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From the President

Members and friends,

Welcome to the Summer 2021 issue of the Journal. Although our daily lives 
continue to be impacted in many ways by the COVID-19 pandemic, APG remains 
hard at work on behalf of our members and value-based care. 

Over the past 18 months, APG, like many other organizations, hunkered down and 
used videoconferencing technology to its fullest extent. This pandemic was not 
going to stop us from continuing our mission to support APG members and promote value-based care. We forged 
ahead and held a very successful virtual Colloquium last November. We also transitioned all of our in-person regional 
and committee meetings to virtual events—and didn’t skip a beat!

Earlier this year we produced Value-Based Contracting: An Essential Guide for Physician 
Organizations—a special members-only resource that we are very proud of. And we recently formed two new 
important groups: the APG Direct Contracting Coalition and the APG Heath Equity and Social Justice 
Collaborative. Visit www.apg.org to learn more about these and other developments.   

Speaking of forging ahead: Have you made plans to register for the APG Annual Conference 2021 – Emerging 
from the Pandemic: The Path Forward, Dec. 9-11, 2021, at the Marriott Marquis San Diego Marina? 
We have another outstanding program planned for you with inspiring keynote speakers—including Andy Slavitt, 
Charity Dean, MD, MPH, and Dan Mendelson—and a number of excellent pre-conference and breakout sessions.

Be assured that APG is closely following pandemic-related developments. Safety is our top priority, and all 
Conference attendees will need to attest that they have been fully vaccinated for COVID-19. We will follow all CDC, 
state, and local requirements that exist at the time of the Conference, such as social distancing, masking, etc.     

With that, I would like to highlight just a few articles in this new issue: 

• In Breaking Down the Benefits of CMS Direct Contracting, Clive Fields, MD, of VillageMD, and Gary 
Jacobs, MPA, Co-Chair of the APG Direct Contracting Coalition and also with VillageMD, explain the benefits 
and importance of the new CMS direct contracting payment model—and why it heralds a new era in healthcare 
reimbursement for Medicare beneficiaries with traditional Medicare benefits. 

• In Advancing the Health Equity Movement Forward, Adrianne Wagner, MHSA, FACHE, from The 
Everett Clinic and The Polyclinic (part of Optum)—and a Co-Chair of APG’s Health Equity and Social Justice 
Collaborative—tells us why achieving health equity takes more than a slogan, training, or hiring a chief diversity 
officer. Instead, it is sometimes a painful and uncomfortable journey toward a destination. 

• APG Contracts Committee Co-Chairs Norman Davidson from Adventist Health and Andrew Gil from Optum 
give us a snapshot of their committee’s recent work—including how the group has helped APG members respond 
to health plan actions on COVID-19 testing and vaccinations.  

• In Using Texting and Mining to Improve Pediatric Care, APG Pediatric Committee Co-Chair James 
Slaggert of Children First Medical Group describes how his group pivoted to text messaging parents to help 
increase well-child visits and pediatric vaccinations during the COVID-19 pandemic.     

I look forward to seeing you in person at the Annual Conference 2021 in San Diego! o

Stay healthy,
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A MESSAGE FROM DON CR ANE , PRES IDENT AND CEO

AMERICA’S PHYSIC IAN GROUPS

Don Crane, 
America’s Physician Groups 

President and CEO

Chronically and critically ill patients often need 
acute care after their stay in an intensive care or 
medical/surgical unit. While these medically complex 
patients make up a small part of overall care delivery, 
it is critical to identify the appropriate care setting 
for them in order to decrease the risk of costly 
rehospitalization.

Kindred Hospitals deliver efficient care through 
specialized programs that improve outcomes and 
patient satisfaction. Our physician-led interdisciplinary 
teams help reduce avoidable readmissions and guide 
patients home or to a lower level of care.

The Right Care  
at the Right Time

Visit kindredmanagedcare.com to request a conversation about how Kindred Hospitals’ level of service 
can help manage your critically complex patients.

Daily Physician Oversight • ICU/CCU-Level Staffing • ACO Expertise 
Disease-Specific Certification from The Joint Commission

WF269408 HD - Media - Print Ad - JAPG - The Right Care at the Right Time.indd   1 6/15/21   9:10 AM
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APG members can learn and share 
knowledge and resources through a variety 
of committee and regional meetings. These 
meetings take place regularly and help 
address focused topics and regional issues 
of member groups.

Regional Meetings
Northeast 
Tuesday, September 14

Northwest 
Thursday, September 23

Northern California 
Thursday, September 23

San Diego 
Tuesday, September 28

Southeast 
Thursday, September 30

Midwest 
Tuesday, October 5

Southwest 
Tuesday, October 12

Inland Empire 
Wednesday, October 13

Mountain 
Thursday, October 14

News and Events

8 l JOURNAL OF AMERICA’S PHYSICIAN GROUPS    Summer 2021

2021 APG Annual Conference
Emerging From the Pandemic: 
The Path Forward
December 9–11 
Marriott Marquis, San Diego Marina

Webinar Wednesdays
Wednesday, September 8
Wednesday, October 6
Wednesday, December 1

For information on all APG events, 
visit APG.org. o
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“opt-out” feature, but only 
4% of message recipients 
have chosen to opt out 
from the texts.

Our next text messaging 
outreach will be focused on 
pediatric behavioral health.

IDENTIFYING GAPS IN 
CARE

To complement the texting 
program, we are also in 
the process of working 
with Cozeva to build 
a data extraction tool 
aimed at identifying gaps 
in care as quickly as 
possible.

The goal is to make sure 
we are not notifying 
members of needed 
preventive care visits 
when those visits have 
already happened. These 
miscommunications 
cause frustration among 
families and PCPs.

With this new tool, data will feed directly into the texting 
system to provide preventive care notices as accurately and 
rapidly as possible. We are targeted to go live in the fourth 
quarter of 2021. 

We are confident that the combination of these two 
initiatives, led by our Chief Medical Officer, James Florey 
MD, will improve the health of our children, increase family 
and physician satisfaction, and provide a measurable 
improvement in our HEDIS metrics. o

James Slaggert is CEO of Children First Medical Group, a 
pediatric IPA in Oakland, California, with 550 physicians 
serving 48,000 children and their families through 
California’s managed Medi-Cal program. He is Co-Chair of 
APG’s National Pediatrics Committee.

As the COVID-19 pandemic progressed through 2020 
and into 2021, one of the adverse impacts to the pediatric 
population was a material decrease in well-child visits 
and timely pediatric immunizations. Even with swift and 
widespread adoption of telehealth visits among our 
primary care (PCP) practices in early 2020, Children First 
Medical Group still experienced a drop in the volume of 
preventive care services.

There were many reasons for this decline, but a major 
influence was parents not wanting to potentially expose 
their children to COVID-19 during the strict social and 
business lockdown in California. Our physician practice 
locations implemented appropriate sanitary measures, 
separated well-child and sick-child visits, and increased 
the use of personal protective equipment (PPE) to protect 
children, families, and clinical staff. This was a big help, 
but there was still hesitancy among many parents to 
physically go to pediatric offices.

REACHING FAMILIES VIA TEXT

To help bring members and parents back to preventive 
care, our Board in early 2021 approved a text messaging 
program in partnership with ConsejoSano. The program 
allows us to easily notify parents when children are due 
for preventive visits—and relieve that notification burden 
from our PCP offices and IPA provider relations staff. 

In addition to providing appropriate care to our pediatric 
patients, at the IPA level we are required to meet 
minimum performance levels on HEDIS metrics. These 
were the two main drivers that justified our investment in 
the program. 

Our initial focus was on well-child visits and 
immunizations for children 2 years old or younger. This 
population represents nearly two-thirds of our members. 
Text messaging is limited to 160 characters, so part of 
the message was intended to drive people back to our 
website for additional details.

Based on our web traffic statistics, this has been 
extremely successful. Texting is available in languages 
defined by family preference, but the feedback has been 
that most prefer English messaging. There is also an 

Using Texting and Data Mining to 
Improve Pediatric Care
BY JAMES SL AGGERT

“Data will feed 

directly into the 

texting system to 

provide preventive 

care notices 

as accurately 

and rapidly as 

possible.”
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APG’s Advocacy for Direct Contracting Pays Off

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

APG has been extremely invested in the success of the Global and Professional 
Direct Contracting (GPDC) model—a set of two voluntary risk-sharing options 
aimed at reducing expenditures and enhancing quality of care for beneficiaries 
in Original (fee-for-service) Medicare.

The GPDC model is the next evolutionary step in alternative payment models 
and in moving healthcare away from volume and toward value. Our members 
have been heavily anticipating this direct contracting model and are excited 
about the potential it offers both providers and beneficiaries.

Providers and organizations have also made extensive financial investments to 
prepare for the launch of GPDC. Some of our member groups have been exiting 
models like Comprehensive Primary Care Plus (CPC+) and Next Generation 
ACO—as well as preemptively managing patients as if they have already been 
attributed to their practices.

APG’s advocacy efforts on the direct contracting model recently resulted 
in some positive news for the program—and for applicants who want an 
opportunity to join.

SHOCKING NEWS

In early April, the Center for Medicare & Medicaid Innovation (CMMI) announced 
that, starting Jan. 1, 2022, it would no longer solicit applications from new 
organizations interested in participating in GPDC. The announcement came as 
a shock to APG and many of our member organizations that were interested in 
applying for the model and had begun making investments and preparations to 
apply next year.

Preventing those organizations from entering the model next year would have 
the effect of forcing them into such programs as the Medicare Shared Savings 
Program (MSSP), where they would be unable to take advantage of GPDC 
elements such as enhanced benefits for the beneficiaries. The transition 
from programs like MSSP into GPDC was meant to be a bridge not only for 
organizations moving toward greater risk and the ability to pay providers, but 
also for the overall movement toward value.

Medicare beneficiaries who stood to gain from the launch of the model would 
be the most affected by CMMI’s decision. The capitated payments within GPDC 
allow for claims payment that facilitates functional relationships with providers 
across the care continuum and deliver enhanced benefits to those beneficiaries. 
The design of GPDC also reinforces direct contracting entities’ investments in 
underserved communities by establishing greater access points, and it engages 
the network to establish programs beyond those currently prevalent in Medicare 
today.

Federal Policy Update

“The slight change 
in policy opens 
the door a bit 
more for 
additional 
applicants to 
the Global and 
Professional 
Direct Contracting 
model.”
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APG’S ADVOCACY

In response to the challenges and issues presented 
by CMMI’s decision, APG began a diligent campaign 
to communicate the value of the GPDC model in 
Washington—both on Capitol Hill and within 
the relevant federal agencies—and 

formed the 
APG Direct Contracting Coalition to organize 
an advocacy strategy.

That strategy included educating congressional 
offices and drafting correspondence to the 
Department of Health and Human Services and CMMI 
on the need to reopen the portal for applications and 
accept new applicants.

Just one month later, our advocacy resulted in some 
success. On May 21, the Centers for Medicare & 
Medicaid Services (CMS) announced that it would 
be offering eligible Next Generation ACOs the 
opportunity to participate in the GPDC model test 
(after CMS opted not to extend or expand the Next 
Generation ACO model).

In explaining its decision, CMS cited many of the 
same arguments about the value of GPDC that the 
APG Direct Contracting Coalition had spent the 

month making in its conversations with 
high-level agency employees about 
the model. Specifically, CMS noted that 
the GPDC model is a similar high-risk 
financial arrangement and alternative 
payment mechanism that can utilize Next 
Generation ACOs’ operational capacity 
and processes to do the value-based 
healthcare transformation work that they 
have built over the course of that model.

This slight change in policy opens the 
door a bit more for additional applicants 
after the original decision from CMMI to 
close the program completely. It is also 
a testament to the work that APG and 
its members have put in to advocate on 
behalf of our members’ interests. o
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California Considers Provider Cost Targets

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

The current session of the California legislature has focused on 
affordability, access, and equity within the statewide healthcare 
marketplace. Gov. Gavin Newsom also opened 2021 with a state budget 
proposal to create the Office of Health Care Affordability. As I wrote in the 
Spring issue of The Journal of America’s Physician Groups, the legislature 
picked up this “Office” concept and introduced Assembly Bill 1130 to vet it 
further.

The concept is derived from the Massachusetts Health Policy Commission 
model. Like that model, it would create a statewide oversight body to 
monitor cost trends in the healthcare market—and intervene when these 
costs become excessive in relation to the total state domestic product.

California already enacted AB 80 in 2019, which created the statewide 
Health Care Payments Database (HPD)—an all-payer claims database that 
will launch in early 2023. The HPD will form the foundation of all activity by 
the future Office of Health Care Affordability. 

CONTROLLING COST ESCALATION 

The Office of Health Care Affordability, or “OHCA” as it’s now being called, 
would have the authority to monitor costs through this HPD database and 
to set cost targets for the state as a percentage of California’s domestic 
product growth.

In Massachusetts, cost targets have been set in a range from 3% to 4% 
of its state domestic product. California would take it a few steps further, 
by eventually issuing targets on a regional basis and perhaps even on an 
entity basis. 

OUTLIER PENALTIES

Another feature of AB 1130 that reaches beyond the Massachusetts 
experience is that it would give OHCA the ability to impose enforcement 
requirements and penalties on health plans and providers that are 
designated as cost “outliers.”

The legislation will include a range of progressive enforcement. This would 
begin with a meeting between the “outlier” and OHCA—and could progress 
to a corrective action plan, a hearing with rebuttal rights, and eventually 
to monetary penalties. The penalty provisions are similar to the way that 
medical loss ratio noncompliance is handled under the Affordable Care 
Act—the amount outside of the cost target guardrails would be refunded to 
payers. 

Policy Briefing

“The Office of 
Health Care 
Affordability 
legislation 
is vast and 
ambitious—
and very 
controversial. 
Will it move 
forward?”
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WHAT COULD POSSIBLY GO WRONG?

Proponents of AB 1130 want strategic oversight 
of the California healthcare market, similar to what 
Massachusetts has accomplished. However, they 
want “teeth” in the legislation, which of course 
creates concerns for providers—who are on the 
receiving end of this proposed policy. Some of 
these concerns include:

• Will cost targets squeeze efficient provider 
performers to maintain statewide and regional 
growth caps?

• For higher-cost providers, will California’s low-
pay Medicaid market be taken into account 
when considering cross-subsidization in the 
commercial HMO and PPO market?

• Will there be a level playing field of all providers 
subject to both measurement and enforcement?

• Will there be increased administrative 
burdens, including informational 
filings that are time-
consuming and costly 
for payers and 
providers?

• Will the Health Care Payments Database be 
robust and accurate, since “outlier” determinations 
will be based on analysis of its information?

• Will OCHA impact certain proprietary information 
within provider organizations, such as physician 
income, profit, and cross-subsidization from 
various payer sources?

California is the nation’s largest state, with 40 million 
people, hundreds of facilities, thousands of medical 
groups, and over 120,000 individual physicians. Our 
state includes at least seven regions that act and 
perform differently in terms of market dynamics.

The OHCA legislation is vast and ambitious—and 
very controversial. Will it move forward? We should 
know by mid-September. One thing is certain: This 
will not be the last attempt at such a concept, and 
California will not be the only state to pursue the 

Massachusetts model. Change will 
eventually occur. o



BY ADR IANNE WAGNER , MHSA , FACHE

Health equity is a journey toward a destination. And while it can be painful, 
uncomfortable, and easy to give up on, we must keep moving forward 
together—even if the first steps we take seem small.

As we march quickly past the one-year mark of a renewed movement toward 
health equity and social justice, I want to share some learnings about what 
health equity is—and importantly, what it is not—and suggest next steps. 

HEALTH EQUITY IS NOT CREATED BY POSTING A SIGN, FLAG, OR 
SLOGAN.

Making public declarations either to your team or to your patients isn’t an 
achievement in itself. Letting people know that it’s a safe place to have 
discourse, holding space for courageous and gracious conversations, and 
setting expectations for conduct and behavior is really the starting point to 
ensure that everyone has equal access to affordable, quality healthcare—
when and where they need it. Stating intentions is a way to identify and 
remove barriers and close gaps in care to make health equity a reality for 
everyone.

IT’S NOT A ROUTINE OF OFFERING “LAND ACKNOWLEDGMENT” 
STATEMENTS AT MEETINGS.

It’s likely that all of us are reading this with our feet on occupied, stolen 
land. As we begin our meetings with words about respect and honoring 
indigenous people, we should consider whose land we are on and the impact 
the occupation of that land had on them, their families, and their future 
generations. If done with authenticity and thoughtful regard, these words 
should change our thoughts, actions, and the ways in which we move forward 
on that land.  

HEALTH EQUITY IS NOT ACCOMPLISHED BY DOING TRUST FALLS 
OR PRIVILEGE WALKS.

Building authentic leaders who garner the trust of their teammates is 
essential, however, and leading by example can have a powerful effect. 
Assembling a strong, vast network of allies who notice and lend their privilege 
is critical in impacting our choices and behaviors.

I’ve found that some of the most powerful conversations I’ve had in the past 
18 months have come as a result of an email where I acknowledged an event, 
offered support, and then made space available for people to use or not use 
this support as they wished. Building this trust and making space has allowed 
people to raise concerns, grieve in community, and be heard in ways that 
wouldn’t have been possible if we were all traveling alone on this journey. 
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“I hope we stay in 
our discomfort, 
continue to 
challenge one 
another, and 
share our stories 
of trial and 
success (and 
failures, too).”

ON THE COVER

Advancing the Health Equity Movement Forward

Member Spotlight
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HEALTH EQUITY ISN’T A TRAINING, EITHER.

I very naïvely thought I could create equity and stimulate 
change by simply having a training. Building a common 
language and understanding is one of the key objectives 
of training. Learning about how our history and long-rooted 
actions have contributed to healthcare disparities like 
higher rates of mortality for Black pregnant and birthing 
people, alarmingly high rates of depression and suicide for 
LGBTQ+ youth, and higher-than-average COVID-19 death 
rates in Black, indigenous and people of color (BIPOC) 
communities can help us seek better solutions.

But first, in order to have effective learning and unlearning, 
we need to normalize the conversation and be willing to 
admit that these disparities exist everywhere. Likewise, 
finding solutions for these disparities will lift up everyone 
and make us all better.

IT’S NOT ABOUT A CHIEF EQUITY OR DIVERSITY 
OFFICER.

This role is important, but a single person cannot be 
accountable or responsible for changing an entire culture. 
If you hire someone into such a position, change comes 
with listening to that person, being honest with him or 
her about your faults and weaknesses, amplifying and 
supporting the officer’s ideas for improvement, and 
sometimes getting out of the leader’s way or pulling down 
a barrier so change can move forward.

IT’S NOT JUST A DATA POINT OR A GRAPH.

Showing that you have a multicolored pie chart 
representing your staff or population served means 
nothing if it’s not used to show 
how you’ve disaggregated the 
data to really drill down into 
meaning—meaning that drives 
action.

Or worse, that pie chart is 
also worthless if it’s filled 
with errors because your 
organizational culture is 
one where some are not 
comfortable asking the 
questions about race, ethnicity, 
language, or gender identity. 
This discomfort can lead to 
assumptions or incomplete 
patient demographic 
information. Then we aren’t 
able to learn where disparities 
are present. 

IT IS MOST DEFINITELY NOT A BADGE OF 
HONOR.

Performance and achieving results are important in this 
work. Someone in the last year challenged me to always 
make sure that my “walk-to-talk ratio was 1:1,” and I 
think about that every single day. But all talk and little 
walk is really what is meant by “performative allyship,” 
and it is one of the many ways we get in our own way in 
this journey.  

The last year has shown a lot of places where we 
have taken detours and long pit stops on our journey. 
It has demonstrated the real strength and power and 
endurance of white supremacy. It has shown us our real 
priorities and commitments and all the ways those fall 
short.

HEALTH EQUITY IS ABSOLUTELY A JOURNEY OF 
GROWTH.

We’ve had deep conversations (difficult ones), 
recommitments, and unlearning. As this year and 
the next year pass, I hope we stay in our discomfort, 
continue to challenge one another, and share our 
stories of trial and success (and failures, too). I hope 
with each step of the journey we remember why we 
started and keep going, together. o

Adrianne Wagner, MHSA, FACHE, is Regional Vice 
President, Quality and Patient Safety for The Everett 
Clinic and The Polyclinic, Part of Optum. She is Co-
Chair of APG’s Health Equity and Social Justice 
Collaborative.
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Breaking Down the Benefits of CMS 
Direct Contracting 
BY CL IVE F IELDS, MD, AND GARY JACOBS, MPA

The Centers for Medicare & Medicaid Services (CMS) made a groundbreaking 
new payment model available to primary care providers this April—heralding a 
new era in healthcare reimbursement for Medicare beneficiaries with traditional 
Medicare benefits.

Direct contracting, supported by the establishment of direct contracting entities 
(DCEs), builds on the previous Medicare Shared Savings Program (MSSP) and 
NextGen Accountable Care Organization (ACO) models. It leverages lessons 
learned while maintaining the flexibility and access Medicare beneficiaries have 
grown accustomed to. 

Direct contracting (DC) gives those that elect to become participant providers 
(PPs) the ability to move away from fee-for-service to a prospective, value-based 
payment model. The program’s goals are to improve clinical quality for Medicare 
beneficiaries while reducing the total cost of care. At the same time, the model is 
designed to provide a predictable revenue stream for providers and the ability to 
coordinate care to improve outcomes.

ALIGNING WITH VALUE-BASED PRIMARY CARE

Direct contracting aligns healthcare outcomes with healthcare reimbursement, 
recognizing the skills needed to coordinate and manage complex patients 
between office visits.

Instead of limiting PCPs (including physicians, nurse practitioners, and physician 
assistants), direct contracting empowers and incentivizes them to not only 
manage their patients’ outpatient visits but to also coordinate care across all 
levels of complexity and sites of care. 

A total-cost-of-care reimbursement model incentivizes providers to develop 
individualized and comprehensive treatment plans focused on improved clinical 
outcomes. Equally important, DCEs help providers meet the needs of medically 
complex patients through benefit waivers, preferred networks, and access to 
comprehensive patient-level data.

RISKS AND BENEFITS

What should providers expect when they elect to participate in the DC model? 
What are the upsides? What are the risks?

Let’s start with risk. DCEs can choose to assume up to 100% risk on the total 
cost of care of their attributed population. Well-designed DCEs will assume 
the downside financial risk, protecting their providers from this exposure while 
allowing participation in any upside. Very few physician groups will be able to 
tolerate the downside risk, and even fewer will have the tools needed to measure 
and monitor their performance. That means it’s vital to partner with a DCE that is 
prepared to assume financial risk. 
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“What should 
providers expect 
when they elect to 
participate in the 
direct contracting 
model?”

Clive Fields, MD

Gary Jacobs, MPA



This is critical for participant providers to understand. To 
reiterate: Although CMS describes DC as a risk-sharing 
arrangement, there is little to no risk for PPs who adopt 
the voluntary DC model—and who contract with a DCE 
that assumes financial risk and selects the appropriate 
risk arrangement option with CMS.

DCEs must also invest in and use advanced technology 
to support direct contracting. Ultimately, the DCE is 
financially accountable to CMS for the quality and cost 
of care furnished, leaving providers free to focus their 
efforts on providing the best and most efficacious patient 
care.

Providers benefit in multiple ways, including:

• The DCE puts clinical waivers and data in their hands 
to best serve their patients.

• Providers are not limited in the type or level of 
care they can provide, and they can choose how to 
deliver care between office visits, using all available 
technology.

• Providers are paid a fixed monthly amount for each 
patient, which offers a defined, reliable revenue 
stream. This frees up providers to focus on clinical 
outcomes, not volume of services.

• Because patient attribution changes annually, direct 
contracting encourages and incentivizes long-term 
clinical relationships.

• DCEs allow PCPs to expand their practices into 
underserved communities through their capitated and 
total-cost-of-care payment. This will help broaden 
PCPs’ ability to deal with the challenges created by the 
inequities and disparities that exist in our healthcare 
system today and to address social determinants of 
health in a more significant way.

Patient benefits are significant because the DC model 
gives patients access to innovative and enhanced 
benefits without the restrictions typically associated with 
Medicare Advantage (MA) plans or traditional Medicare 
supplemental insurance (Medigap). For example, special 
authorization is not required for home-based care, 
telehealth consults, or skilled nursing. Plus, patients have 
the flexibility to attribute themselves to a primary care 
provider, or CMS will assign a patient to whomever has 
provided the preponderance of primary care.

WHY PARTNER WITH A DCE?

Meeting the challenges of a new CMS payment model 
can be difficult. DC changes the skills needed to be 
successful, redefining both clinical and economic 
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responsibilities. Managing patient data, contracting 
directly with CMS, and managing allocated CMS 
budgets are skills not typically found inside a clinical 
organization.

Without an experienced DCE partner, medical 
groups may find themselves bearing unexpected 
risks and increasing clinical and nonclinical 
expenses.  

In this new risk-sharing model, CMS assigns each 
DCE a financial benchmark. This is calculated per 
beneficiary per month and risk-adjusted for the 
DCE’s population type, the aligned beneficiaries’ 
historic claims costs, and the DCE’s selected model. 
If the DCE successfully keeps costs lower than this 
financial benchmark, it earns the shared savings. 
Conversely, if the medical expenses of its attributed 
population exceed the benchmark, the DCE will owe 
CMS the difference.

PCPs will have a choice of DCE partners. Those 
with a track record of managing costs in a Medicare 
population—especially DCEs with success in 
the NextGen ACO—are most likely to succeed. 
The DCE should also have local expertise and 
established relationships that can be leveraged on 
behalf of its participant providers and their patients. 
Lastly, a DCE should be experienced at taking in 
CMS data and providing timely reporting, driving 
better clinical outcomes. 

THE FUTURE OF HEALTHCARE

Government and commercial payers continue to 
promote clinical models aligned with prospective 
total-cost-of-care payment models. This alignment—
with a focus on clinical outcomes over clinical 
volume—is the future of healthcare delivery and 
reimbursement.

The DCE is another opportunity for PCPs to align 
with like-minded colleagues and partner with an 
entity that brings the experience, technology, and 
financial strength needed for success. o

Clive Fields, MD, is Co-Founder and Chief Medical 
Officer at VillageMD, a national leader in value-based 
primary care through its practices, Village Medical. 
He is a member of America’s Physician Groups. Gary 
Jacobs, MPA, is Executive Director of the Center for 
Government Relations and Public Policy at VillageMD 
and Co-Chair of the new APG Direct Contracting 
Coalition.



APG Contracts Committee Helps 
Members Thrive in Value-Based Care
BY NORMAN DAV IDSON AND ANDRE W GIL

Words matter. And in our industry, words in the contract between a 
provider group and health plan matter most of all. These contracts are 
the basis of the operational activities physician groups provide to health 
plan members.

At the start of our APG Contracts Committee meetings, we often jest 
that ours is the most important group at APG. After all, the contracts 
that are negotiated drive the actions taken by all the other committees. 

APG’s Contracts Committee meets quarterly in a virtual setting. The 
members represent groups of all shapes and sizes. There are large 
groups covering large geographies with sophisticated support systems. 
There are small groups in small towns with third-party support systems. 
And there is everything in between. The institutional knowledge of these 
members allows all participants to learn from one another and to apply 
proven, winning ways to their organizations.

A BREADTH OF EXPERTISE

There is always an abundance of contract issues, and our virtual 
meetings have generated greater participation from across the country. 
In addition to covering basic contracting issues, the committee this year 
produced APG’s Value-Based Contracting Manual: An Essential Guide 
for Physician Organizations.

Committee participants bring a wide breadth of expertise and 
experience to guide fellow APG members. Over the last several years, 
for example, our extensive committee network has been vigilant in 
serving as a warning system for transgressions by health plans and 
other entities. 

For example, the pandemic in particular has created an intersection of 
regulation over COVID-19 testing and vaccinations. Health plan actions 
in this area have often been unilateral, resulting in uncertainty among 
physician groups about providing services and about their financial 
responsibility. The Contracts Committee has focused on regulation as a 
reference point and helped APG members with options for responding 
to health plan actions.

Due to the pandemic’s home-based work environment, some health plan 
staff have been working less as a team and more as individuals. This 
has often resulted in plan standards being inconsistently applied to APG 
members. Again, our committee was able to alert our members to this 
issue. 
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“Committee 

members 

learn valuable 

information 

to help their 

organizations 

better operate 

in the value-

based care 

continuum.”

Norman Davidson



SUCCESS IN VALUE-BASED CARE

A unifying agenda item for APG members across 
the country has been the evolution of Medicare 
value-based care programs. Our Contracts 
Committee sits in a great position to guide members 
into these new Medicare programs.

Some committee members have extensive 
experience with Medicare risk-based contracting 
care programs and are able to help members 
in other areas of the country. Others bring their 
experience with less-risky arrangements, which 
allows APG to opine on the full continuum of 
Medicare value-based care arrangements. As 
Medicare goes, commercial and Medicaid programs 
often follow. 

California members also benefit greatly through 
APG’s relationship with applicable state regulatory 
agencies. Our meetings periodically allow 
participants to interact with regulators and give 
input on issues that are near and dear to provider 
groups.

As the state develops new programs for 
beneficiaries, our committee members can provide 
input on the shaping of these programs 
to best allow for delivering healthcare 
services—through delegated provider 
groups—to those who need them 
the most. APG can provide clear 
and definitive data that shows the 
delegated model of healthcare, 
driven through physician groups, 
delivers better outcomes 
at lower costs. APG 
members can use this 
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information to their advantage in obtaining good 
contracts with health plans. 

In summary, the APG Contracts Committee helps 
APG members with all things related to their health 
plan contracts. Committee members learn valuable 
information to help their organizations better 
operate in the value-based care continuum. Join 
the committee, learn from your peers, and have a 
good time doing so! o

Norman Davidson is Director, Plan and IPA 
Operations, at Adventist Health, and Andrew Gil is 
Director of Payor Contracting at Optum. They are 
Co-Chairs of the APG Contracts Committee.

To join the APG Contracts Committee, 
please contact Jennifer Jackman, APG 
Vice President of Business Development, 
at jjackman@apg.org.
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The Benefits of Accreditation for 
Healthcare Organizations
BY SCILL A OUTCAULT AND JUST IN FR A ZER

It can be difficult for a healthcare organization to justify the effort and expense 
of becoming accredited by a third-party organization if that accreditation is not 
required in the jurisdiction where it operates. Organizations often determine 
that limited financial and human resources could be better used elsewhere—
expanding the market or pursuing other revenue-generating initiatives.

However, this fails to recognize the true value of accreditation. Not only can the 
process of obtaining accreditation prevent larger regulatory and compliance 
violations in the future, but it also offers a competitive advantage within a 
saturated market. 

As federal and state entities—including the Centers for Medicare & Medicaid 
Services (CMS) and state departments of health—continue to prioritize 
compliance audits, all healthcare organizations should ask themselves if they 
can demonstrate: 

1. Knowledge of the regulatory environment

2. Operational compliance in that jurisdiction

3. A culture of high ethical and professional standards 

4. A solution to reduce or eliminate government-issued sanctions for potential 
partners 

Although it is common practice to wait for an external compliance inquiry before 
seeking accreditation, this reactive approach represents a missed opportunity. 

WHAT IS COMPLIANCE IN HEALTHCARE?

As a legal entity, every healthcare organization is required to follow the 
corporate laws in the states in which it operates. But “healthcare compliance” 
far exceeds any one state’s corporate laws. It is a complex set of defined 
operational requirements and/or benchmarks that must be adhered to in 
delivering healthcare to consumers in accordance with various regulations and 
contracts with government agencies.

For example, when determining whether a network provider’s proposed 
treatment is approved or denied, the organization must adhere to requirements 
regarding response time, member communications, provider communications, 
and the resulting appeals process.  

Until the Affordable Care Act (ACA) was passed in 2010, healthcare 
organizations were not required to document their compliance to CMS or their 
state departments of health. However, Section 6401 of the ACA requires 
that healthcare providers establish a compliance program as a condition 
of participation in Medicare, Medicaid, and the Children’s Health Insurance 
Program (CHIP). 

“Accreditation 
can prevent a 
costly compliance 
inquiry and 
distinguish an 
organization as 
best in class.”

Scilla Outcault

Justin Frazer
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Restrictive regulatory requirements make it difficult 
for healthcare organizations to implement operational 
initiatives that would allow differentiation from 
competitors through strategic growth, improved 
delivery, cost-saving reductions, or defining 
performance benchmarks. All aspects of operations 
are codified in a regulation or government contract—
everything from billing, to defining adequate provider 
networks, to advertising, to member mailings, 
to addressing member grievances, and even to 
communicating with a member.

Despite these myriad and often changing requirements, 
many organizations do not conduct periodic audits 
to proactively determine their compliance with the 
applicable governing authority. Other organizations 
operate without a compliance program entirely. This 
type of reactive approach can prove costly when 
instances of noncompliance are discovered, resulting in 
financial penalties and other enforcement actions. 

In contrast, by becoming accredited, healthcare 
organizations are broadcasting to regulators, potential 
business partners, consumers, and their own 
employees, that they hold themselves to an elevated 
standard and operate in conformance with all state and 
federal laws. Accreditation is a sign of quality and an 
important consideration in evaluating an organization.

Adhering to accreditation standards also helps 
healthcare organizations avoid the submission of 
fraudulent claims, reduce the chances of insurance 
billing audits, and avoid unethical business conduct, 
as well as conflicts of interest in everyday practice 
and vendor arrangements. And through increased 
awareness and understanding of compliance, 
employees are more capable of responding to 
and reporting problems—becoming integral parts 
in ensuring an organization’s capacity to sustain 
compliance.

DEMONSTRATING 
COMPLIANCE TO A 
POTENTIAL PARTNER

Given the heightened scrutiny 
that regulators and business 
partners are placing on their 
contractors, a healthcare 
organization’s ability to 
demonstrate knowledge of, 
and adherence to, regulatory 

requirements should be a core part of its strategic plan 
and business development approach.

As these organizations strive to differentiate themselves 
and aim to be “best in class,” they should seriously 
consider incorporating accreditation from a reputable 
accreditation agency into their compliance programs. 

The benefits of accreditation, recognition, and 
certification include: 

• National recognition, including by insurance 
companies and other third parties

• Being fully qualified for reimbursement from certain 
insurers or other payers

• Demonstrates commitment to excellence in quality, 
accountability, and patient safety

• Advantage over competitors

• Improved risk management and risk reduction 

• Fulfills state regulatory requirements

• Provides a framework for creating organizational 
structure and management 

• Offers structured opportunities for ongoing education 
and training 

• Establishes deeming status for Medicare 

• Creates standardization and consistency for 
processes across the organization 

• Potential reduction in liability insurance costs

• Provides a mechanism to ensure the organization is 
current with healthcare regulations 

• Improved customer satisfaction ratings 

• Assures privacy and confidentiality of protected 
health information 

• Supports continuous quality improvement efforts

continued on next page
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DIFFERENCES IN ACCREDITATION

In healthcare, there are four generally accepted 
accreditation bodies:

• National Committee for Quality Assurance 
(NCQA)

• Utilization Review Accreditation Commission (URAC)

• The Joint Commission (TJC)

• Center for Improvement in Healthcare Quality (CIHQ)

In the table below, we have compared these 
accreditation bodies across a number of elements, 
including applicable healthcare settings, accreditation 
timing, and acceptance. 

Comparison 
Element NCQA       URAC           TJC                 CIHQ

AKA      Gold Standard                    Gold Star      Market Leader                   Practical
                 (Easier)

Healthcare 
Settings

Accreditation 

Timing

• Health Plans (HMOs, 
PPOs)

• Physician/Hospital 
Networks  

• Medical Groups 

• Sole Practitioners

3 years for accreditation

2 years for certification 

3 years for recognition 

• Healthcare 
Management & 
Operations 

• Health Plans 

• Specialty & 
Community 
Pharmacies 

• Telehealth 
Services

• Patient- 
Centered 
Medical Homes

• General, Psychiatric, 
Children’s, and 
Rehabilitation Hospitals 

• Critical Access 
Hospitals 

• Home Care 
Organizations

• Nursing Homes

• Rehabilitation Centers 

• Long-Term Facilities

• Behavioral Health  
Organizations

• Addiction Services

• Ambulatory Care 
Providers 

• Independent or 
Freestanding Clinical  
Laboratories

• Acute care hospitals 
found to be in 
compliance to its 
standards and 
requirements

• Accredited 
organizations must 
comply with CIHQ 
policies in order to 
obtain and maintain 
their accreditation.

2-3 years 3 years, except laboratory 
accreditation (2 years)

2 years for certification

Maximum of 36 months
Comparison 
Element NCQA       URAC           TJC                 CIHQ

Acceptance • States using 
managed care plans 
to provide Medicaid 
services require plans 
to be accredited by 
NCQA (26 states) or 
accept NCQA HPA as 
part of a broader 
accreditation require-
ment (5 states).

• Several states require 
plans in the Medicaid 
and commercial 
spaces to report 
HEDIS quality 
measures data to 
NCQA.

• Several 
states/federal 
agencies require 
URAC 
accreditation as 
a prerequisite for 
utilization review 
organizations to 
operate in their 
states. Others 
accept URAC in 
lieu of state 
certification.

• Federal requirement: 
CMS deemed status 
(required to receive 
payment from federally 
funded Medicare and 
Medicaid programs)

• Comprehensive: TJC 
exceeds CMS 
Conditions of 
Participation

• Federal requirement: 
CMS deemed status 

• Straightforward: 
CIHQ mirrors/closely 
aligns with CMS 
Conditions of 
Participation and 
CMS State 
Operations Manual 
guidance.

continued from page 23
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Depending on your organization, different accreditation 
bodies may better suit your needs, as the value 
proposition is distinct for each of these four accreditation 
entities: 

NCQA is recognized as the “Gold Standard.”

NCQA helps health plans work together to improve 
quality and lower costs. It accredits health plans that 
deliver high-quality care and reinforce important 
safeguards to protect members.

NCQA’s Health Plan Accreditation is a widely 
recognized, evidence-based program dedicated to quality 
improvement and measurement. It’s the only evaluation 
program that bases results on actual measurement of 
clinical performance (HEDIS® measures) and consumer 
experience (CAHPS® measures). Government and private 
sector clients hire NCQA through contracts and grants to 
help them measure and improve quality. 

URAC is recognized as the “Gold Star”—or the 
easier option when compared with NCQA.

Similar to NCQA, URAC uses evidence-based measures 
and develops standards through inclusive engagement 
with a range of stakeholders who are committed to 
improving the quality of healthcare. Unlike NCQA, 
the URAC portfolio of accreditation and certification 
programs truly spans the healthcare industry—
addressing management and operations, health plans, 
specialty and community pharmacies, telehealth services, 
patient-centered medical homes, and more.

URAC has robust accreditation and certification program 
selections that encompass national standards to help 
organizations meet regulatory or network requirements. 

The TJC is known as the “Market Leader” and is 
the nation’s oldest and largest standards-setting 
and accrediting body.

Accrediting and certifying more than 22,000 healthcare 
organizations and programs in the United States, the TJC 
seeks to continuously improve healthcare for the public. 
In collaboration with other stakeholders, it evaluates 
healthcare organizations and inspires them to excel in 
providing safe and effective care of the highest quality 
and value.

The TJC is comprehensive and exceeds CMS Conditions 
of Participation (CoP). The hospital accreditation 
standards number more than 250 and address 
everything from patient rights and education, infection 

control, medication management, and preventing 
medical errors, to how the hospital verifies that its 
doctors, nurses, and other staff are qualified and 
competent, how it prepares for emergencies, and how 
it collects data on its performance and uses that data 
to improve itself. Notably, the TJC is the only accreditor 
that supports sentinel/adverse events with advice from 
safety experts.

As an alternative to the TJC, CIQH is known for 
being the “practical” option.

With about 95% of its standards based on CMS 
Conditions of Participation, CIQH is straightforward. 
CIHQ mirrors the CMS CoP and State Operations 
Manual guidance, with the 28 chapters in its manual 
closely resembling the names of the CMS chapters in 
CoP.

One source of differentiation for CIQH are the additional 
resources provided with membership. For example, 
membership includes access to standards and survey 
procedures, template policies, staff training aides, 
access to a web-based reference library with links 
to healthcare regulations, notification of changes in 
standards and CMS regulations, and myriad other 
resources. 

CONSIDER THE INVESTMENT

Whichever accreditation option your organization 
chooses, proactively seeking accreditation is something 
that can prevent a healthcare organization from enduring 
a costly compliance inquiry in the future. It can also 
distinguish an organization as “best in class” by providing 
assurance to potential business partners that its 
practices are fully compliant with regulatory authorities. 

Taking a reactive approach to compliance—such as 
waiting for an external inquiry, an angry letter from a 
client, or a whistle-blowing employee—risks costly and 
time-consuming consequences. It is better to proactively 
pursue compliance early by seeking accreditation.

As the number of healthcare organizations continues 
to climb, an entity’s ability to credibly demonstrate its 
understanding of the regulatory environment and its 
commitment to compliance throughout its operations 
can be an effective growth strategy. This makes an 
investment in accreditation a wise option. o

Scilla Outcault is Manager of Healthcare Consulting, and 
Justin Frazer is Director of Regulatory Compliance, at 
Mazars USA LLP.
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Paging Dr. Burnout: 3 Tips for 
Supporting Physicians’ Well-Being 
BY MAT T L AMBERT, MD

I recently had the opportunity to speak with Steve Waldren, MD, Chief Medical 
Informatics Officer for the American Academy of Family Physicians, and Mike 
Archuleta, Chief Information Officer for Mt. San Rafael Hospital in San Rafael, 
California, about the state of physician burnout.

As a practicing physician, I am no stranger to burnout.1 I have seen colleagues 
struggle with an array of mental health issues—only to hide them instead of 
seeking help, for fear of repercussions.2

On the heels of the pandemic, the current state of “don’t ask, don’t tell” with 
physician mental health is dire. Given the critical nature of this situation and 
its impact on physicians and the patients they serve, the need for leaders to 
step up is even more pressing. 

As part of my discussion with Steve and Mike, we explored what healthcare 
leaders can and should prioritize in the year ahead to ensure physicians 
have the necessary transparency and support to deal with many of the 
taxing issues leading to burnout—from COVID-19 impacts to longer-term 
struggles with administrative burdens brought on by things like the electronic 
health record (EHR) and value-based care. We also discussed ways to avoid 
exacerbating burnout with poorly configured or implemented technology.

I left the conversation feeling energized because of our shared understanding 
of the problem at hand, and the realization that this problem can only be 
solved when C-suite and physician leadership come to the table and chart a 
path forward together.

To properly address physician burnout in the age of COVID-19, we agreed that 
there are three specific areas where support is needed in the near term.

1. PRIORITIZE A CARE TEAM APPROACH 

First, patient care must be team-oriented. Putting the onus on physicians 
alone to drive high-quality outcomes and manage all of the administrative 
duties of patient care is precisely why we have burnout issues today. We 
simply can’t ask more of physicians. 

We agreed that a care team approach with the physician at the center is 
the appropriate model moving forward. This model ensures physicians have 
the surround-sound support they need to prioritize patient care, while also 
offering them resources so that they can better manage necessary changes 
like transitioning to value-based care and adopting new, emerging models of 
care like telehealth and remote patient monitoring.

2. IMPROVE TECHNOLOGY AND MAKE IT USER-FRIENDLY

As a clinician, I can tell you the clerical burdens associated with patient care 
are significant. On top of that, the technology that physicians have been 

“Addressing 
burnout head-on 
is what we all 
need to stabilize 
the future of 
patient care.”
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given—electronic health records—was not made for 
value-based care. Often we are asking providers to do 
something they were not trained to do, using a tool that 
was designed for something else.

Together, Steve, Mike, and I discussed some of the 
emerging technologies that hold promise in reducing 
clerical burdens today. Technologies like artificial 
intelligence, machine learning, and voice recognition all 
hold great promise. But the reality is that many are just 
not ready for prime time.

More so, these technologies ask more of physicians—
more time to learn how to use them and more changes 
in our current, established workflow. Physicians don’t 
have the time and energy to deal with this learning 
curve—especially today with the burdens of COVID-19.

With this in mind, we agreed that there is a need to 
rethink the EHR as the center of the universe. Clearly, 
EHRs have been part of the problem of physician 
burnout instead of the solution. As healthcare leaders 
plan ahead for changes to the technology stack, it will 
be important that they, too, rethink the role of the EHR.

Until this technology catches up to what we are 
used to using in other parts of our lives, healthcare 
leadership needs to identify new technologies that 
address and help automate physician burdens like 
clinical documentation and charting. We will also need 
new platforms that can help deal with the 
massive patient data fragmentation we are 
experiencing today with EHRs.

3. INCENT THE RIGHT CHANGES 

While there is some mistrust with the idea 
of incenting change based on lessons 
learned from the Centers for 
Medicare & Medicaid Services’ 
“Meaningful Use” push, the 
reality is that change won’t 
happen in healthcare without 
some sort of “carrot.” The key 
for leadership moving forward 
is to incent the right changes.

When we talk about the right 
changes, it is helpful to share 
an example. A solid change to 
incent is to move away from giving 
physicians 10 minutes to see a 
patient—and instead incent and 

support them to take the time they need to fully address 
a patient’s health ailments and assess full risk to drive 
preventive, holistic care. 

Another example of a smart change to incent is 
the transition to value-based care. This transition is 
challenging for healthcare leadership, as well as for 
physicians and care teams. With this in mind, a system 
of rewards for physicians who embrace changes to 
value-based care—such as new approaches to clinical 
documentation that fit into current workflows but also 
align with prospective risk adjustment best practices—
can go a long way toward driving the changes needed to 
embrace value over volume.

Aligning physician compensation models with value-
based care has helped the organizations I have worked 
with. Why? Changing the way physicians think and 
practice is not easy. If you want them to embrace 
yet another change—and one as mission-critical as 
operationalizing value-based care—you need to tell them 
what is in it for their patients. Incentives help ensure the 
right levers are pulled to make this transition a reality, 
while also offering physicians compensation for any 
additional work that is needed to put these changes into 
action. 

As physicians, we are still surrounded by antiquated 
systems and technology. Changing this fact is not 
something that will happen overnight because these 
issues are deep-rooted and systemic. Still, with a sharp 
near-term focus by healthcare and physician leadership 
on these above three areas, we can make smart change 
a reality. Bringing joy back to the practice of medicine 
by addressing burnout head-on is what we all need to 
stabilize the future of patient care. o

Matt Lambert, MD, is a practicing emergency 
medicine physician and Chief Medical Officer 

of Curation Health.
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As COVID-19 recovery efforts continue to unfold across the country, it’s 
worthwhile to take stock of a few reminders and lessons learned from the 
pandemic. Perhaps one of the most important lessons is one most of us heard 
at an early age: An ounce of prevention is worth a pound of cure.

Benjamin Franklin is credited with the first use of that statement in 1736, when 
he reminded Philadelphia citizens to remain vigilant about fire awareness and 
prevention. But we have also long recognized the significance of the phrase 
in healthcare and overall wellness. As simple and profound as it is, prevention 
needs to become the mantra for both the healthcare system—and for healthcare 
organizations.

THREE LEVELS OF PREVENTION

From Florence Nightingale’s “Notes on Nursing” in 1860 to the Centers for 
Disease Control and Prevention (CDC) today, basic interventions to prevent 
disease have long been promulgated by society. The CDC highlights three levels 
of prevention: 

1. Primary prevention—intervening before health effects occur, through 
measures such as vaccinations, altering risky behaviors (poor eating habits, 
tobacco use), and banning substances known to be associated with a disease or 
health condition 

2. Secondary prevention—screening to identify diseases in the earliest 
stages, before the onset of signs and symptoms, through measures such as 
mammography and regular blood pressure testing 

3. Tertiary prevention—managing disease post-diagnosis to slow or stop 
disease progression through measures such as therapies, rehabilitation, and 
screening for complications1

A strong healthcare system based on prevention allows for a smarter and more 
efficient response to both the current and potential pandemics. The World 
Health Organization (WHO) recommends balancing all three levels of prevention 
to achieve disease prevention.2

This balanced approach capitalizes on lessons learned from our COVID-19 
responses. Through primary, secondary, and tertiary prevention, we can increase 
healthcare efficiency and effectiveness by taking a proactive approach—
improving care delivery and overall population health as a result. 

The Royal College of Nursing summarizes the value of prevention in its article, 
“Prevention is Better Than Cure,” and states, “Prevention is about tackling the 
upstream causes of ill health. This in itself is not controversial. The challenge is 
how it is paid for.”3

An Ounce of Prevention for Organizational 
Health
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And therein lies 
the challenge: 
paying for 
preventive 
measures that do 
not necessarily 
demonstrate an 
immediate return 
on investment. 

‘IMMUNIZING’ 
AN 
ORGANIZATION

We believe the 
healthcare industry 
truly understands 
the value of 

prevention and the identification of upstream factors 
that contribute to ill health. The industry has long 
embraced various levels of prevention in numerous 
managed care programs and value-based payment 
strategies, and the majority have proven to be 
successful in improving quality of care and outcomes 
and reducing costs.

While we all would likely agree that prevention 
is the key to the overall health of the population, 
operationalizing the principles of prevention is 
also critical to establishing a strong and healthy 
organization. For example:

• Primary prevention might be likened to 
immunizing the organization with a “one and done” 
approach and promoting a culture of compliance 
and preventing errors or miscommunications that 
create inefficiencies and costly rework. 

• Secondary prevention can be translated to 
ongoing monitoring of key indicators and high-risk 
areas to screen for potential issues and promote 
early detection of potential quality and cost issues.  

• Tertiary prevention equates to ongoing quality 
improvement. In this case, the intervention is 
translated to standardized ways of identifying 
problems and resolving them. 

An organizational culture of prevention has been 
shown to potentially reduce noncompliance, costly 
rework and added expenses, high staff turnover, 
reputational risk, and possible loss of market share. 
The negative downstream impact of ineffective, 
inadequate, and poorly implemented upstream 

“Operationalizing 
the principles 
of prevention 
is critical to 
establishing 
a strong 
and healthy 
organization.”
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policies, processes, and systems can cause serious 
illness to an organization’s health.

Examples of upstream processes that can negatively 
impact an organization include:

• Inaccurate understanding and 
implementation of provider contracts, resulting 
in erroneous configuration and causing multiple 
errors in both auto and manual adjudication of 
claims. The net result is costly rework and frustrated 
providers and staff. 

• Lack of (or poorly aligned and implemented) 
policies related to staff training. An organization 
that is not aligned in staff development policies and 
in providing ongoing education and affirmation is 
fertile ground for miscommunication, misapplication 
of company policy, dissatisfied staff, noncompliance, 
and costly rework. 

• Lack of adequate compliance processes—
or the upstream decision to undervalue or 
underestimate the need for regulatory compliance. 
The consequences of noncompliance can include 
lost productivity and costly rework, fines and 
penalties, and loss of enrollment. 

PREVENTION AND THE TRIPLE AIM

Organizational prevention can be inculcated into every 
aspect of daily operations and evidenced by a variety of 
activities, including:

• Compliance programs

• Various monitoring, tracking, and reporting 
methodologies

• Quality improvement programs

• Performance measures and incentive programs 

Strong, healthy organizations pay continuous attention 
to operational prevention and consistently monitor 
upstream policies, processes, and systems, as well as 
the overall pulse of the organization.

These organizations understand that prevention 
contributes to achieving the triple aim, which by design 
results in healthier populations,  improved member 
satisfaction, care team well-being, and reduction in per 
capita cost of care for populations.4 Including a goal of 
provider satisfaction and well-being to the triple aim, the 
triple aim evolves.5 And when the triple aim is applied 
along with prevention principles, the results include 
a healthier culture, higher staff satisfaction, reduced 
turnover, and lower operating costs.

continued on next page



Just as managing patient populations to promote early 
detection and intervention creates more engaged and 
satisfied members and reduces overall per capita costs, 
preventing upstream policies, processes, and systems 
from negatively impacting downstream operations is key 
to both a healthy staff and a healthy bottom line. 

Translating the principles and levels of prevention along 
with the quadruple aim—and properly deploying them—
can be an extremely effective one-two punch to improve 
the overall health of an organization. While not an easy 
task, we believe that an organization that applies the 
principles of prevention and deploys the quadruple aim 
concept within its own internal operations and structure 
is likely to enjoy a healthier and more productive staff, 
stronger market share, and more solid financial health. 

A COST-SAVING STRATEGY

The principles of primary, secondary, and tertiary 
prevention applied to organizational policies, processes, 
and systems can be a significant cost-saving strategy. 
The minimal cost of preventive measures pales in 
comparison to the extreme costs of not preventing 
harmful situations. 

Imagine an organization that fails to identify and correct 
noncompliant processes, particularly those that have 
potential to adversely impact patient well-being. When 
brought to the attention of leadership, nothing is done 
to correct the situation or prevent further damage. 

The cost of this kind of inaction and non-preventive 
approach can be extraordinary, including patient harm, 
fines and penalties, damage to organizational reputation, 
revocation of license and/or contracts, and even closure.

The pandemic and our response to the crisis has taught 
us that returning to the status quo is not an option. 
Healthcare organizations and the industry as a whole 
will have no choice but to adopt a culture of prevention 
in order to survive and thrive. 
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Adding prevention to an organization’s goals and overall 
strategies promotes a culture where potential problems 
can be avoided, real problems can be corrected quickly, 
and value can be created throughout the organization. o

Sheila Stephens is a Senior Advisor for Mazars USA LLP 
and can be reached at Sheila.Stephens@MazarsUSA.com. 
Kathy Neal, RN, DNP, CMAC, and Faith Saporsantos, 
MSN, MHA, RN, CRRN, are Directors of Healthcare 
Consulting at Mazars USA LLP.
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Join us. Visit brownandtoland.com/transformation

Empowering Doctors to  
Transform Healthcare
Brown & Toland Physicians and our network of over 2,700 doctors have spent more than 25 years 
supporting the freedom to independently practice medicine, providing quality, cost-effective care to 
our patients and championing innovative solutions to healthcare challenges facing our communities.  

At Brown & Toland Physicians, we have successfully supported our doctors in balancing the art of 
practicing medicine with business of healthcare. By allowing physicians to tailor our services to meet 
the specific needs of their practice, they remain independent while benefiting from:

• Respected industry thought leadership

• Comprehensive care management 

• Expert practice management 

• Consolidated payer contracting

• Streamlined claims processing 

Brown & Toland Physicians also empowers our doctors to think beyond their practice and explore the 
broader challenges in our communities that impact the health of our patients. Together, we diligently 
work to identify and implement preventative measures designed to reshape the future of healthcare in 
the San Francisco Bay Area.


