacetti, CFO, Co-CEO

East Coast Medical Services, Inc.
Ismary Gonzalez, MD, President

Edinger Medical Group
Stan Arnold, MD, Senior Physician Executive
Denise McCourt, COO

El Paso Integral Care, IPA
Hector Lopez, DO, Chairman of the Board
Tony Martinez, Administrator

EPIC Management, LP
Raymond Chan, MD, VPMA & CMO
John Goodman, President & CEO

Groups: Beaver Medical Group, L.P. • Pinnacle 
Medical Group • Tri-Valley Medical Group

Equality Health – Q Point
Pedro Rodriguez, HMA Board Member
Mark Hillard, President

Facey Medical Foundation *
Erik Davydov, MD, Medical Director
David Mast, Chief Executive, Medical Group 
Foundations

Good Samaritan Medical Practice 
Association
Nupar Kumar, MD, Medical Director

Greater Newport Physicians Medical Group, 
Inc. *
Adam Solomon, MD, CMO
Deeling Teng, MD, Senior Medical Director

Hatfield Medical Group
David Hatfield, MD, Chief Medical Officer
Maria Barnett, Director of External Affairs

Hawaii IPA
Greigh Hirata, MD, President
Julie Warech, Administrative & Financial Manager

Hawaii Pacific Health
Kenneth B. Robbins, MD, CMO
Maureen Flannery, VP, Clinic Operations

Hawaii Permanente Medical Group, Inc.
Geoffrey Sewell, MD, Executive Medical Director
Daryl Kurozawa, MD, Associate Medical Director

Heritage Provider Network *
Richard Merkin, MD, President
Richard Lipeles, COO

Groups: Affiliated Doctors of Orange County • 
Arizona Health Advantage, Inc. • Arizona Priority 
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Care Plus • Bakersfield Family Medical Center • 
California Desert IPA • California Physician Network 
• Coastal Communities Physician Network • Desert 
Oasis Healthcare • Greater Covina Medical Group • 
Heritage Physician Network • Heritage Victor Valley 
Medical Group • High Desert Medical Group • Lakeside 
Community Healthcare • Lakeside Medical Group • 
Regal Medical Group • Sierra Medical Group

Hill Physicians Medical Group, Inc. *
David Joyner, CEO
Amir Sweha, MD, CMO

Hoag Clinic
Kris Iyer, MD, Sr. Vice President & Chief Administrative 
Officer
Scott Ropp, Vice President and CFO

Innovare Health Advocates
Charles Willey, MD, President & CEO
Paul Beuttenmuller, CFO

IntegraNet Health
Lawrence Wedekind, CEO
Jaime Duarte, MD, Medical Director, Outpatient

Intermountain HealthCare *
Rajesh Shrestha, COO

In Salud, Inc.
Armando Riega, President
Carmen Ramos, CPA, Executive Director

Iora Health Inc. *
Rushika Fernandopulle, MD, MPP, CEO
Tyler Jung, MD, CMO

Jade Health Care Medical Group, Inc.
Edward Chow, MD, President & CEO
Thomas Woo, Manager of Operations

John Muir Physician Network *
Lee Huskins, President & CAO
Ravi Hundal, MD, CFO

Key Medical Group, Inc.
Brent Boyd, CEO
James Foxe, MD, Medical Director

Landmark Medical, PC
Michael H. Le, MD, President

Leon Medical Centers, Inc.
Rafael Mas, MD, SVP & CMO
Julio G. Rebull, Jr., SVP

Loma Linda University Health Care
J. Todd Martell, MD, Medical Director

Managed Care Management and Educational, 
LLC
Luis Deliz Varela, MD, Medical Director
Guido Lugo Modesto, Esq., Administrator

Marshfield Clinic, Inc. *
Narayana Murali, MD, EVP & CSO

Martin Luther King, Jr. Community Medical 
Group
John Fisher, MD, MBA, President
Laurie Gallagher, Practice Administrator

Medicos Selectos del Norte, Inc.
Mildalias Dominguez Pascual, MD, President
Fernando A. Garcia Cruz, MD

MedPOINT Management
Kimberly Carey, President
Rick Powell, MD, CMO

Groups: • Associated Hispanic Physicians of Southern 
California IPA • Bella Vista Medical Group, IPA • 
Centinela Valley IPA • Crown City Medical Group • El 
Proyecto del Barrio, Inc. • Family Care Specialists IPA 
• Global Care Medical Group IPA • Golden Physicians 
Medical Group, Inc. • Health Care LA IPA • Integrated 
Health Partners • Pioneer Provider Network • Premier 
Physicians Network • Prospect Medical Group-LA 
Care • Prudent Medical Group • Redwood Community 
Health Coalition • Watts Health Corporation

MemorialCare Medical Group *
Mark Schafer, MD, CEO
Laurie Sicaeros, COO, VP of Physician Alignment

Mercy Health Physicians
Michele Montague, COO

Meritage Medical Network
Wojtek Nowak, CEO
J. David Andrew, MD, Medical Director

Monarch HealthCare *
Bart Asner, MD, CEO
Ray Chicoine, President

Montefiore Medical Center/IPA
Stephen Rosenthal, SVP

Monterey Bay Independent Physician 
Association
James N. Gilbert, MD, President & Chairman of the 
Board
Michele Wadsworth, Network Management 
Associate

Mount Sinai Health Partners *
Niyum Gandhi, EVP, CFO & Chief Population 
Health Officer
Robert Fields, MD, Senior Physician Leader on 
Population Health

MSO of Puerto Rico *
Richard Shinto, MD, CEO
Raul Montalvo, MD, President

NAMM California *
Leigh Hutchins, CEO
Ken Cohen, MD

Groups: Coachella Valley Physicians of PrimeCare, 
Inc. • Empire Physicians Medical Group • Mercy 
Physicians Medical Group • Primary Care 
Associated Medical Group, Inc. • PrimeCare Medical 
Group of Chino • PrimeCare Medical Network, Inc. 
• PrimeCare of Citrus Valley • PrimeCare of Corona 
• PrimeCare of Hemet Valley Inc. • PrimeCare 
of Inland Valley • PrimeCare of Moreno Valley • 
PrimeCare of Redlands • PrimeCare of Riverside • 
PrimeCare of San Bernardino • PrimeCare of Sun 
City • PrimeCare of Temecula • Redlands Family 
Practice Medical Group, Inc.

naviHealth, Inc.
Jay LaBine, MD, CMO
Gina Bruno, MBA, VP, Clinical Strategy

New West Physicians, P.C.
Ken Cohen, MD, CMO

Northwest Permanente, P.C. *
Colin Cave, MD, Director of External Affairs, 
Government Relations and Community Health
Marilyn Weber, Chief Financial Officer

Northwest Physicians Network of 
Washington, LLC
Jesse Gamez, COO

Ochsner Clinic Foundation
Philip M. Oravetz, MD, Chief Population Health 
Officer

Ohio Integrated Care Providers
Cindy M. Baker, CEO
Patrick Goggin, MD, Quality Improvement Medical 
Director

OHSU Health IDS, LLC
Katrina McPherson, MD, Chief Medical Officer
Jeff Conklin, Chief Executive Officer

Omnicare Medical Group
Toni Chavis, MD, President
Ashok Raheja, MD, Medical Director

Optum (Formerly HealthCare Partners) *
Amar Desai, MD, President Coastal Region
Don Rebhun, MD, Regional Medical Director

OptumCare Network of Connecticut
Karen Gee, SVP & COO
Rob Wenick, MD, VP & Medical Director

Orlando Family Physicians
Medhat Bedros, MD, Chief Medical Officer
Roslynn ORourke, Chief Financial Officer

Pacific Medical Administrative Group
Donna Mah, MD, President
Michael Chang, MD, Executive Director

Pediatric Associates
Peter Shulman, MD, CEO
Scott Farr, COO

Peoples Health Network
Warren Murrell, President and CEO
Brent Wallis, MD, Medical Director

Groups: Health Prime, LLC • Independent Physician 
Association of New Orleans, Inc. • Memorial 
Independent Physician Association, Inc. • North 
Shore Independent Physician Association, Inc. • 
Pontchartrain IPA, Inc. • South Louisiana Independent 
Physician Association • University Medical Group, LLC

PHM MultiSalud, LLC
Roberto L. Bengoa Lopez, President
Lynnette Ortiz, MD, Medical Director

Groups: Advantage Medical Group • Alianza de 
Medicos del Sureste • Centro de Medicina Familiar 
del Norte • Centro de Medicina Primaria Advantage 
del Norte • Centros Medicos Unidos del Oeste • 
G.M.D.C., Inc. • Grupo Advantage del Oeste • Grupo 
Medico de G.M.B., Inc. • Grupo Medico de Orocovis

Physicians Care Network
Mary Anderson, MD, Medical Director
Denis McDonald, Executive Director

Physicians DataTrust
Kathi Toliver, VP of IPA Administration
Lisa Serratore, COO

Groups: Greater Tri-Cities IPA • Noble AMA IPA • 
St. Vincent IPA

Physicians of Southwest Washington, LLC *
Melanie Matthews, CEO
Gary R. Goin, MD, President

PIH Health Physicians
Rosalio J. Lopez, MD, SVP & CMO
Andrew Zwers, Chief Operating Officer

Pioneer Medical Group, Inc. *
Jerry Floro, MD, President
Andrew Zwers, Chief Operating Officer

Portland IPA
Susan Clack, MD, President and Board Chair
Pamela Bauer, CEO

Preferred IPA of California
Mark Amico, MD, Medical Director
Zahra Movaghar, Administrator

Premier Family Physicians
Kevin Spencer, MD, CEO and President
Mat King, CFO

PrimeHealth Physicians, LLC
Mark Kutner, MD, Board Member
Cesar Ortiz, CEO

PriMed Physicians
Mark Couch, MD, President
Robert Matthews, VP of Quality

Prisma Health *
Angelo Sinopoli, MD, Chief Clinical Officer

Privia Medical Group LLC
Keith Fernandez, MD, National Chief Clinical Officer
Graham Glaka, VP, New Product Development

ProHealth Physicians, Inc.
Jack Reed, President & CEO
Rich Guerriere, MD, SVP & CMO

Prospect Medical Group *
Jeereddi Prasad, MD, President/Acting CMO
Jim Brown, CEO

Groups: AMVI/Prospect Medical Group • Cal Care 
IPA • Genesis Healthcare of Southern California, 
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Inc., a Medical Group • Los Angeles Medical Center IPA 
• Nuestra Familia Medical Group, Inc. • Pomona Valley 
Medical Group, Inc. • Prospect Health Source Medical 
Group, Inc. • Prospect Medical Group, Inc. • Prospect 
NWOC Medical Group. Inc. • Prospect Professional 
Care Medical Group, Inc. • Prospect Provider Group RI, 
LLC • Prospect Provider Group CTE, LLC • Prospect 
Provider Group CTW, LLC • Prospect Provider Group 
NJ, LLC • Prospect Provider Group PA • Prospect 
Health Services TX, Inc. • StarCare Medical Group, 
Inc. • Upland Medical Group, a Professional Medical 
Corporation

Providence Health & Services

Groups: in Alaska, California, Montana, Oregon, 
Washington

Providence Medical Management Services

Groups: Korean American Medical Group • Providence 
Care Network

Regional HealthPlus
Nick Ulmer, MD, Chief Medical Officer
Chris Skinner, Executive Director

Remedy Applications, Inc.
Jeremy Gabrysch, MD, CEO
Jennifer Rozelle, Director of Clinical Operations

Renaissance Physician Organization
Clare Hawkins, MD, IPA Board Chair
Whitney Horak, President

River City Medical Group, Inc.
Keith Andrews, MD, Medical Director
Kendrick T. Que, COO

Riverside Medical Clinic
Steven Larson, MD, Chairman
Judy Carpenter, President and COO

Riverside Physician Network
Howard Saner, CEO
Paul Snowden, CFO

St. Joseph Heritage Healthcare *
Kevin Manemann, President and CEO
David Kim, MD, Medical Director

Groups: Hoag Medical Group • Mission Heritage 
Medical Group • St. Mary High Desert Medical Group

St. Vincent IPA Medical Corporation
Jeffrey Hendel, MD, President
Leesa Johnson, Director of IPA Operations

Sansum Clinic *
Kurt Ransohoff, MD, CEO & CMO
Chad Hine, COO

Santa Clara County IPA (SCCIPA)
J. Kersten Kraft, MD, President of the Board
Janet Doherty Pulliam, CFO

Santé Health System, Inc.
Scott B. Wells, CEO
Daniel Bluestone, MD, Medical Director

Scripps Coastal Medical Center
Anthony Chong, MD, CMO
Tracy Chu, Assistant VP of Operations

Scripps Physicians Medical Group
Joyce Cook, CEO
James Cordell, MD, Medical Director 

SeaView IPA
Lynn Haas, CEO
Kooros Samadzadeh, DO, Medical Director

Sentara Quality Care Network
Jordan Asher, MD, Senior VP, Chief Physician Executive
Grace Hines, Corporate VP, System Integration; SQCN 
President

Sharp Community Medical Group *
Paul Durr, CEO
Kenneth Roth, MD, President

Groups: Graybill Medical Group • Arch Health Partners

Sharp Rees-Stealy Medical Group *
Stacey Hrountas, CEO
Alan Bier, MD, President

Signify Health
Marc Rothman, MD
Kim Holland

Southern California Permanente Medical Group *
Diana Shiba, MD, Director of Government Relations
Todd Sachs, MD, Medical Director of Operations

Southwest Medical Associates
Robert B. McBeath, MD, President & CEO
Greg Griffin, COO

Southwestern Health Resources
Andrew Ziskind, SEO
Danny Irland

SpineZone Medical Fitness
Kian Raiszadeh, MD, Chief Executive Officer
Pam Erickson

Starling Physicians, PC
Jarrod Post, MD, CEO
Tracy King, Chief Administrative Officer

Summit Medical Group, PA *
Jeffrey Le Benger, MD, Chairman & CEO
Jamie Reedy, MD, Chief of Population Health

Summit Medical Group, PLLC
Jeff Stevens, MD, Chairman of the Board
Ed Curtis, CEO

Sutter Health Foundations & Affiliated Groups *
Larry deGhetaldi, MD, Division President, Palo Alto 
Medical Foundation
Kelvin Lam, MD, MBA, Chief Medical Officer, Sutter 
Health Bay Area

Groups: Central Valley Medical Group • Palo Alto 
Foundation Medical Group • Palo Alto Foundation Mills 
Division - MPMG • Sutter East Bay Medical Group 
• Sutter Gould Medical Group • Sutter Independent 
Physicians • Sutter Medical Foundation • Sutter North 
Medical Group • Sutter West Bay Medical Group

Swedish Medical Group
Meena Mital, MD, Medical Director
Bela Biro, Admin Director, Accountable Care Services

Synergy HealthCare, LLC
James Jones, MD, Chairman of the Board
Austin Burrows, Sr. Administrator, CareAllies

The Everett Clinic, PLLC
Michael Millie, MD, Associate Medical Director of 
Surgery
Adrianne Wagner, Associate Administrator for Quality 
Improvement

The Permanente Medical Group, Inc. *
Stephen Parodi, MD, Associate Executive Director
Traci R. Perry, Director, TPMG, Advocacy and Political 
Affairs

The Portland Clinic *
Amy Mulcaster, MD, CMO
Dick Clark, CEO

The Southeast Permanente Medical Group, Inc.
Michael Doherty, MD, Executive Medical Director and 
Chief of Staff

The Vancouver Clinic, Inc., P.S. *
Mark Mantei, CEO

Torrance Hospital IPA
Norman Panitch, MD, President

Triad HealthCare Network, LLC*
Steve Neorr, VP, Executive Director

UC Davis Health
Michael Hooper, Medical Director, Care Services & 
Innovation
Ann Boynton, Director, Care Services & Innovation

UC Irvine Health
Manuel Porto, MD, President & CEO
Natalie Maton, Executive Director of Operations

UCLA Medical Group *
Sam Skootsky, MD, CMO
Regina Green, Director of Managed Care Operations

US Health Systems, LLC
Amish Purohit, MD

USC Care Medical Group, Inc.
Donald Larsen, MD, CMO

USMD
Richard Johnston, MD, CEO & Chief Physician 
Officer
Michelle Speck, CAO

Valley Care IPA
Sonya Araiza, CEO
Michael Swartout, MD, Medical Director

Valley Organized Physicians
William Torkildsen, MD, Chairman of the Board
Sarah Wolf, Senior Administrator

VillageMD
Clive Fields, MD, CMO
Paul Martino, Chief Strategy Officer

Washington Permanente Medical Group
Steve Tarnoff, MD, President & Executive Medical 
Director
David Kauff, MD, Medical Director

WellMed Medical Group, P.A. *
Carlos O. Hernandez, MD, President
Robert McBeath, MD

Women’s Health USA, Inc.
Matthew Saidel, MD, Chief Medical Officer
Goran Dragolovich, Chief Executive Officer

CORPORATE PARTNERS
AbbVie
Anthem Blue Cross of CA
Boehringer Ingelheim Pharmaceuticals
Episource, LLC
InnovaCare Health, LP
Mazars USA, LLP
Merck & Co.
Novo Nordisk
Patient-Centered Primary Care Collaborative
Sanofi, US
SCAN Health Plan

ASSOCIATE PARTNERS
Arkray
Apixio
Astellas Pharma US, Inc.
Bristol-Myers Squibb
Genentech, Inc.
HealthAxis Group, LLC
Kindred Healthcare, Inc.
Moss Adama, LLP
Novartis Pharmaceuticals
Ralphs Grocery Company
Relypsa, Inc.
Soleo Health, Inc.
Sunovion Pharmaceuticals, Inc.
The Doctors Company
UCB Pharma

AFFILIATE PARTNERS
Altura
Children’s Hospital Los Angeles Medical Group
Partners in Care Foundation
Pharmacyclics, Inc.
Pinnacle Brokers & Insurance Svc, LLC
ProActive Care
RCxRules
Redlands Community Hospital
RepuGen
Stellar Health
SullivanLuallin Group
Ventegra, LLC
Wellth, Inc.

* Indicates 2019–2020 Board Members



Russell Foster

Addressing Social Determinants of Health 
in a Meaningful Way
BY RUSS FOSTER , SHEIL A STEPHENS, AND FA ITH SAPORSANTOS, MSN, MHA , RN , CRRN

Preventing and treating disease and promoting 
health are central foundations of effective managed 
care. For providers and payers, these changes to 
how they define and assess health and develop 
treatment plans means they must innovate their 
programs to manage the health and welfare of their 
members.

To do this, providers and payers are recognizing 
that decisions and interventions must be member-
centric. This involves viewing individual members 
through the lens of their unique social determinants 
and moving beyond presenting symptoms to 
establish an accurate diagnosis and effective 
treatment plan.

An increasing number of forward-thinking leaders 
in the healthcare industry are also implementing 
new ways to use and address social determinants of 
health (SDOH). The goal is to enhance the member 
experience of care, improve health outcomes, and 

reduce healthcare costs. The challenge? How to address SDOH in a meaningful way 
that is tailored to the population. 

HEALTH DEFINED

Health is no longer considered in the context of an isolated event or illness. As 
noted in Healthy People 2020, “Health starts in our homes, schools, workplaces, 
neighborhoods, and communities. We know that taking care of ourselves by eating 
well and staying active, not smoking, getting the recommended immunizations and 
screening tests, and seeing a doctor when we are sick all influence our health.”1

Because health is all-encompassing—linking social determinants to member 
experience, health outcomes, and healthcare utilization and spending—providers and 
payers must first understand their membership’s overall health and specific needs. 
Only then can they develop new approaches and effective strategies to address 
members’ unique social determinants. These strategies include:

• Assessing how organizational programs, practices, and policies affect the overall 
health of members

• Establishing common goals, complementary roles, and ongoing constructive 
relationships between payers and delegated entities and community organizations

• Maximizing opportunities for collaboration among partners 

• Exploring how programs, practices, and policies related to social determinants affect 
the overall health and well-being of individual members and all members taken as a 
whole
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“Social 
determinants of 
health can be used 
as a foundation 
for developing 
meaningful 
membership 
profiles and 
predictive 
modeling tools.”

Sheila Stephens

Faith Saporsantos, MSN, MHA, 
RN, CRRN



SDOH PRINCIPLES

Healthy People 2020 has categorized SDOH into five key 
areas:1

1. Economic stability

2. Education

3. Social and community context

4. Health and healthcare

5. Neighborhood and built environment

Understanding these same five key determinants can be 
used to optimize member experience, health outcomes, and 
healthcare spending. This knowledge also impacts which 
interventions can be developed and operationalized to 
manage a given population, achieve organizational goals, and 
meet regulatory compliance. Let’s review the five pillars of 
SDOH and their underlying factors.  

1. ECONOMIC STABILITY

Economic stability encompasses factors related to 
employment, food security, housing stability, and poverty 
level. Understanding your membership as it relates to these 
determinants1 can provide greater insight into members’ self-
care abilities, nutritional capabilities, and safety.

This insight is crucial to developing a successful care plan to 
provide access to needed resources; foster quality, continuity, 
and coordination of care; and promote self-care. 

When translated to the managed care environment, these 
determinants may also serve as the focus for developing 
programs and policies tailored to:

• Medicaid members (by aid code)

• Dual members

• Working-age members

• Members at or below poverty levels

• Members eligible for low-income subsidy 

2. EDUCATION

Educational determinants include early childhood 
education and development, high school graduation, 
enrollment in higher education, and language 
and literacy. Understanding the educational 
determinants of the membership1—along with a 
detailed membership education profile—is essential 
to developing educational materials. It’s also critical 
to member information on access, protocols, and 
policies and procedures.

Educational determinants provide the knowledge 
base for the membership’s educational and 

Fall 2020    JOURNAL OF AMERICA’S PHYSICIAN GROUPS  l 25

literacy profile. Knowing educational grade level and 
English proficiency is essential to customize member 
communications, develop programs and policies, and meet 
regulatory compliance.

3. SOCIAL AND COMMUNITY CONTEXT

Social and community determinants encompass civic 
participation, discrimination, incarceration, and social 
cohesion. Understanding members’ social interactions1 
provides a broader, more comprehensive perspective of your 
members and how they relate within their community. 

The social and community context of your membership—
particularly diversity, community connections, and possible 
discrimination—provides insight into how your members 
might perceive and relate to your communications, 
coordination, and community partnerships and may predict 
a program’s success. 

4. HEALTH AND HEALTHCARE

Health and healthcare determinants include access and 
availability of healthcare and primary care, as well as 
health literacy.1 Having a comprehensive picture of your 
membership in this area is critical for developing successful 
care management and interventional programs.

We strongly believe that SDOH can be adapted and 
used as a foundation for meaningful membership profiles 
and predictive cost modeling in today’s managed care 
environment. A broad-spectrum view of a membership’s 
overall health status is essential to managing both the 
individual’s and membership’s healthcare needs.

continued on next page
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The following health and healthcare determinants are 
critical to establishing the basis for program development, 
intervention, and evaluation, and ultimately, for 
operationalizing SDOH:

• Chronic conditions and diagnoses

• Members with four or more chronic conditions

• Members with eight or more prescriptions 

• Members with more than two acute hospital 
admissions

• Members with more than two emergency room visits

• Members with end-stage renal disease 

• Members who need transportation assistance

• Members who live beyond the time and distance 
standards

It is also significant to know what your membership 
profile looks like with respect to:

• Members assigned to population health management, 
case management, and complex case management 

• Members receiving services through other agencies, 
such as children’s services and behavioral health 
services 

5. NEIGHBORHOOD AND BUILT ENVIRONMENT

A comprehensive membership profile is not complete 
without evaluating the neighborhood and surrounding 
environment. This includes access to nutritious foods 
that support healthy eating patterns, crime and violence, 
environmental conditions, and availability and quality of 
housing.1

In the managed care environment, these determinants 
are translated to include the following factors showing 
where the membership resides and the living conditions:

• Members who reside in a facility

• Members requiring in-home assistance (private or 
community-based)

• Members receiving in-home meal assistance

• Members living in high-risk neighborhoods or 
conditions

• Members who are experiencing homelessness

Understanding these social determinants and their wide 
range of associated factors provides a framework and 
foundation for identifying at-risk members—as well as 
for creating targeted outreach programs and facilitating 
access to these programs. 

STRATEGIES TO ADDRESS SDOH

Addressing social determinants of health is important 
for enhancing the member experience of care, 
improving health outcomes, and reducing healthcare 
utilization and spending. The goal is to improve the 
well-being of members and manage health disparities 
through cost-effective and customized health 
solutions—ones that are specific to the member 
population and organizational structure while meeting 
regulatory compliance.

How to develop and operationalize effective strategies 
to address social determinants is a common challenge 
across the industry. 

As the healthcare industry continues to evolve, SDOH 
can be used as a foundation for developing meaningful 
membership profiles and predictive modeling tools. The 
first step is to truly understand the given population 
and identify member social needs through multiple 
modalities. Effective next steps include:

• Providing members with access to new benefits and 
services

• Establishing strong partnerships through value-
based care models

• Meeting regulatory compliance standards through 
internal monitoring and auditing

The changing social landscape—including an aging 
population, varying attitudes toward health, and more 
members with challenging home and residential 
situations—along with the changing managed care 
environment (including the continuing and growing 
focus on value-based care delivery models) demands a 
turn of the kaleidoscope to adjust our perspective.

We believe a broader perspective, inclusive of social 
determinants, will create new, all-encompassing 
views of how we look at our members’ health and 
how we develop meaningful and tailored programs 
for comprehensive care management and care 
coordination. o

Russell Foster and Sheila Stephens are Senior Advisors 
for Mazars USA LLP. They can be reached at 
Russ.Foster@MazarsUSA.com and Sheila.Stephens@
MazarsUSA.com. Faith Saporsantos, MSN, MHA, RN, 
CRRN, is Director of Health Care Consulting at Mazars 
USA.

Reference:
1Healthy People 2020, Office of Disease Prevention and Health 
Promotion, https://www.healthypeople.gov/2020/topics-objectives/
topic/social-determinants-of-health

continued from page 25
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When we care for patients 
in the privacy of exam 
rooms, we are not actually 
alone. A host of other 
forces are there with us, 
intersecting each other and 
fueling the ailments and 
inequities we treat. They 
include housing, education, 
employment, food 
insecurity, transportation, 
and racism.

As caregivers, many 
of us have seen the 
health impact of these 
forces all along. But the 
COVID-19 pandemic has 
thrust the reality of social 
determinants of health 
and inequity squarely into 
the public view. As the 
virus has torn through 
vulnerable families and 
communities in the U.S. 
far more fiercely than 
privileged ones—with the 
share of cases and deaths 
among Black, Hispanic, 
and Native Americans 
in the U.S. significantly 
outstripping their share 
of the population1—it has 

exposed the truth: that underlying social drivers are stressing 
an already broken system. And it has made the urgency of 
addressing these sources of sickness plainer than ever.

Physician groups now have the opportunity and the necessity 
to be key players in the solution. We know physician groups can 
make a real impact, because we at HealthBegins have been 
working with several of them to transform their systems and 
practices to address these needs.

This is work whose momentum has been building for many 
years and whose time has now clearly come. Even before the 
pandemic, every week seemed to bring news of another private 
insurer, health system, or medical group striving to address 
issues such as housing, food, and transportation. Now the 
trend is deepening, as more physicians and medical groups 

“How can we, as 
caregivers on 
the front lines of 
medicine, tackle 
such a large-
scale problem? 
The short answer 
is: culture and 
strategy.”

consider their role in addressing the upstream social and 
environmental factors that play a major role in shaping 
health outcomes for patients and communities.

As caregivers, many of us feel the pain of injustice and 
the urgency to act both professionally and personally. 
The chronic, systemic injustices suffered by minoritized 
groups in America weigh on our hearts. We grieve 
for the patients and colleagues lost to COVID-19. We 
understand intuitively what a recent report in Proceedings 
of the National Academy of Sciences found: that racial 
inequality in the U.S. may be just as deadly as 
SARS-CoV-2.2 

PHYSICIAN GROUPS AS KEY PLAYERS

For physician groups, this moment raises many 
questions. What is our role in addressing upstream social 
determinants of health? How do we do this in the context 
of our current priorities and pressures?

These are questions that HealthBegins has been helping 
trailblazing physician groups answer.

In partnership with America’s Physician Groups (APG), we 
launched the Social Needs Learning Collaborative in April 
2020, engaging four physician groups across the country. 
Over the past six months, teams have been designing and 
implementing targeted Upstream Quality Improvement 
campaigns, using HealthBegins’ Upstream Approach, to 
address priority social needs in their communities. 

Together, teams have tackled the social impacts 
of COVID-19 head-on and have engaged in robust 
discussions and planning to shift priorities amid limited 
resources, advance racial equity as a component of their 
work, and address the needs of patients and communities 
through improved screening/referral processes and 
community partnerships. And their work is only beginning.

These teams have benefited from the opportunity to 
learn from and share with each other to accelerate their 
progress. For example, a common challenge is social-
needs data collection and standardization. One group 
developed a core assessment tool and workflow for 
integration into its Epic electronic medical record (EMR). 
The tool has served as a blueprint for other teams to 
implement in their own practices.

Teams are also developing and strengthening community 
partnerships to create referral networks—building their 

How Physician Groups Can Move Upstream 
BY R ISH I MANCHANDA , MD, MPH
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outreach to bolster partnerships and standardizing referral 
platforms used by all stakeholders within a shared service area.

FROM PRINCIPLES TO PRACTICE

The case for making this transformation seems self-evident, 
but it is also supported by science. Thirty years of accumulated 
research on social determinants of health is now definitive. 
The social and environmental conditions that shape where we 
live, eat, sleep, work, and learn also play a major role in shaping 
health outcomes for us all—from the burden and distribution of 
disease to how long we live.

In fact, as the National Academies of Medicine and others have 
documented, the science tells us that social and environmental 
factors have nearly five times more impact on morbidity and 
mortality outcomes than clinical interventions alone. 

So how can we, as caregivers on the front lines of medicine 
working intimately with families and communities, effectively 
tackle such a large-scale problem? The short answer is: culture 
and strategy.

Acknowledging the science about social determinants is 
necessary, but insufficient. Medical groups exploring upstream 
changes—such as integrating social needs screening into 
clinical practice or leveraging social data for better risk 
stratification—perform better when these changes are clearly 
aligned with organizational goals and priorities.

This starts with a central strategy that leverages a growing body 
of research to link social determinants of health-related efforts 
with the quadruple aim: improving patient experience, driving 
better population health outcomes, lowering per capita costs, 
and improving physician joy and resilience.

This is also where organizational culture comes in. We’re 
supporting many healthcare organizations to develop change 
management strategies for upstream interventions. The 
successful ones don’t just focus on getting the technical pieces 
in place for new workflows, data systems, and community 
partnerships. They also recognize that upstream work requires a 
change in organizational culture.

Through these types of strategies, physician groups can 
simultaneously start to address social determinants of health 
and equity while helping patients stay healthy and avoid 
unnecessary hospitalizations.

ESSENTIAL STRATEGIES

What makes certain efforts succeed where others flail?

The hallmark of effective efforts to address social determinants 
of health is that these efforts constantly evolve. In fact, 
vanguard healthcare organizations we’ve worked with are 
leveraging their internal performance improvement experience 
and resources to launch what we call Upstream Quality 

Improvement campaigns. Time and again, we’re seeing 
healthcare and community partners use the power of 
continuous learning and improvement methods to drive 
demonstrable improvements in care by addressing health-
related social needs.

The most effective initiatives also root their efforts in a clear 
understanding of the ravages of systemic racism and an 
explicit aim of reducing racial inequity. We believe that the 
most effective way to move upstream is through coordinated 
action to reduce social drivers of health inequity, including 
racial inequity, at all levels—by improving individual social 
needs, tackling community-wide social determinants of 
health, and dismantling structural determinants of health 
inequity.

As we face down the triple assaults of structural racism, 
economic inequity, and COVID-19, we are working with allies 
to channel our grief, anger, and frustration into concrete 
actions to help dismantle structurally mediated racism, 
violence, and disease. We draw renewed inspiration and 
energy through this collaborative work.

More than ever before, healthcare stakeholders and 
community partners are looking upstream, searching for 
ways to not only provide a clinical remedy, but also to address 
the forces that make people sick in the first place. Making 
these changes to organizational culture and practice is 
challenging, but essential. And our experience with our first 
cohort of trailblazing physicians groups shows that it’s more 
attainable when we commit—and learn—to do it together. o

Rishi Manchanda, MD, MPH, is President and CEO of 
HealthBegins, a proud APG GPO Partner. He will be one of 
the keynote speakers at the APG Colloquium 2020. You may 
contact him at info@healthbegins.org.

References:
1 Wood, Daniel. “As Pandemic Deaths Add Up, Racial Disparities Persist—
and in Some Cases Worsen.” NPR. September 23, 2020. https://www.
npr.org/sections/health-shots/2020/09/23/914427907/as-pandemic-
deaths-add-up-racial-disparities-persist-and-in-some-cases-worsen 

2 Wrigley-Field, Elizabeth. “U.S. Racial Inequality May Be as Deadly as 
COVID-19.” Proceedings of the National Academy of Sciences. September 
8, 2020. https://www.pnas.org/content/117/36/21854 

JOIN THE COLLABORATIVE

APG and HealthBegins are now accepting applications 
for the second Social Needs Learning Collaborative 
cohort, which will launch in January 2021. We invite 
health systems and physician groups that are committed 
to improving health-related social needs, community-level 
social determinants of health, and broader structural 
determinants of health equity—including addressing 
racism as a public health crisis—to join this cohort.
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9 Questions to Ask Before You Sell
BY RUSS FOSTER AND SHEIL A STEPHENS

There are several factors to consider before making and pursuing the decision 
to sell a health plan or provider organization. Based on our experience, these 
nine questions are the most important to ask when contemplating a potential 
sale: 

1. Why are we selling?

2. Who should know and when?

3. Is it the right time to sell?

4. What kind of buyer are we looking for?

5. What transaction structure makes sense?

6. What kind of consultants do we need?

7. Do we need a fair market value analysis?

8. Should we sign a nondisclosure agreement first?

9. What information and data should we give the buyer?

Considering each of these questions should help move internal discussion from 
“just thinking about a sale” to a more informed and thoughtful decision. 

1. WHY ARE WE SELLING? 

Why are you considering a sale? Is it due to:

• Market volatility

• Declining profitability

• Loss of market share

• Potential insolvency

• Compliance or regulatory/licensing issues and concerns

• Investors are restless and want their money out

• Key leaders want to retire

• Other reasons

Before putting out the for-sale sign, ask yourself whether there are other viable 
strategies that might allow the organization to meet its business objectives 
and avoid the need to sell. Engaging with legal counsel, tax advisers, and 
consultants early in the decision-making process will help clarify your options 
and perhaps shed light on possibilities you had not considered. 

If you decide to sell, it is critical that the board and executive team establish 
a transition team. While it is the transition team’s job to facilitate the sale, it 
is the leadership team’s responsibility, along with the board and other key 
stakeholders, to maintain daily operations in full compliance until the sale has 
closed and the buyer is in control. Identifying and bringing the transition team 
and consultants together as soon as possible will have a direct impact on the 
success of the sale. 

“The more time 
spent thinking 
through and 
planning your 
sale, the more 
successful it will 
be.”

Russell Foster

Sheila Stephens



2. WHO SHOULD KNOW AND WHEN? 

Will the search for a buyer be confidential or publicly 
announced? The communication plan is very important. 
Broadcasting the desire to sell early in the process or 
before you are ready may result in adverse consequences 
with clients, regulators, suppliers, contractors, employees, 
and other stakeholders.

Timing, frequency, and the tone of internal and external 
communications are critical. Communication should 
probably be selective in the early stage, with increasing 
frequency as the process evolves.

Remember: While the sale itself is a business process, for 
staff this is personal. They understandably can become 
very emotional upon hearing the news. Whether you inform 
staff early or later is a critical decision. But regardless, 
at some point the staff will see signs that something is 
happening. It is always better when the message comes 
from leadership and not through an industry leak or the 
office rumor mill. 

It is also important to carefully consider when and how 
other stakeholders—most importantly, your clients—are 
informed. Be aware of legal and professional licensure 
issues and seek guidance from your advisers. 

3. IS IT THE RIGHT TIME TO SELL? 

Timing is a major consideration. A seller that is confronting 
potential insolvency, state or federal enforcement actions, 
legal liability, or factors that threaten the organization’s 
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future viability will need to take immediate action. 
In these cases, the organization is likely facing the 
prospects of a fire sale. 

If selling is not driven by negative factors, then the 
sale should be timed after key periods of positive 
expansion and enrollment growth, increases in top-line 
revenues, implementation of cost-containment initiatives, 
recruitment of highly qualified staff, implementation of a 
strong business plan, and financial performance that is 
meeting or exceeding projections. In other words, take 
time to improve your “curb appeal.” 

4. WHAT KIND OF BUYER ARE WE LOOKING 
FOR? 

If you are in a world of trouble, there is little time to 
negotiate, and your leverage is minimal to none. Any 
thoughts of legacy or vision become moot. 

If you’re in a strong position with significant leverage, 
then you have the luxury to look for buyers who:

• Have a similar or shared vision for the future

• Are interested in preserving relationships with 
providers, patients/enrollees, and staff

• Will adapt well to the marketplace and the seller’s way 
of doing business, at least for a period of time

Most buyers who are paying a premium to acquire a 
successful business want to enhance it, not destroy 
it. However, if a buyer commits to ensuring the legacy 
of the organization, in the end, that buyer is free to 
make whatever changes it feels necessary to ensure 
long-term success. If vision and legacy are of primary 
concern, communicate these goals up front. You don’t 
want to waste time and resources with a buyer that has 
different intentions. 

5. WHAT TRANSACTION STRUCTURE 
MAKES SENSE? 

Before marketing to potential buyers, have a 
clear vision of the best transaction structure. 

Considerations include the ability to limit 
liability, secure favorable tax treatment, manage 
human and other resources, satisfy state and 
federal laws and regulations, meet contractual 
obligations, and accommodate the varying needs 
of stakeholders. 

continued on next page
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Transactions typically take one of three basic structures:

1. Asset purchase

2. Merger

3. Stock sale (or member substitution for a not-for-profit 
entity)

There are numerous pros and cons associated with 
each structure, so bring competent legal, tax, and 
other consultants on board from the beginning. It is not 
uncommon for sales to be structured as partial sales. 
Here, the seller retains an ownership interest with a 
buyout provision after, say, two to three years. Partial 
sales can be attractive because they help ensure the 
seller remains active and engaged in the success of the 
business. 

6. WHAT KIND OF CONSULTANTS DO WE NEED? 

In a typical sale, you need a skilled legal adviser and 
a licensed broker with demonstrated healthcare 
transactional experience. You may also need a 
knowledgeable accountant or firm. If the transaction 
requires regulatory approval, you may need an actuary. 
This may require filings or submissions to federal and 
state regulators. The Centers for Medicare & Medicaid 
Services (CMS) will require change-in-control applications 
for both plans and providers.1  

It is important to thoroughly understand your contractual 
obligations for required notifications, such as whether 
they are assignable and any required timelines. The last 
thing you want in a sale is the threat of a breach-of-
contract lawsuit.  

7. DO WE NEED A FAIR MARKET VALUATION 
(FMV)? 

There are multiple ways to establish the overall value of a 
business, but typically it’s done by two methods: 

1. The discounted present value method projects future 
earnings and cash flows for a stated period of time, 
usually five years. This is then adjusted to a present 
value using various discount factors. 

2. The second method compares the pending sale and 
asking price with recent transactions of similar size 
and comparability—similar to a home appraisal. In this 
case, the FMV is established by comparing the range 
between the discounted present value method and 
available comparable transactions in the marketplace. 

If an FMV analysis is not performed—or is performed 
without the help of a third-party valuation expert—then 

the final price will be defined by what the buyer is willing to 
pay and what the seller is willing to accept.

FMV analysis may be required in transactions where the 
organizations accept government reimbursement. To avoid 
criminal and civil violations and penalties associated with 
noncompliance, it is critical to retain qualified appraisers 
and consultants who are experienced in healthcare FMV. 

8. SHOULD WE SIGN A NONDISCLOSURE 
AGREEMENT (NDA) FIRST? 

Yes, absolutely. Sign an NDA before sharing any data or 
proprietary information with a potential buyer. The NDA 
needs to be in place before any buyer starts the due 
diligence process. Protections should remain in place 
at least through execution of the closing—and in some 
cases, years beyond.

9. WHAT INFORMATION AND DATA SHOULD WE 
GIVE TO THE BUYER? 

Once both parties sign the NDA, make sure there is an 
unambiguous understanding regarding the documents 
and data that will be shared with the buyer. Establish early 
on how they will be shared, who will have access to them, 
and how information will be treated throughout the due 
diligence period.

All information shared during this process should be 
returned at the end of due diligence or otherwise 
destroyed. In line with this is the establishment of a 
secure data room where buyers can access and review 
documents and data files. While the data room can be 
a physical location, best practice is creation of a virtual 
portal. 

FINAL THOUGHTS

The decision to sell is not one to be taken lightly. It can be 
lengthy, stressful, and involve a roller coaster of emotions, 
in addition to technical and legal aspects. Do not hesitate 
to seek the advice and counsel of learned advisers—to 
avoid bringing too much emotion and to ensure the 
process goes as smoothly as possible. The more time 
spent thinking through and planning the sale, the more 
successful and rewarding it will be. o

Russell Foster and Sheila Stephens are Senior Advisors for 
Mazars USA LLP. They can be reached at Russ.Foster@
MazarsUSA.com and Sheila.Stephens@MazarsUSA.com.

Reference:
1Managed Care Manual Chapter 12 - Effect of Change of Ownership, 
https://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/
Downloads/mc86c12.pdf; 42 CFR §489.18.
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Dubbed the City of Arts and Flowers, Lompoc 
is a semi-rural community nestled in the Santa 
Rita Hills on the central coast of California. 
Outpatient healthcare is provided by Lompoc 
Health, two federally qualified health centers 
(FQHCs)—a Santa Barbara County clinic and 
Community Health Centers-Lompoc—and other 
clinics and private practices.

All these organizations deliver primary and 
specialty care and refer to larger medical 
facilities in the area. There is no typical 
Lompoc patient; individuals represent various 
ages, ethnicities, and socioeconomic levels. 
The region has had a shortage of primary 
care doctors for several years, leaving many 
individuals behind in their preventive care. 

Lompoc Health is dedicated to developing 
and enhancing wellness throughout Lompoc 
Valley. So how does the organization envision 
productive operational changes in the era of COVID-19 and beyond? Jeremy Rich, 
DPM, Director of the HealthCare Partners Institute for Applied Research and 
Education, recently interviewed two Lompoc Health officials—Randall Michel, MD, 
Chief Medical Officer, and Paul Fry, PA-C, Director of Ambulatory Services—to 
get their thoughts on how they are eliciting and sustaining impactful care delivery 
refinements.

COVID-19 aside, U.S. health delivery can be a landscape filled with 
anxiety and ignorance. How do you allay fears and promote access?

We give individuals authentic reasons to access care locally by adhering to our 
“three pillars of care”:

1. Culture of respect. Staff and providers are expected to treat patients, family 
members, and each other with respect as fellow community members.

2. Patient access. To address the need for more urgent, primary, and specialty 
care services, we recruit highly qualified physicians and advanced practice 
providers who share our commitment to preventing delays in care access.

3. Provide value. Healthcare value is not always clear; a test may not get a 
patient closer to a meaningful encounter. In an era of operating margin challenges 
and focus on volume metrics, we want our providers to obtain a detailed history 
via active listening. This can help drive person-centered care that promotes 
greater health literacy.
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“The primary 
concern was 
balancing 
access with 
resource 
protection. We 
had no intention 
of closing our 
doors.”

Enhancing Community Resilience During 
COVID-19
BY JEREMY R ICH, DPM , PAUL FRY, PA- C, AND R ANDALL M ICHEL , MD

Jeremy Rich, DPM

Paul Fry, PA-C

Randall Michel, MD
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We focus on care access and inclusion for all 
socioeconomic levels and demographics. Access to 
local FQHCs can be challenging—it can take weeks 
to months to get an appointment as a new patient at 
those centers. Lompoc Health provides a secondary 
service to those clinics and to lower-income Californians, 
increasing their access to timely care.  

Given initial limited COVID-19 testing, how did 
you determine testing parameters? Did protocols 
change with increased testing availability? 

We began testing in February, when travel to China was 
a primary criterion. We were expected to call the county 
public health officer and only test if a patient under 
investigation (PUI) number was issued. The travel history 
was then expanded to Japan, Italy, Korea, and Iran 
because there were outbreaks in those countries.

When it was clear that community transmission was 
prevalent, travel criteria were removed as a requirement 
for obtaining a PUI number. Initially, we swabbed both 
nasopharynx and oropharynx. Later, nasopharyngeal 
swab sensitivities were superior to oropharyngeal. 
Because the two-swab method appeared confusing, we 
changed to single nasopharyngeal swabs. Serology tests 
were of no benefit acutely, yet had limited benefit for 
certain populations. 

Was it a challenge to obtain personal protective 
equipment (PPE), such as N95 masks, and fit-
test personnel?

An interruption in PPE supplies can halt care 
delivery. The early heroes of the emerging 

pandemic were the materials management team 
members, who ensured adequate supplies were 
available and fitted properly. That included N95 masks, 
gowns, gloves, and face protection. COVID status was 
discussed at daily meetings in the hospital and clinics 
to proactively address supply needs. PPE “burn rates” 
were calculated and followed by daily updates on 
supply levels. Levels were reported in number of days 
of availability so unit managers could plan accordingly. 

How did you manage some public policy 
recommendations that were aspirational “we 
need to’s” and “we should’s”? 

We needed to balance recommendations with 
practicality to achieve community protection. While 
door screening was implemented to route symptomatic 
people outside and protect folks inside the clinic, the 
ever-expanding question list led to screening fatigue. 
Also, screening processes inevitably resulted in long 
lines, which presented physical distancing challenges.

Our infection control team contributed to pragmatic 
county policy changes. For example, before widespread 
testing was available, there was strict COVID screening 
criteria. Although fever is typically seen in those with 
a robust immune system, we recognized that some 
immunocompromised patients went undetected 
because of their inability to mount a fever. Based on 
team input, immunocompromised patients were COVID-
screened even though they were afebrile. 

continued on next page
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What operational changes enhanced pandemic 
responsiveness?

Telewellness such as Doxy.me is the primary expansion 
that was most impactful for at-risk individuals. When 
community transmission was recognized, the primary 
concern was balancing access with resource protection. 
We had no intention of closing our doors and sending 
symptomatic patients to the ER.

Fortunately, our county has a proactive public health 
team. Although recommendations changed frequently, 
most principles remained constant, such as ventilation 
and airflow. We focused on workflows that enhanced 
patient access, yet delivered it outside.

We used a disaster tent with open walls and cots with 
wipeable surfaces. We used screening tables to identify 
individuals with COVID symptoms and then routed them 
to urgent care. Without entering our facility, they were 
given telephone access for registration and triage, and 
they were evaluated with appropriate PPE. Staffing levels 
in the urgent care were expanded to accommodate the 
anticipated increased volume.

There was guarded optimism that these strategies 
would serve the population without compromising staff 
safety. Guarded optimism was replaced with more robust 
confidence when it was reported that, while almost 
30 healthcare workers in the county had contracted 
COVID-19, none of our staff were infected—despite 
treating hundreds of COVID patients. 

Another challenge was emerging virus fear. From a 
leadership perspective, managing care team and patient 
anxiety was more difficult than keeping abreast of 
changing protocols. Whether rational or irrational, fear 
and uncertainty were expressed as distrust and anger. 
Our primary strategy, similar to the virus itself, was to 
let it “ventilate.” Open-air meetings provided current 
information and countered misinformation. We set 
standards for new recommendations because we were 
overwhelmed with information from unverified or non-
peer-reviewed sources.

We filtered guidance with a reliability hierarchy. 
Recommendations from the Centers for Disease Control 
and Prevention (CDC) and the county department of 
public health were considered the standard. Peer-
reviewed publications were highly regarded. Non-peer-
reviewed articles were considered, unless they were 
refuted by a higher standard. In time, our operational 
strategies were effective, which had a profound impact 
on patient and personnel trust.

Did your organization examine patient and staff 
knowledge, attitudes, and beliefs prior to refining 
telehealth?

Our team had discussed using telehealth before COVID, 
and we had met with vendors to evaluate it. Consensus was 
favorable, yet there was some uncertainty about whether 
patients would be high- or low-service users. Our group 
suspected that the risk may be higher than the reward if we 
used an established vendor. We were starting telehealth 
using our electronic medical record (EMR) capabilities and a 
few providers when the pandemic struck.

The EMR telehealth function appeared too cumbersome for 
many patients, and it was changed to the more intuitive Doxy.
me platform during the pandemic and for longer-term use.

How did provider schedules change? Was there 
a protocol in place to change appointments to 
telehealth for at-risk patients, or was this provider-
driven?

We made telehealth adoption mandatory. All providers were 
given telehealth accoutrements and obtained a Doxy.me 
login. We also informed the public that telehealth was 
available. The frequency of telehealth was driven by provider 
and patient demand. Some early adopters saw patients 
completely through virtual modalities. Many patients were 
unable to connect due to bandwidth problems, lack of 
technical knowledge, or lack of computer access. In these 
cases, providers pivoted to clinic visits or telephone visits for 
those at highest risk.

Screening process confidence and PPE use prevailed, and 
in-person visits began to rise. Televisits remained at 35% 
of all visits in oncology but averaged 20% of all visits in the 
remainder of the clinics. Total clinic volumes (in-person and 
virtual) dropped to approximately 65% of pre-COVID levels, 
while in-person volume in the urgent care dropped to 45% of 
pre-COVID levels.

Were there any barriers to accessing telehealth 
for linguistically isolated and socioeconomically 
challenged individuals?

For the linguistically isolated, challenges were overcome 
using the language line. This is amenable to in-person exams, 
telephone encounters, and telehealth visits. A telehealth 
barrier is lack of internet access or computers. Smartphones 
are practically ubiquitous, but not for those most economically 
challenged.

Less than ideal, telephone visits are a backup when 
interactive audio and video are unavailable. Also, an individual 
may not have the technical knowledge to access a televisit. 
We learned that key staff members, such as medical 

continued from page 35
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assistants and registration personnel, have the skills to 
bridge that knowledge gap.

Do you have protocols for COVID-19 surges and 
the next public health emergency? Where will you 
be seeking guidance post-pandemic?

We continue to have small surges that are managed by 
current protocols. For the next pandemic, we will apply 
lessons learned, and we will not forget history. It isn’t clear 
how well we can maintain staffing during flu season. Never 
before has a new minor sore throat or slight cough been 
the cause of such staffing challenges.

For example, an employee with an ill child at home 
presents the dilemma of a potentially pre-symptomatic 
staff member. Our policy is if an employee’s family member 
tests positive, that worker must stay home for 14 days. 
These unprecedented staffing challenges can likely 
be met by increased staffing beyond what is needed 
for regular operations in anticipation of symptom or 
community exposure absenteeism.

Any operational pearls for reducing staff burnout 
while cultivating stakeholder engagement?

Research by Maslach et al. states that burnout is identified 
by emotional exhaustion, depersonalization, and lack of 

personal efficacy.1 Staff can burn out due to rapidly 
changing pandemic policies and potential exposure 
risks, resulting in personal inefficacy.

A culture of respect and inclusion may result in 
better interpersonal engagement between provider 
and patient. This may reduce feelings of emotional 
exhaustion and increase personalization. Patient 
access improves personal efficacy; an appreciative 
patient can help alleviate emotional exhaustion.

Providing this value may cultivate a meaningful 
work environment and enhance care team 
members’ wellness as they, too, navigate the U.S. 
health delivery landscape—during COVID-19 and 
beyond. o

Jeremy Rich, DPM, is Director of the nonprofit 
HealthCare Partners Institute for Applied Research 
and Education. He can be reached at hcpinstitute@
gmail.com. Randall Michel, MD, is Chief Medical 
Officer at Lompoc Health, and Paul Fry, PA-C, is 
Director of Ambulatory Services at Lompoc Health.

Reference:
1The Maslach Burnout Inventory Manual. 1997. Christina Maslach, 
Susan E. Jackson, Michael P. Leiter. The ScareCrow Press. 
Editors: C.P. Zalagutt and R.J. Wood.

Federal Policy Update...continued from page 11

REMOTE PHYSIOLOGIC MONITORING (RPM)

CMS Proposal:

CMS clarified Medicare payment policies for certain RPM 
services and proposed that:

• RPM can be used for both chronic and acute 
conditions.

• Medical devices should digitally upload patient 
physiologic data. CMS emphasized that this means the 
physiologic data is automatically uploaded; it is not data 
that is patient self-reported.

APG Comments:

We support the agency’s view that payment for RPM 
for both chronic and acute conditions is appropriate 
and agree with the proposal as it currently stands. 
However, we asked that CMS consider removing the self-
reported data restriction due to the realities of patients’ 
relationships with technology.

The proposal fails to acknowledge that the purpose of 
remote monitoring is not technological integration, but 
the ability to monitor patients in real time in order to 

offer the best care possible. Not all devices used are 
connected with each other, making the gathering of data 
more fraught than the proposal takes into account. Many 
senior patients also have issues with using technology—
as evidenced in the increase of audio-only technology 
services.

IN CONCLUSION

APG has been focused on ensuring that physicians 
have a stable stream of support from the Department 
of Health and Human Services and CMS while also 
advocating that the federal agencies work to alleviate 
near-term concerns and ensure the long-term viability 
of value-based programs and the move from volume to 
value.

APG is committed to transforming our current 
healthcare system toward a system focused on value-
based care and improved population health, quality, 
and patient experience. Our public comments on the 
Physician Fee Schedule proposed rule reflect our 
commitment toward advocacy in this area. We will 
continue to advocate for strong policies as debate in 
Washington continues. o
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save some of those things, but it would certainly be 
difficult and chaotic. And honestly, after 2020 and this 
pandemic, no one needs more chaos in their lives. 

What needs to happen for us to continue 
moving away from the current fee-for-service 
system to value-based care? 

The public needs to be brought in to see the benefit 
that value-based care has for them and for our health 
system. There is still a backlash from the ‘90s with 
HMOs and anything that smacks of “rationing care” or 
anything like that. But we are slowly moving to more 
value-based care and more care coordination, and I 
believe these two are linked and ultimately offer a better 
experience for patients.  Medicare Advantage (MA) 
plans are playing a role in that by allowing for more 
coordinated care. This has been incredibly popular in my 
district, where more than 70% of Medicare beneficiaries 
are choosing an MA plan.

I do think COVID will force a change away from fee-for-
service simply because, sadly, so many small providers 
and primary care providers may go out of business due 
to a severe reduction in people going to the doctor. We 
need primary care physicians—employers know that, 
insurance companies know that, and large medical 
systems know that—and so we need to find a way to 
make sure they can stay in business. That probably 
involves changing how they are paid and moving toward 
value-based care and away from a fee-for-service 
system. 

Racial and ethnic disparities in healthcare have 
been an ongoing problem in the U.S. What 
do you think will have the biggest impact on 
addressing this problem, and do you think we’re 
making progress? 

I do think we are making progress, but it is definitely 
not fast enough. COVID has shone a spotlight on racial 
and ethnic disparities in healthcare. Black Americans 
are dying at two times the rate of white Americans from 
COVID, and both Black Americans and Hispanic/Latino 
Americans are being hospitalized at more than 4.5 times 
the rate of white Americans. This spotlight and white 
America’s increased awareness of racial injustices—
including racial injustices that happen in the doctor’s 
office and in the hospital—will help fix this problem, but 
there is a lot of work to be done. It starts with making 
sure all people have a safe place to live, healthy food 
to eat, clean air to breathe, a healthy workplace, and a 
healthy neighborhood.

Before COVID, there was a lot of work being done in 
Congress to address abysmal maternal mortality rates 
in this country, particularly among Black women. I was 
proud to be one of the founding members of the Black 
Maternal Health Caucus, which was founded by my 
colleagues Congresswomen Lauren Underwood and 
Alma Adams. The fact that maternal mortality in this 
country has been increasing and that Black women are 
three to four times more likely to die from pregnancy-
related complications than white women is really 
criminal. 

Making sure the spotlight stays on racial inequities in 
healthcare once COVID is a distant memory will be 
important, because if we don’t work on fixing this, then 
we are just going to see this play out again when the 
next pandemic hits. The adage “When white America 
catches a cold, Black America gets pneumonia” has 
been brought up a lot during this pandemic and has 
never rung more true. It is sad, it is intolerable, and it 
needs to change. 

What have been the top highlights of your 
career in healthcare so far?

Some of the things I have been most proud of are the 
work I did to pass and implement the Children’s Health 
Insurance Program. Ensuring kids have access to health 
insurance and healthcare is just one of the most critical 
and compassionate things to do. It makes for healthier 
adults, communities, and families. 

When I was at HHS, I was pleased to oversee the 
installation of a plaque at HHS with a quote from 
Hubert Humphrey that says, “It was once said that the 
moral test of government is how that government treats 
those who are in the dawn of life, the children; those 
who are in the twilight of life, the elderly; and those who 
are in the shadows of life, the sick, the needy, and the 
handicapped.” 

The work I am most proud of centers around that—what 
can I do to help our country pass that moral test.  

As mentioned earlier, I was proud that in my time at HHS 
I increased childhood vaccination rates. But I also made 
the flu vaccine free for those on Medicare, saving many 
lives. And I was proud to work with partners like the 
American Academy of Pediatrics on the “Back to Sleep” 
campaign to prevent sudden infant death syndrome 
(SIDS). In 1994, we started the Back to Sleep campaign 
to get the word out that having infants sleep on their 
backs was safer. Between 1993 and when I left as 
Secretary, the rate of babies dying from SIDS each year 
had been cut by more than half. o

Congresswoman Donna Shalala...continued from page 13
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