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From the President

Members and friends,

Welcome to the Annual Conference 2021 edition of the Journal. After nearly two 
years without any in-person meetings, I know many of us are eager to reconnect 
face to face in San Diego—even if we must continue wearing masks and standing 
several feet apart. APG will also resume our in-person meetings in 2022, pending 
any drastic changes to the COVID-19 pandemic. 

Just like our Annual Conference, this issue of the Journal has a stellar lineup. It is gratifying to see such enthusiasm and 
innovation among APG members and partners. Here are just a few highlights:

Have you been following recent talk in Washington about the alleged negative impacts of Medicare Advantage and 
the Global and Professional Direct Contracting pilot program? In Defending Medicare Advantage and Direct 
Contracting, APG Director of Federal Affairs Garrett Eberhardt explains what’s going on—and how APG is setting the 
record straight on this important issue that impacts all of us. 

Out in California, a new bill signed by Gov. Gavin Newsom will give relief to managed care patients and protect 
the financial stability of risk-bearing providers. In A Small Victory in California for Value-Based Provider 
Payments, Bill Barcellona, APG Executive Vice President of Government Affairs, recaps the story of SB 510—and 
how it could save the value-based care movement. 

Another must-read is this month’s Member Spotlight. Gordon Chen, MD, Chief Medical Officer of ChenMed, provides a 
guide to How Physicians Can Climb the Influence Ladder. “Doctors can become the change they want to see in 
healthcare,” he writes, “but it all starts with influence.” 

Finally, don’t miss these key insights from some of our Annual Conference speakers: 

• In Building Partnerships to Support Advanced Primary Care Models, keynote speaker Dan Mendelson, 
CEO of Morgan Health at JPMorgan Chase & Co., joins his co-authors from Morgan Health and the Duke-Margolis 
Center for Health Policy to illustrate how employer partnerships can help providers advance primary care, improve 
health and health equity, and make healthcare coverage more affordable and effective.  

 • In Learning From the Pandemic: Virtual Care Takes Root, Stacey Hrountas, Alan Bier, MD, and Steven 
Green, MD, from Sharp Rees-Stealy, tell us how their organization quickly and efficiently pivoted to virtual care—
with telehealth visits jumping from 1% to 2% pre-pandemic to a whopping 70% of all patient visits after the 
pandemic hit. 

• Michael Le, MD, explains how Landmark Health has helped save lives by Moving Care Into the Home During 
COVID-19—bringing many services normally performed in an ER, urgent care center, or primary care office to the 
comfort and safety of patients’ homes.   

• Marcus Zachary, DO, describes how Babylon Health is Leveraging AI to Improve Healthcare and Bring Joy 
Back to Medicine—empowering patients to take control of their health, reducing costs, and making providers 
happier. 

In closing, I’d like to send out a warm welcome to APG’s newest members (page 27). We’re glad you have joined us in 
the value-based care movement.  

I look forward to seeing all of you in San Diego! o
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COLLOQUIUM 2022
Oct. 31 – Nov. 2, 2022
Grand Hyatt, Washington, D.C.

APG COMMITTEES AND MEETINGS

Please register for the committees you wish to 
participate in.

APG Partners: Some meetings are open to partners, 
and some are a sponsor opportunity.

For information on specific committee or regional 
meetings, contact Lura Hawkins at LHawkins@apg.org. 
The calendar for all events and activities will be out soon!

1. General Membership
2. Alternative Payment Model (APM) Committee
3. California Policy Committee
4. Clinical Quality Leadership Committee
5. Contracts Committee
6. Direct Contracting Coalition 
7. Federal Policy Committee

News and Events
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8. Health Equity and Social Justice Collaborative 
9. Human Resources Committee
10. Pediatrics Workgroup
11. Pharmaceutical Care Committee
12. Restricted License Committee
13. Risk Evolution Task Force
14. State Government Programs Committee
15. Webinar Wednesdays

REGIONAL MEETINGS 
1. Hawaii
2. Inland Empire
3. Mid-Atlantic
4. Midwest
5. Mountain
6. Northeast
7. Northern California
8. Northwest
9. Puerto Rico
10. San Diego
11. Southeast
12. Southwest

For information on all APG events, visit APG.org.

ANNUAL 
CONFERENCE

JUNE 1–3

MARRIOTT MARQUIS SAN DIEGO MARINA | APG.ORG/CONFERENCES
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APG MEMBERS: GET READY FOR 2022!
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Defending Medicare Advantage and Direct Contracting

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

A flurry of conversation has been going on in Washington this fall regarding the 
alleged deleterious effects that Medicare Advantage (MA) and the Center for 
Medicare and Medicaid Innovation’s Global and Professional Direct Contracting 
(GPDC) pilot program have on traditional Medicare and accountable care 
organization (ACO) programs.

APG has been vocal in contributing perspective to this conversation—highlighting 
the benefits of MA and direct contracting and setting the record straight on 
the claims made against both. These efforts have included sending a letter to 
Department of Health and Human Services (HHS) Secretary Xavier Becerra 
and undergoing a public campaign to share data on the advantages of these 
programs.

A MISGUIDED OUTLOOK

Physicians Donald Berwick, MD, and Rick Gilfillan, MD—former advisers and 
appointees to previous presidential administrations—recently authored a blog 
series for the healthcare-focused news outlet Health Affairs regarding their views 
of MA and GPDC.

Drs. Berwick and Gilfillan outlined their concerns over what they believe to 
be MA’s inherent cost and payment abuses among participating physicians, 
organizations, and health plans, as well as their concern that GPDC has the 
potential to introduce these same issues into ACOs and traditional Medicare.

APG has great respect for both Dr. Berwick and Dr. Gilfillan, their decades 
of experience, and what they have achieved and contributed on behalf of the 
movement toward value-based care. However, we believe that their outlook 
on both these programs is misguided and includes multiple inaccuracies and 
omissions.

THE CASE FOR MEDICARE ADVANTAGE 

Beneficiaries’ satisfaction with MA and the care they receive from it is an integral 
part of measuring the program’s impact and worth. Data show that MA ranks 
highly in this area.

For example, Morning Consult recently found that, out of 1,200 MA beneficiaries 
polled, 98% were satisfied with their coverage, 97% expressed satisfaction with 
their provider networks, and 98% were pleased with the program’s response to 
the COVID-19 pandemic.

This satisfaction is also revealed in the annual growth rate of MA enrollment, 
which reached 9% between 2019 and 2020. The Congressional Budget 
Office projects that MA enrollees will comprise as much as 51% of all Medicare 
beneficiaries by 2030.

Federal Policy Update

“APG has been vocal 

in highlighting the 

benefits of these 

programs and 

setting the record 

straight.”
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A strong MA program allows physicians to directly 
build strong relationships with patient populations, the 
majority of which express satisfaction with their MA 
experiences. It also gives providers an opportunity to 
find ways to reduce waste across the care continuum.

WHY RISK ADJUSTMENT MATTERS

Drs. Berwick and Gilfillan suggest that the Centers 
for Medicare & Medicaid Services (CMS) replace 
the Hierarchical Condition Category (HCC) risk-
adjustment factor (RAF) scoring process within two 
years—and instead develop an approach that does not 
rely on provider reporting. They claim this is necessary 
because of significant MA “overpayment” they 
attribute to risk score inflation through risk-adjusted 
coding.

Risk adjustment was designed to estimate a 
beneficiary’s future healthcare costs and align 
compensation with acuity and severity of disease and 
the related costs of care, as complex patients require 
more resources. It encourages enrollment of the 
sickest patients and those in a lower socioeconomic 
status. It is widely used in MA and the Medicare 

Shared Savings Program (MSSP) to appropriately 
risk-adjust quality, expenditure benchmarks, and cost 
metrics, allowing for a more precise performance 
measurement.

Aligning payment and performance goals rewards 
coordinated care and enhances the achievement of 
improved health and care among all individuals.

Accurate, complete coding data is analyzed to 
identify sickness, predict outcomes, stratify patient 
populations, create disease registries, conduct 
outreach, and strengthen physicians’ ability to care 
for their sickest patients. This is a stark contrast to 
Drs. Berwick’s and Gilfillan’s claims that coding is 
replacing care management under MA as the focus 
of investment.

Risk adjustment promotes quality care for 
beneficiaries who experience high rates of 
comorbidities. The adjusted compensation for 
high-risk patients provides physicians, healthcare 
organizations, and health plans resources to create 
programs and services to support and manage 
these patients. It plays a pivotal role in MA and in 
expanding access to high-quality care nationwide.
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In recent years, there has been concern that risk-adjusted 
coding has incented Medicare Advantage organizations 
to increase premium revenue by coding more diagnoses 
through home visits and health risk assessment tools. 
APG believes comprehensive diagnosis coding should be 
performed by the treating physician (or affiliated provider) 
as close to the point of care delivery as possible. Each 
coded diagnosis should be accompanied by supporting 
documentation, including the status and management plan 
for the condition.

APG stands in support of any investigative efforts of 
potentially fraudulent coding in MA and subsequent 
prosecution, just as we support investigation and 
prosecution of those submitting fraudulent claims for 
traditional Medicare beneficiaries. 

PERCENT-OF-PREMIUM CONTRACTS

Drs. Berwick and Gilfillan also criticized the percent-of-
premium contracts used by some MA plans and physician 
groups. But these contracts create ownership and 
accountability for all parties to develop better programs for 
beneficiaries.

While topline revenue may increase in these agreements, 
the true aim in MA is to lower total cost of care while 
achieving quality goals—and putting patients at the 
forefront of programs designed to keep them healthy 
and at home. The additional premium received for sicker 
patients allows for the creation of these programs and 
activities. 

Primary care is vulnerable in this country, and MA 
percent-of-premium contracts with appropriate risk 
adjustment provide resources to achieve the larger goal of 
strengthening primary care and making it accessible for 
all. Primary care thrives in prospectively paid value-based 
models, and it is integral to address our nation’s increasing 
burden of chronic disease. 

While we acknowledge that MA is not perfect, and work 
must be done to ensure the program is working as fairly 
and efficiently as possible, APG cautions HHS to not 
do more harm than good in making corrections and 
reforms—such as the use of state benchmarks for end 
stage renal disease, county benchmark caps, and the 
removal of future data from 2020 cost rebasing. These 
recommendations were all part of APG’s November 2020 
comment letter to the HHS on the MA program advance 
notice.

A robust MA program is beneficial not just for physicians 
and health plans, but also for patients and the future of 
America’s healthcare system. Through their participation 
in MA that begins with total population risk-based 

MA contracts, physicians can develop key core 
competencies that allow them to address total cost 
of care along the continuum.

DIRECT CONTRACTING

Drs. Berwick and Gilfillan argue that the GPDC 
model will bring what they say are costly MA 
dynamics to the Medicare fee-for-service spend, 
which will subsequently impair the ACO program 
and force primary care providers to choose 
between continuing in their ACOs or joining a direct 
contracting entity (DCE).

In their presentation, they ask that both CMS and 
Congress redefine the GPDC model through 
various methods—including requiring DCEs to 
follow the same ACO requirement for 75% provider 
governance, limiting the size of the model, and 
creating guardrails for investor DCEs.

Contrary to these claims, the direct contracting 
model has been viewed as the next iteration of the 
ACO framework. It empowers PCPs’ transition to 
performance-based risk contracting while delivering 
better value to patients by coordinating care across 
multiple settings and improving care management 
for patients with significant chronic diseases.

Although earlier ACO models did not sufficiently 
drive providers to accept risk and deliver value-
based care to Medicare beneficiaries and the 
Medicare Trust Fund, DCEs build upon the 
framework set by those earlier ACO models, from 
2012 Pioneer ACOs to 2016 Next Generation 
ACOs. They represent the gradual, evolutionary path 
toward educating providers on how best to manage 
a population and accept risk that is tied to quality 
outcomes. 

GPDC presents an invaluable opportunity to study 
in real time the effects that a capitated payment 
system could have on primary care. It also opens 
the door for expanding primary care into distressed 
communities and proactively empowers PCPs to 
serve communities and minority populations that are 
harmed by health inequities and disparities.

As healthcare reform efforts seek the best way to 
lower costs without negatively affecting patient care, 
the opportunity represented by direct contracting 
must be supported and allowed to grow. APG has 
been diligent in communicating this perspective to 
both Congress and the relevant federal agencies in 
Washington. We will continue to work to ensure the 
strength of both MA and direct contracting. o
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A Small Victory in California for Value-Based Provider Payments

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

In October, California Gov. Gavin Newsom signed SB 510, a bill that not only gives 
relief to managed care patients, but also protects the financial stability of risk-
bearing providers. The bill was authored by State Sen. Richard Pan, a primary care 
doctor practicing in Sacramento and Chair of the Senate Committee on Health.

This story is about how we got here, and why SB 510 could ultimately save the 
value-based movement.

A PR COUP

Our managed care market entered uncertain territory when the COVID-19 
pandemic was declared a public health emergency in March 2020. Remember 
what it was like? Personal protective equipment (PPE) shortages, getting up to 
speed on telehealth, cancellations of non-COVID procedures in facilities, staffing 
issues, and loss of revenue from the massive downturn in patient utilization.  

Almost immediately, health plans unilaterally and gratuitously waived all patient 
cost-sharing. Regulators thought that was a great idea, and then they learned that 
health plans don’t collect cost share—treating providers do. Health plans scored a 
PR coup by picking someone else’s wallet, while further diminishing the financial 
stability of independent, small-practice primary care providers.

Our capitated members suddenly faced a dilemma. They had negotiated their base 
capitation rates with an adjusted discount for the value of the revenue collected 
through patient cost share. This meant that every California health plan had just 
unilaterally cut the contractual revenue of our members. The plans took this action 
without advance notice or formal contract amendment.

Facing the uncertainty of the looming pandemic, our member physician 
groups sustained downstream independent practices through sub-capitation 
arrangements and through backfilling lost cost-share revenue. They employed all 
manner of creative arrangements with their small practices—like advance year-end 
bonus payments, scheduled paid vacations, loans, assistance with PPE purchases, 
and administrative support to convert to telehealth care delivery. 

THE PROVIDER BILL OF RIGHTS

As COVID testing got up to speed, the California Department of Managed Health 
Care (DMHC) issued a regulation covering the parameters of patient cost-share 
waivers, testing access requirements, and provider payment stabilization. The 
regulation was issued on an emergency basis, without the usual five-day notice to 
the industry.

In the regulation, the DMHC cited the Provider Bill of Rights provision under the 
Knox Keene Act. This provision was enacted to counter the financial might of 
large health plans shifting risk to capitated providers on a unilateral basis—which 
is exactly what plans were doing with waiving co-pays and then shifting the cost 

Policy Briefing

“The California 

regulator, the 

Legislature, and the 

governor … may 

have just saved 

the value-based 

provider payment 

movement.”
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of COVID testing through our members’ division of 
financial responsibility (DOFR) clauses.

Was that reasonable? Those clauses had been 
negotiated well before there was even a hint of a 
pandemic. They were based on historical diagnostic 
testing costs, which didn’t include the sudden 
reorganization of society to access testing for 
employment and treatment purposes. And this is 
precisely why the Provider Bill of Rights was enacted 
to begin with. When a material change happens 
that causes a significant imbalance in the previously 
negotiated risk-shifting agreement between a plan and 
a capitated provider, the plan is required to give 45 
days advance notice and give the provider a chance 
to assess the increased financial cost of the risk—
further enabling them to cancel the contract or at least 
renegotiate terms and rates.

In this case, health plans blatantly flouted this portion of 
the act, ignoring the fact that a pandemic represented 
a “material” financial change to the agreed-upon level 
of assumed risk. The DMHC understood the potential 
magnitude of the problem and included a finding of 
“materiality” with respect to testing costs.  

Health plans reacted quickly. Organizing through 
their lobby, the California Association of Health Plans, 
they unanimously filed suit against the DMHC to kill 
the regulation on a technical ground—that DMHC 
had not given the requisite five-day advance notice. 
Unfortunately, the court agreed with their argument and 
voided the regulation.  

LEVELING THE PLAYING FIELD

Enter SB 510. Sen. Pan sought to enact patient 
protections in the face of the pandemic to ensure that 
anyone could access testing and treatment for 
COVID-19, as well as any future pandemic-level 
public health emergency. But he also raised 
concerns over health plans’ failure to follow the 
Provider Bill of Rights process.

SB 510 levels the playing field by making a 
finding of “materiality” under the provisions of 
the Knox Keene Act’s Provider Bill of Rights 
(Section 1375.5): 

“Requires a change to a contract between 
a health plan and a health care provider 
that delegates financial risk for testing or 
immunizations, related to a public health 
emergency, to be a material change to the 
parties’ contract, and prohibits a health 
plan from delegating the financial risk to a 

contracted health care provider unless the parties have 
specifically negotiated and agreed upon a new contract 
provision, as specified.”

SB 510 codifies the policy finding that was originally 
made by the DMHC in its emergency testing regulation, 
but then voided under a non-related technicality. It also 
relates this finding back to the beginning of the public 
health emergency in March 2020, which is right and 
proper.

For years, California health plans have ignored the 
Provider Bill of Rights, shifting financial risk mid-
contract to capitated providers for new vaccines, 
treatments, and administrative requirements—without 
regard to the fact that none of these risks existed at the 
time the contract was agreed, that they could not have 
been reasonably anticipated, and that new “material” 
impacts were far greater than the original capitated rate.  

The threat of financial destabilization is real. Every year 
the Department of Managed Health Care maintains an 
active list of risk-bearing provider organizations that fall 
into trouble maintaining their compliance with financial 
reserves, timely claims payment, and cash flow. Over 
120 risk-bearing provider organizations have closed due 
to financial insolvency since the late 1990s.  

For value-based provider payment to succeed and 
proliferate in the healthcare market, it must be fair and 
reasonable. Who can blame practitioners who are leery 
of assuming financial risk when health plans acted like 
the COVID-19 pandemic was a run-of-the-mill, go-
about-your-business occurrence? In this instance, the 
California regulator, the Legislature, and the governor 
stepped in to call time out on bad behavior. In doing 
so, they may have just saved the value-based provider 
payment movement. o



BY GORDON CHEN, MD

Healthcare in its simplest form is a doctor and a patient. When a doctor and a 
patient trust each other and work together to improve health, beautiful things 
happen—and doctors love their jobs. Helping people become healthy is a unique and 
rewarding experience. 

Yet healthcare is often complex. Doctors routinely spend more time writing notes, 
coding visits, and documenting informed consent rather than helping patients. Is it 
any wonder burnout among doctors is at an all-time high? 

But what if doctors focused more on outcomes and less on relative value units 
(RVUs)? What if doctors felt empowered to help Americans get healthier? What if 
doctors led healthcare more broadly and created a culture of physician leadership 
development that reached throughout the industry?

Doctors can become the change they want to see in healthcare, but it all starts with 
influence. And currently, businesspeople lead healthcare. CEOs and administrators 
mastered the higher-level influencing skills needed to become industry leaders. 
Doctors, on the other hand, stopped at the lowest level of influence, which is the 
“Listen to me because I am a doctor; I went to medical school” type of influence. 

In his book, “5 Levels of Leadership,” John Maxwell calls this “Level 1, Positional 
Influence.” Like the name implies, the influence comes from a person’s title and 
credentials. But Maxwell identified five levels of influence. If doctors climb the 
influence ladder, they can become leaders throughout the industry and usher in a 
new era of healthcare in America.

LEVEL 1: POSITIONAL INFLUENCE 

It’s no wonder doctors are stuck at the lowest level of influence.

In the medical world, IQ trumps EQ. People who embark on careers in medicine 
discover that developing their IQ muscles is the only way to tackle work that gets 
more intense as they go through their training. In medical school, residency, and 
beyond, students are pushed to compete and win. There is very little leadership or 
influence training. 

Most young doctors don’t have a reason to consider life beyond Positional Influence 
because they work in a system where they are rewarded for volume, transactions, 
and RVUs. They have no incentive to convince their patients to change their 
behavior, and they often deem patients “noncompliant” when they don’t fall into line 
with Positional Influence. 

For doctors to attain higher levels of influence, we must create a space where they 
give themselves permission to be open and curious about themselves—and to 
develop emotional intelligence (EQ) muscles that will change their lives and the lives 
of their patients.
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“Doctors can 

become the change 

they want to see 

in healthcare, but 

it all starts with 

influence.”

How Physicians Can Climb the Influence Ladder

Member Spotlight
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Better listening skills, more empathy and self-reflection, and 
the ability to change their behaviors are just the beginning. 
They’ll understand what drives their behavior and discover 
how others perceive their behavior. Then they’ll be able to 
align their actions with their ideals and take the first step 
toward higher levels of influence and healthcare leadership. 

LEVEL 2: PERMISSIONAL INFLUENCE 

Moving away from the “I’m the doctor; I know best” stance 
will be a significant mindset shift for doctors. But once they 
learn how to be vulnerable and curious about a better way to 
lead and influence themselves, they can begin to influence 
others.

For healthcare to even be interested in Permissional 
Influence, it needs to care about changing patients’ 
behaviors to generate better health outcomes. Physicians 
inherently want their patients to make positive changes 
toward better health, but current industry leaders don’t mind 
when patients use ERs for their mainstay of care. Hospitals 
are dominated by sick care and rely on a positional approach 
of “doctors’ orders.”

For doctors to influence patients, they must first share the 
same goals. Patients want better health. They want to live 
longer, live better, and have more opportunities for joy and 
relationships. They couldn’t care less how many RVUs their 
doctor generates. When patients and doctors share the 
same goals, trust develops, and trust is the cornerstone 
of permission-based influence. Patients trust the doctor 
enough to follow advice that prioritizes prevention and well 
care. 

LEVEL 3: PRODUCTION-GENERATED INFLUENCE

Bill Parcells, a Hall of Fame NFL coach, used to say, “You are 
what your record says you are.”

To become a leader based on your track record, you 
must deliver. You don’t reach Level 3 if you have a 
sub-par record.

Value-based care has accountability for patient 
outcomes. Doctors are all about hitting goals 
and delivering results. 

At ChenMed, we deliver world-class 
service to proactively identify and 
manage high-risk diseases. We look 
at how many ER visits and hospital 
admissions we can prevent. When 
we deliver results, our patients 
live longer and have healthier and 
happier lives. As we achieve great 

outcomes for our patients, we attract physicians and 
other healthcare leaders who aspire to make the same 
difference. At this level, great outcomes attract others who 
also want to achieve great outcomes.

LEVEL 4: PEOPLE DEVELOPMENT

When we invest in people’s development, we tell them, 
“We value you, we believe in you, and we love you enough 
to pour into your life.” We can be the greatest clinical 
leaders in the world, but if we don’t develop other great 
clinical leaders, we short-circuit a beautiful vision of better 
health throughout America.

At Level 4, doctors become mentors, coaches, and 
business leaders. These doctors channel their passion 
for helping others into developing the next generation of 
influence- and outcome-based leaders.

When you can scale great results and combine them with 
a culture of professional development, you can spread 
better health throughout America.

LEVEL 5: THE PINNACLE OF INFLUENCE

The Pinnacle level of influence is transformative and leads 
to a movement. It creates leaders who are developing 
other leaders. At this level, influence spreads beyond a 
single doctor’s practice, city, and even state. 

There are people all over this country who suffer at the 
hands of an ineffective healthcare system. Some have no 
access to healthcare because of where they live. Others 
sacrifice their savings in pursuit of good health in a system 
designed to generate as much volume-based revenue as 
possible without providing better outcomes in return.

Doctors interested in changing patients’ behaviors, helping 
Americans get healthier, and bringing transformative 

care to every community in America, must first lead 
themselves and aspire to higher levels of influence. 

Through college, medical school, residency, 
fellowships, and practice, doctors always stepped 

up to new challenges and conquered new 
discoveries. Doctors can innovate healthcare 

by leveling up and reaching higher levels 
of influence and leadership. When they 
do that, the impact spreads beyond their 
immediate reach, the movement begins, 
and a new age of medicine dawns. o

Gordon Chen, MD, is Chief Medical 
Officer of ChenMed.



Building Partnerships to Support 
Advanced Primary Care Models

Across public and private programs, a growing array of efforts aims to 
strengthen primary care as a foundation for addressing the ongoing 
cost, quality, and access challenges that Americans face in navigating 
our fragmented healthcare system. Fee-for-service payment, particularly 
prevalent in employer-sponsored insurance, has helped these challenges 
persist. Encouraging volume over value makes it easy to overutilize high-cost, 
procedure-focused care and difficult to invest in preventive services. 

Advanced primary care models aim to use a different financial approach that 
better supports nimble, innovative care delivery. Capitated, per-member per-
month payments or direct contracting arrangements offer flexibility through a 
more predictable funding stream. Additional performance bonuses are tied to 
meeting quality goals and improving outcomes. Leading primary care practices 
use these arrangements to invest in and develop a range of capabilities that 
allow for more convenient, personalized, and affordable care, including: 

• Integration of nurses, pharmacists, and other health professionals

• Coordination with behavioral health and specialists 

• Advanced data analytics to anticipate individual needs 

• Home-based and virtual care

• A culturally competent approach focusing on what matters to patients and 
on building relationships with community organizations

Today, the vast majority of Americans do not have access to providers with these 
capabilities. Many practices want to expand these capabilities and do more, 
while others are interested but lack the resources to start on their own. In both 
cases, organizations can benefit from additional capital and technical support to 
help them advance, especially if Medicare or Medicaid contracts alone cannot 
provide it.

PARTNERING WITH EMPLOYERS

To continue building momentum, providers should consider partnering with the 
growing set of employers implementing advanced primary care purchasing 
initiatives.

Employers face particularly acute financial pressures and are growing increasingly frustrated with their inability to 
support employee health at a reasonable cost. The average annual family premium for employer-sponsored health 
insurance has now eclipsed $21,000.1 Money spent on healthcare is money not spent on wages or other employee 
benefits, and inefficient or inaccessible healthcare can reduce employee well-being, job satisfaction, and productivity.

Many existing initiatives have not produced the desired results. Individual employers typically lack sufficient market 
power to manage rising costs by negotiating much lower fee-for-service rates. Blunt approaches to tighten benefits, 
such as higher deductibles and copays, have caused employees to cut back on both necessary and unnecessary care.

Investing in targeted initiatives designed to improve quality while reducing costs—onsite clinics, centers of excellence, 
workplace wellness initiatives, support for care navigation, and others—can be helpful, but have generally only 
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produced limited results to date.2 Because the 
programs only made modest changes and affected 
only small components of beneficiary health, they have 
not fostered more comprehensive change. 

In a sense, employers and primary care innovators 
face complementary challenges: Both strive to 
implement new, transformative models of care, and 
both would benefit from more comprehensive support 
to do it. The opportunities appear to be improving.

About 51% of large employers have said they are 
planning to implement at least one advanced primary 
care strategy in the next year.3 Organizations like the 
Purchaser Business Group on Health are supporting 
members in defining attributes of advanced primary 
care and creating an aligned set of accountability 
measures to use in future contracts.

A MORE DYNAMIC PRIMARY CARE SYSTEM

Growing momentum through employer partnerships 
can help providers make even more progress in 
adopting new care models. One example of what 
a partnership could look like is JPMorgan Chase’s 
efforts through Morgan Health, its new healthcare 
innovation business unit.

Morgan Health has made a $50 million investment 
in Vera Whole Health, whose model aims to help 
organizations build diverse provider teams and 
offer comprehensive services through person-level 
payments. In addition to financial support, JPMorgan 
Chase’s benefits team is finalizing details of a 
commercial deal to offer Vera’s services to employees 
in Central Ohio. 

Vera works directly with local, independent primary 
care practices to help implement a broad-based 
infrastructure that integrates behavioral health, 
care coordination, population health analytics, and 
non-hospital-based interventions. These tools and 
resources are some of the key missing pieces many 
organizations need to better manage an attributed 
member population. Vera also seeks to include 
performance guarantees structured on a provider’s 
ability to deliver on improving metrics related to health 
equity, ensuring all enrollees can benefit.

The model provides a glimpse of what a more 
dynamic, responsive primary care system could 
look like within a particular geographic region. For 
Morgan Health and Vera, Central Ohio Primary Care 
is an anchor partner for its region—a collaboration 
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that could easily be replicated in other metro areas. 
Building successful relationships with employers could 
be combined with value-based partnerships with other 
payers (which include traditional Medicare payment 
reforms, Medicare Advantage, Medicaid plans, and 
others). These relationships could also leverage delivery 
reforms like accountable care organizations to help 
organizations become less dependent on volume-based 
payments and able to more fully innovate within new 
care models.

More broadly, the Centers for Medicare & Medicaid 
Services (CMS) announced a new strategic vision 
in October that aims to give all beneficiaries access 
to advanced, accountable primary care by 2030.4 
Complementary steps that strive to better align 
Medicare payment reforms directionally with similar 
employer and state multi-payer reform initiatives can 

continued on page 42



You are prescribed some 
medication to take the 
edge off until you can get 
back to walking upright 
again. 

Meanwhile, after weeks 
of waiting, you get an 
MRI and are told not only 
do you have a ruptured 
disc, but you also have 
degenerative disc disease 
and should go see an 
orthopedic surgeon. You 
are referred to a pain 
management physician 
for steroid injections. 
Frustrated from lack of 
improvement, you go to a 
surgeon and are told you 
should have surgery to 
fix the disc problem.

As a patient, you 
question whether that is 
the best solution, but no 
one is there to provide 
guidance, so you get 
back on the internet 
for more research. You 
discover that your employer has an orthopedic benefit with 
a wearable device for your low back pain, and you spend 
frustratingly long hours trying to figure out if you are doing 
your exercises correctly.  

Unfortunately, this is a true story and one of millions 
annually that painfully illustrate how our system is too 
fragmented, siloed, expensive, and misaligned, and puts the 
patient last. In a fee-for-service world that rewards volume 
over value, it’s not the system that is broken—it’s the design.

A DIFFERENT WAY FORWARD

Over the past year, the healthcare system was forced to 
move online as the pandemic made it possible to seek 
care without crowding waiting rooms. Fee-for-service 
volumes for elective procedures decreased significantly 

A New Model for Non-Operative 
Orthopedic Care 
BY L ANG ASTON

“The more things change, the more they stay the same.” 
The French writer Jean-Baptiste Alphonse Karr had it right, 
at least as far as orthopedic care is concerned. Most people 
would argue that the U.S. has the most advanced medical 
system in the world, and our approach to orthopedic care 
specifically is widely lauded as exemplary.

Technological advancements have improved recovery 
time and outcomes, while the trend from inpatient to less 
expensive outpatient settings has continued to lower costs 
and improve patient access. Yet with these improvements, 
musculoskeletal care remains the most expensive and 
fastest growing segment of our U.S. healthcare system, 
fueled by a growing demand from an aging and more 
sedentary population. In a new era of value-based 
healthcare, maybe it’s a good time to step back and ask 
ourselves, “Is this working?”

According to JAMA, musculoskeletal conditions cost the U.S. 
over $400 billion annually, or 10% of all healthcare spending.  
That is more than cancer or cardiovascular disease. Lower 
back pain is one of the top reasons people crowd primary 
care offices or emergency rooms. Medications (e.g., opioids) 
and injections are often the tool of choice for many looking 
for a quick way for the pain to go away.

Other patients are sent on to receive unnecessary 
imaging scans or see specialists without first seeking 
more conservative and cheaper treatments. And with the 
proliferation of digital healthcare, dozens of new companies 
are selling the promise that musculoskeletal telehealth will 
provide a suitable replacement for in-person care. 

In short, while we have come a long way to improve 
procedures and reduce surgery complications, we have only 
poured fuel on the fire of runaway orthopedic spending—with 
no measurable return on investment. The opportunity to 
embrace a value-based world is there—if only we can push 
away from the dock. 

PUTTING THE PATIENT LAST

The current system is not broken; it is working just as it was 
designed. The scenario plays out every day in the U.S. You 
hurt your back lifting too many weights at the gym, and you 
can’t walk the next day. You call your primary care doctor, 
who sees you in the office and tells you to get an MRI. 
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for a few months, and 
providers filled the void 
with telehealth visits and 
digital solutions to provide 
safe access to care for 
patients. But interestingly, 
waiting rooms started 
filling up again once 
pandemic infection rates 
began to decline.

Patients are seeking 
connection and are 
suffering from not only 

pain, but also from depression and anxiety in unprecedented 
numbers. Digital health is clearly here to stay, but there is no 
substitute for an in-person provider visit. As someone who 
had a ruptured L2/L3 disc, I can tell you firsthand that a 
telehealth visit with a wearable chest strap was not an option 
for me to assuage my pain and anxiety. Perhaps things do 
remain the same—maybe the need for human connection will 
continue to be paramount to create an environment in which 
to heal. 

But while the world adjusts back to some equilibrium of 
online and on-site care, the rules of the game have changed. 
Alternative payment models are accelerating in all areas of 
medicine, including orthopedic care. Changing the game are 
risk-based medical groups, integrated health systems, and 
payers (including Medicare), which are rapidly adopting new 
models that create better alignment for risk-based payments.

And perhaps most importantly, patients have changed 
how they consume and expect value from the healthcare 
system—engagement, connection, wellness, convenience, 
and access. All of these elements will be critical for the 
orthopedic industry to address. 

But somehow, orthopedic care has been slow to adopt this 
approach—perhaps due to a legacy system built on lucrative 
fee-for-service procedures and physician consolidation 
to protect the status quo. Maybe the promise of digitized 
physical therapy solutions will fall short of addressing the 
complexity or chronicity of 80% of musculoskeletal (MSK) 
spending. Maybe there are too many patients in surgeon 
waiting rooms who don’t need surgery.

Perhaps now there is a different and more impactful way 
forward to target real outcomes and savings for people 
suffering from chronic pain and for those providers and 
payers who want a winning strategy in a value-based 
environment. So with all the moving pieces to realign 
the value chain in orthopedic care, what will be a vital 
component? Introducing non-operative orthopedic care 
management. 

AN INTEGRATED CARE MODEL

What does non-operative orthopedic care management 
look like? Imagine a new care model that is focused on 
MSK health—not purely treatment—and that puts the 
patient first. Now imagine that this model:

• Matches a patient with a personal coach to 
customize treatment before, during, and after an 
acute episode occurs—and refers to downstream 
care delivery only if and when it is needed

• Offers a full range of integrated programs—including 
nutrition, mindfulness, addiction services, and sleep 
counseling—to address the complicated physical and 
behavioral factors that lead to chronic pain

• Features a care team composed of orthopedic 
surgeons, physical therapists, addiction specialists, 
sleep counselors, mindfulness professionals, and 
nutritionists working together to understand and 
address the unique underlying issues impacting pain 
for a patient, without a singular focus on performing 
surgery or injections

• Provides synchronous and asynchronous access 
to efficient and personalized care, both on-site 
and online, to meet the patient where it is most 
convenient and impactful

• Integrates with orthopedic surgeons and primary 
care physicians to remove the burden of chronic 
pain sufferers from their waiting rooms and allows 
surgeons to see only patients who really need 
surgery

• Unveils our body’s magnificent ability to heal itself 
without any invasive procedures, opioids, or surgery 

• Leverages artificial intelligence to enable a scalable 
population health solution to take financial risk for 
total cost of care

• Offers a maintenance program customized to 
address sustainable orthopedic health with access 
to education, exercises, nutrition, and community 
support  

As the healthcare industry has embraced the path to 
value, the time for non-operative orthopedic care has 
arrived. Indeed, perhaps it is time for a change. o

Lang Aston is Chief Growth Officer for SpineZone.
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Physician Compensation Models: Paying It 
Downstream
BY KEN COHEN, MD, DEEL ING L .  TENG , MD, AND JAM IE PH ILL IPS

Introduction: Journey to Two-Sided Risk
Ken Cohen, MD

Our healthcare system is on a journey to value-based care. For this evolution to meet the 
quadruple aim—improved patient service and outcomes, better clinician well-being, and 
decreased total cost of care—myriad capabilities are needed. One of the most important 
capabilities is a reimbursement model that rewards physicians for high-quality population 
health management (PHM)—the foundation for success in two-sided risk arrangements. 

The extent to which value-based payments are added to or replace fee-for-service (FFS) 
or relative value unit-based reimbursement should be related to the stage of the journey 
toward two-sided risk. To succeed, though, it’s critical that each stage of this journey is 
accompanied by incentive payments that flow downstream to providers—in a way that 
directly reflects the efforts that went into generating the incentive pool. 

4 STAGES OF RISK

The journey to two-sided risk may be thought of as progressing through a series of 
stages:

• Stage 1. At this point, the only additional revenue may come from upside shared 
savings related to quality and utilization measures. Physician groups and healthcare 
systems often use these revenues to offset the infrastructure needed for PHM, 
leaving little for physician revenue. This limits physician engagement in care 
transformation. Although revenues in these contracts are often not adequate to offer 
bonus payments to specialists, early engagement of primary care with significant 
bonus payments is a sound investment in future PHM success. 

• Stage 2. Contracts will begin to offer downside risk with risk corridors to limit 
exposure. With successful PHM, additional revenues in these contracts should be 
adequate to not only help fund the PHM infrastructure, but to also provide meaningful 
bonus revenue to primary care physicians (PCPs) and possibly key specialists. While 
accurate reporting of quality and utilization metrics at the individual physician level is 
important at all stages, it takes on added significance when downside risk is present. 

• Stage 3. These are usually professional risk or full risk (percent of premium) 
contracts, but they usually exclude pharmacy risk. At this point, you should consider 
bonus payments that reflect a quality gate for participation, as well as those based on 
utilization efficiency measures at the group, sub-group, or individual level.

As providers assume accountability for both quality and total cost of care, the work of 
PHM increases considerably. Bonus payments should reflect the physician’s added 
PHM work and performance. It is helpful to begin including specialist physician bonus 
payments at this stage of contracting. That being said, measuring the quality and 
utilization of specialists is extraordinarily difficult. 

Ken Cohen, MD

Deeling L. Teng, MD

Jamie Phillips 



•   Stage 4. These are typically full-
risk contracts that include pharmacy 
risk. Here, managing total cost of 
care becomes considerably more 
challenging. In addition to the 
primary care PHM responsibilities, 
specialist physicians need to 
assume accountability for total 
cost of care, including the specialty 
pharmaceutical spend. To build 
cost-effective pharmaceutical use 
into value-based incentive models, 
you need to replace the mal-aligned 
profits inherent in the buy-and-bill 
methodology with new models—ones 
that incent biosimilar substitution 
and other methods of controlling the 
biological spend in pharmaceuticals. 

Below, leaders from two of APG’s high-performing medical 
groups describe the elements of successful downstream 
compensation. 

PCP Compensation: Greater 
Newport Physicians
Deeling L. Teng, MD

Like many Southern California provider groups, we are in 
risk-bearing contracts with health plans, receiving monthly 
capitation payments to manage and provide professional 
services for our patients. This capitated, delegated model 
provides us with upfront resources to make downstream 
payments to physicians who support value, as well as to 
enable centralized care coordination, disease management, 
and care gap closure. 

Our success starts by partnering with physicians who 
support evidence-based and population-focused quality 
care. Our capitation-based payment model includes relevant, 
attainable incentives that reward and encourage high 
performance.

Each of our primary care physicians receives downstream 
compensation from three different categories:

1. Capitation

2. Fee for Service

3. Pay for Value – Incentives and Bonuses

The Pay for Value model differentially rewards the highest-
performing physicians for their achievements. On average, 
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capabilities is a 

reimbursement 

model that rewards 

physicians for 

high-quality 

population health 

management.”

incentives account for 20% to 35% of total 
compensation, depending on the primary 
care specialty. Here is how the three 
payment streams work.

CAPITATION

This is the monthly per-member-per-
month payment to primary care physicians, 
regardless of patient contact. Consistent 
cash flow provides financial assurance to 
independent physicians. We vary capitation 
amounts depending on the expected number 
and frequency of visits and services for the 
population based on age, gender, and line of 
business.

This regular payment represents 
compensation for all the services a PCP 

typically provides, including evaluation and management 
services, in-office diagnostics, and treatments/
interventions.

Compensation for Medicare Advantage members is 
adjusted at pre-specified intervals based on the acuity 
and severity of disease in a physician’s population. This 
recognizes the increased frequency and intensity of 
services needed to manage a sicker population. Our coders 
validate the documentation supporting these diagnoses 
prior to any risk adjustment factor-related compensation 
changes.

It is common for physicians to struggle with the movement 
away from fee-for-service to fixed monthly payments. 
It can manifest as a perception that they are not being 
compensated for services or the associated billing costs 
because any given payment does not directly correlate with 
the provision of a specific service. The model change leads 
some to reduce their availability or procedural offerings 
to capitated patients in favor of accommodating fee-for-
service patients.  

To address this perception and ensure capture of services, 
our organization added an additional encounter payment 
to encourage physicians to provide that information. We 
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incentivize access through bonuses based on patient 
satisfaction survey results and decreased ER utilization, 
and we audit offices to confirm their access for care. 

FEE-FOR-SERVICE 

These payments are used to encourage PCPs to 
continue to provide services that they might otherwise 
refer out to a specialist at additional cost to our 
organization. We also offer FFS carve-out payments 
for services not offered by all PCPs due to variations 
in experience or training or for services that require 
additional effort or resources.

Examples include dermatologic procedures, orthopedic 
management, surgical procedures, or facility-based 
care. FFS payments can also be leveraged to incentivize 
capture of certain visit types, such as well-woman exams.  

PAY FOR VALUE – INCENTIVES AND BONUSES

These additional payments incentivize care that aligns 
with organizational goals and funding and contractual, 
financial, and performance opportunities. Encouraging 
patients to follow through on testing that is performed 
outside of the PCP office to close clinical care gaps can 
be time-consuming.

Additional payments are invaluable in obtaining physician 
support and engagement to improve group performance 
in quality measures, including the Healthcare 
Effectiveness Data and Information Set (HEDIS), the 
Integrated Healthcare Association’s “Align. Measure. 
Perform.” (AMP) California benchmark program, 
accountable care organization (ACO) benchmarks, and 
the Centers for Medicare & Medicaid Services (CMS) 
STAR ratings and clinical quality programs, patient 
satisfaction, ER avoidance, and pharmacy measures.

We review benchmarks annually and adjust accordingly 
based on state, health plan, AMP, and/or peer 
performance. Resources to ensure mutual success 
include physician education, centralized support for 
patient outreach, disease management programs, and 
individualized physician reports showing progress relative 
to benchmarks.  

The convergence of these three payment streams 
results in a full compensation package for primary care 
physicians. That package not only provides for a steady, 
stable flow of income to the office, but also aligns 
incentives and builds with rewards for performance—all 
while capturing the data needed to demonstrate quality 
result achievement and appropriate risk documentation.

Specialist Compensation: 
NAMM/PrimeCare
Jamie Phillips

There are many corollaries when approaching specialist 
compensation in a risk-bearing model. Compensation to 
downstream specialist and ancillary providers must provide 
market-based reimbursement for necessary services while 
providing the appropriate focus and incentive on increasing 
quality, providing good service, and managing the total cost 
of care.

Access to services, utilization of the appropriate site of 
service, and member satisfaction—along with a high degree 
of collaboration with the PCP plan of care—are generally 
universal components of the specialist compensation model.

WILL CAPITATION WORK?

While PCP compensation models tend to be consistent 
across multiple PCP practices, specialist programs need to 
flex to be relevant to the specific specialty. In some cases, 
such as low-volume specialties, capitation will not be the 
answer, and a focus on high-touch utilization management 
and evidence-based approaches to care make the most 
sense.

Some specialties, such as surgical disciplines, lend 
themselves to compensation on a case rate—where an 
established course of treatment for a particular diagnosis 
or procedure is bundled into a payment for the end-to-end 
treatment of the episode of care.

When the risk-bearing organization (RBO) has critical 
mass to support capitation to specialists, the model can 
range from simple to complex. In most cases, capitation 
rates are based on the expected utilization of a well-
managed population and supplemented with incentives to 
influence the systems and behaviors that support the most 
appropriate level of care, at the right time and in the right 
setting.

How do you know which specialties are suitable for 
capitation? Criteria can include:

• A practice that has engaged physicians with 
demonstrated commitment toward the right care at the 
right time and place

• A population that would yield a meaningful capitation 
payment

• Specialties that have a material impact on overall cost of 
care, such as hospital utilization
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MEETING THE CHALLENGE

Capitation is most successful if coupled with quality 
incentives specific to the specialty. Therein lies one of the 
biggest hurdles. It is not a slam-dunk to develop quality 
metrics that drive performance on organizational goals while 
remaining relevant to the specialist. It’s a challenge to define 
what constitutes quality metrics specific to the specialty 
and to aggregate the information necessary for producing 
meaningful metrics that drive specialist behavior.

The other challenge is an availability of practices that can 
support the population. Some markets, especially those in 
the early stages of value-based care, may have providers 
who are willing to participate—but they do not have the 
scale to support the RBO’s membership or the full scope of 
services required of the specialty, such as hospital coverage. 
In those cases, capitation may need to be spread across 
multiple independent providers who support the population.

Contact capitation is one tool that may be deployed in that 
scenario. In this model, capitation funds a pool of dollars, 
which are then distributed to the participating individuals 
based on delivered services or contacts with members 
needing care.

Typically a point system is agreed upon by the RBO 
and participating providers. Higher-weighted points are 
awarded for more complex or longitudinal services, such 
as total obstetrics care or bundling surgical procedures 
with necessary pre- and post-op care. The key is that 
specialists do not have additional incentive to conduct 
non-evidence-based services or procedures, as the model 
does not award additional points to do so. The model can 
be very successful in harnessing multiple non-affiliated 
specialists, but it may pose some administrative challenges.

The stage of risk and population size should guide each 
organization’s thinking and decisions about how to engage 
PCPs, specialists, and ancillary providers in managing the 
cost and quality of the population under risk. Downstream 
compensation models—including incentive payments—that 
engage providers to focus on quality and total cost of care 
are critical for success on the value-based journey. o

Ken Cohen, MD, is Executive Director of Translational 
Research, OptumLabs, and Senior National Medical 
Director of OptumCare. Deeling L. Teng, MD, is Senior 
Medical Director at Greater Newport Physicians, and 
Jamie Phillips is President of NAMM California and 
PrimeCare Medical Network Inc.
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AllCare IPA

Allied Physicians of California

AltaMed Health Services Corporation

AppleCare Medical Group, Inc.

Arizona Health Advantage, Inc.

Austin Regional Clinic *

Babylon Health

Bayhealth Physician Alliance, LLC

Beaver Medical Group

Brown & Toland Physicians *

California Pacific Physicians Medical Group, 
Inc.

Canopy Health

CareAllies
Groups: Accountable Care Coalition of Alabama, 
LLC • Atlantic ACO • Baldwin IPA • Ben Franklin 
Physicians IPA LLC • Broad Spectrum IPA • 
Clarksville Medical Network IPA • Cumberland ACO 
• Cullman Primary Care IPA • Dallas IPA • DC Qual-
Care IPA • Delco Wellness IPA • DFW Healthcare 
Partners IPA • East Memphis Medical Network • El 
Paso Integral Care • Emerald Shores IPA • Etowah 
IPA • Franklin Medical Network • Greater Chicago 
IPA • Hattiesburg Clinic • Healthcare Quality 
Partners LLC • Iron City IPA • KMG IPA LLC • 
Liberty Independent Physicians Group • Little River 
Canyon IPA • Lonestar CIN • Memphis Midtown 
IPA • NCH ACO LLC • North Tennessee Medical 
Network IPA • Optimus Healthcare Partners LLC 
• Prestige Physicians Group IPA • Providence 
Medical Network • Renaissance Physicians 
Organization • River Region IPA • Rutherford 
County Physicians Network • Southern Medical 
Physicians IPA • St. Thomas Medical Partners, LLC 
• Summit West IPA • Synergy HealthCare • Tallaco 
IPA • Tennessee Valley IPA/Huntsville • Trendsetter 
Physicians IPA • TriStar Medical Network • Valley 
Forge IPA • Valley Organized Physicians • Walker 
IPA • West Alabama IPA LLC

CareHive Health Inc.

CareMax, Inc.

Cedars-Sinai Medical Group *

Central Ohio Primary Care Physicians Inc. *

Central Oregon Independent Practice 
Association

ChenMed *

Children First Medical Group

Children’s Physicians Medical Group

Chinese American IPA

Chinese Community Health Care 
Association

CHOC Physicians Network

Choice Medical Group

CHS Physician Partners IPA, LLC

Cigna Medical Group

Citrus Valley Independent Physicians

Collaborative Health Systems, LLC

Colorado Permanente Medical Group, P.C.

CommonSpirit Health *
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

Conifer Health Solutions
Groups: Central Valley Medical Providers • 
Exceptional Care Medical Group • Family Choice 
Medical Group • Family Health Alliance • Mid 
Cities IPA • Omnicare Medical Group • Premier 
Care of Northern California

Cornerstone Health Enablement Strategic 
Solutions (CHESS)

DFW HealthCare Partners LLC

DuPage Medical Group

East Coast Medical Services, Inc.

Edinger Medical Group

El Paso Integral Care, IPA

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

Equality Health – Q Point
Groups: Equality Health, LLC • Equality Health 
Network, PC • Equality Health Texas, LLC

Evolent Care Partners

Facey Medical Foundation *

Good Samaritan Medical Practice 
Association

Greater Newport Physicians Medical 
Group, Inc. *

Hawaii IPA

Hawaii Pacific Health

Hawaii Permanente Medical Group, Inc.

Heritage Provider Network *
Groups: Affiliated Doctors of Orange County • 
Arizona Health Advantage, Inc. • Arizona Priority 
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. *

Hoag Clinic
Groups: Hoag Medical Group

In Salud, Inc.

Innovare Health Advocates

IntegraNet Health

Intermountain HealthCare *
Group: Healthcare Partners Nevada

Iora Health Inc. *

Jade Health Care Medical Group, Inc.

John Muir Physician Network *

Key Medical Group, Inc.

Landmark Medical, PC

Leon Medical Centers, Inc.

Loma Linda University Health Care

Managed Care Management and 
Educational, LLC

Marshfield Clinic, Inc. *

Martin Luther King, Jr. Community Medical 
Group

Mass General Brigham

Medicos Selectos del Norte, Inc.

MedPOINT Management
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 *

Mercy Health Physicians

Meritage Medical Network

Monarch HealthCare *

Montefiore Medical Center/IPA

Monterey Bay Independent Physician 
Association

Mount Sinai Health Partners *

MSO of Puerto Rico *

NAMM California *
Groups: Inland Faculty Medical Group • Empire 
Physicians Medical Group • Mercy Physicians 
Medical Group • Primary Care Associated Medical 
Group, Inc. • PrimeCare Medical Group of Chino • 
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 • Riverside Physicians Network • Valley 
Physicians Network

naviHealth, Inc.

NeueHealth *

New West Physicians, P.C.

Northwest Permanente, P.C. *

Northwest Physicians Network of 
Washington, LLC

Ochsner Clinic Foundation

Ohio Integrated Care Providers

OHSU Health IDS, LLC

Omnicare Medical Group

OPN Healthcare, Inc.

Optum (Formerly HealthCare Partners) *

OptumCare Network of Connecticut

Orlando Family Physicians

Pacific Medical Administrative Group

Pediatric Associates

PHM MultiSalud, LLC
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 • 
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G.M.D.C., Inc. • Grupo Advantage del Oeste • Grupo Medico 
de G.M.B., Inc. • Grupo Medico de Orocovis

Physicians Care Network

Physicians DataTrust
Groups: Empire IPA • Equality IPA • Golden Physicians 
Medical Group • Greater Tri-Cities IPA • Noble AMA IPA • 
St. Vincent IPA

Physicians of Southwest Washington, LLC *

PIH Health Physicians

Pioneer Medical Group, Inc. *

Portland IPA

Preferred IPA of California

Premier Family Physicians

PrimeHealth Physicians, LLC

PriMed Physicians

Prisma Health *

Privia Medical Group LLC

Prospect Medical Group *
Groups: AMVI/Prospect Medical Group • Cal Care IPA • 
Gateway Medical Center • Genesis Healthcare of Southern 
California, 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 CTE, LLC 
• Prospect Provider Group CTW, LLC • Prospect Provider 
Group NJ, LLC • Prospect Provider Group PA • Prospect 
Provider Group RI, LLC • 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: Providence Care Network

Regional HealthPlus

Reliant Medical Group, Inc.

Renaissance Physician Organization

River City Medical Group, Inc.

Riverside Medical Clinic

Riverside Medical Group

Riverside Physician Network

St. Joseph Heritage Healthcare *
Groups: Mission Heritage Medical Group • St. Mary High 
Desert Medical Group

St. Vincent IPA Medical Corporation

Sansum Clinic *

Santa Clara County IPA (SCCIPA)

Santé Health System, Inc.

SeaView IPA

Scripps Coastal Medical Center

Scripps Physicians Medical Group

Sentara Quality Care Network

Sharp Community Medical Group *
Groups: Graybill Medical Group • Arch Health Partners

Sharp Rees-Stealy Medical Group *

Signify Health

Southern California Permanente Medical Group *

Southwest Medical Associates *

Southwestern Health Resources

SpineZone Medical Fitness

Starling Physicians, PC

Summit Medical Group, PA *

Summit Medical Group, PLLC

Sutter Health Foundations & Affiliated 
Groups *
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

Synergy HealthCare, LLC

Tandigm Health, LLC

The Everett Clinic, PLLC

The Permanente Medical Group, Inc. *

The Portland Clinic *

The Vancouver Clinic, Inc., P.S. *

Torrance Hospital IPA

Triad HealthCare Network, LLC*

UC Davis Health

UC Irvine Health

UCLA Medical Group *

US Health Systems, LLC

USC Care Medical Group, Inc.

USMD

Valley Care IPA

Valley Medical Center

Valley Organized Physicians

VillageMD

Washington Permanente Medical Group

WellMed Medical Group, P.A. *

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

ASSOCIATE PARTNERS
Arkray
Apixio
Astellas Pharma US, Inc.
Bristol Myers Squibb
Eli Lilly and Company
Exact Sciences Corporation
Genentech, Inc.
HealthAxis Group, LLC
Kindred Healthcare, Inc.
Merck & Co., Inc.
Moss Adams, LLP
Novartis Pharmaceuticals
Oscar Health
Quest Diagnostics
Ralphs Grocery Company
Scipher Medicine
Soleo Health, Inc.
Sound Inpatient Physicians
Sunovion Pharmaceuticals, Inc.
UCB Pharma
Vifor Pharma, Inc.

AFFILIATE PARTNERS
Altura
Children’s Hospital Los Angeles Medical Group
Curation Healthcare
DermTech Inc.
EasyHealth Medical Solutions
Emerge Clinical Solutions, LLC
Guardiant Health Management, LLC
Olio Health, Inc.
Partners in Care Foundation
Pharmacyclics, Inc.
Pinnacle Brokers & Insurance Svc, LLC
ProActive Care
RCxRules
Redlands Community Hospital
Stellar Health
Ventegra, LLC
Wellth, Inc.

* Indicates 2021-2022 Board Members

Welcome New APG Members

2020
Accountable Care Coalition of Alabama
ACO Management Services, LLC
Baldwin IPA - AL
Ben Franklin Physicians IPA, LLC - PA
Broad Spectrum IPA - PA
Cal Care IPA
CareAllies
Clarksville Medical Network IPA - TN
Cullman Primary Care IPA - AL
Dallas IPA - AL
DC Qual-Care IPA, LLC - PA
Delco Wellness IPA
East Memphis Medical Network - TN
Emerald Shores IPA - FL
EPIC Management, LP
Etowah IPA - AL
Franklin Medical Network - PA
Greater Chicago IPA - IL
Hattiesburg Clinic - MS
KMG IPA, LLC - TN
Liberty Independent Physicians Group, LLC - PA
Little River Canyon - AL
Los Angeles Medical Center IPA
Memphis Mid Town IPA - TN
NeueHealth
North Tennessee Medical Network IPA - TN
OHSU Health IDS, LLC
Pinnacle Medical Group
Portland IPA
Prestige Physicians Group, LLC - PA
Providence Medical Network - AL
River Region IPA - AL
Rutherford County Physicians IPA - TN
Signify Health
Southern Medical Physicians IPA - AL
Southwestern Health Resources
SpineZone Medical Fitness
St. Thomas Medical Partners, LLC - TN
Summit West IPA - AL
Tallaco IPA - AL
Tennessee Valley IPA/Huntsville - TN
Trendsetter Physicians IPA - PA
TriStar Medical Network - TN
Valley Forge IPA - PA
Vantage Medical Group
Walker IPA - AL
West Alabama IPA LLC - AL

2021
Alpine Physician Partners
Babylon Health
CareHive Health, Inc.
Evolent Care Partners
Mass General Brigham
OPN Healthcare, Inc.
Riverside Medical Group
Valley Medical Center
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Transforming Behavioral Health in Primary 
Care 
BY K AREN G . RENTAS, PHD

People often assume that older adults’ symptoms of depression are just a natural 
reaction to a newly diagnosed chronic condition or to life changes that occur as we 
age. But depression is a true and treatable medical condition, and older adults are at an 
increased risk for it.

In fact, national surveys find that between 1% and 2% of Americans age 65 and older 
suffer from major depression. That is a staggering number of older adults—between 
500,000 and 1 million. Even more concerning, it is estimated that the real numbers 
are likely higher because older adults, especially men, are less likely to recognize their 
symptoms of depression.1 

Depression screening, which is a required quality measure tracked by the Centers for 
Medicare & Medicaid Services (CMS), can only get us so far in recognizing and treating 
the senior patients who come to our offices every day. The layers of support needed 
to help lift people out of their depression must go beyond diagnosis by a primary care 
physician. Integrated care systems are in a unique position to leverage not only their 
behavioral health specialists on staff to solve this, but the communities they serve as 
well.

In spring 2018, Los Angeles-based Facey Medical Group launched the Senior 
Strength Initiative to enhance clinical care for depression among older adults in primary 
care settings. Facey partnered with the Depression and Bipolar Support Alliance 
(DBSA), a community-based organization, to address late-life depression by including 
peer support specialists on a patient care team that already included primary care 
physicians, psychiatrists, and licensed behavioral health specialists.

A grant from the Archstone Foundation allowed the organizations to join forces and 
implement the initiative as a new approach to support patients with symptoms of 
depression, as evidenced by their responses to the Patient Health Questionnaire 
(PHQ-9). 

WHAT IS A PEER SUPPORT SPECIALIST? 

Peer support specialists are professionals with lived recovery experience who have 
been trained and certified to help others as they move forward in their own recovery. 
As someone who has traveled a similar path, a peer support specialist fosters hope and 
serves as a valuable role model for those who are walking the road to wellness.

Peer support specialists serve in a wide variety of roles, including working with patients 
to develop individual service plans based on recovery goals, introduce recovery tools 
that help with specific challenges, create personalized wellness plans, and provide 
support for decision-making.2  

Not every situation starts off with a psychiatrist in the mix. More often, it is the peer 
support specialist who helps reinforce the value of adding a psychiatrist to the team 
and who assures a person with depression that it is the right decision. Utilizing 
peers with shared experiences to deliver services is empowering, and research has 
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“A peer support 

specialist fosters 

hope and serves 

as a valuable role 

model for those who 

are walking the road 

to wellness.”
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demonstrated that this approach is effective in helping 
patients engage more fully in their own care. 

NOT THERAPY, BUT THERAPEUTIC

As Director of Behavioral Health and Primary Care 
Integration for Facey Medical Group, I’ve seen 
firsthand that peer support specialists have been an 
incredible resource for patients and their respective 
care teams. 

Peers are making great headway in our quest for 
person-centered care. We work in a fast-paced setting 
where physicians and caregivers strive to connect with 
all patients in a meaningful way. But at times, there 
may be a disconnection when it comes to caring for those 
who are feeling lonely or experiencing diminished interest in 
pleasurable activities.

Having peer support specialists who share the care team’s 
common goal adds a unique layer to care: the layer of 
lived experience and testament of recovery. Through the 
Senior Strength Initiative, patients are connected with a 
peer support specialist once they are properly engaged 
with their primary care physician and a licensed behavioral 
health specialist. Some are also linked to a psychiatrist 
before connecting with peer support. For many older adults, 
challenges like isolation, stigma, or navigating complex 
healthcare systems could have a major impact on their 
mental health.

Peer support specialists bring an added benefit to the 
entire community simply by being present. They’re not 
seeing people in clinics or being shadowed by a physician. 
As a result, they have the potential to touch more lives with 
their experience and support than just the patients we refer 
to them. 

OUR FINDINGS SO FAR

Since its inception in 2018, the program at Facey has cared 
for more than 120 seniors. The outcomes so far have been 
significant: 60% of patients who connected with a triad 
of primary care, behavioral health care, and peer support 
experienced a five-point reduction or more in their PHQ-9 
from their initial baseline score.

These findings highlight the importance of identifying and 
treating older adults with behavioral health needs through 
innovative and systematic approaches that involve various 
avenues of engagement and education—without placing 
additional burdens on an already busy primary care team. o

Karen G. Rentas, PhD, is Director of Behavioral Health and 
Primary Care Integration for Facey Medical Group.

About Facey Medical Group

Facey Medical Group is a multispecialty physician 
group affiliated with Providence, a Catholic not-for-
profit health system based in Renton, Washington. The 
group operates 10 clinics in northern Los Angeles 
County and Ventura County. Facey’s Mission Hills 
location is one of six clinics in the Providence system 
working to integrate behavioral health specialists into 
the primary care setting. 

About Depression and Bipolar Support Alliance 
(DBSA)

DBSA is the leading peer-directed national 
organization focusing on the two most prevalent 
mental health conditions: depression and bipolar 
disorder. Through nearly 650 peer-led support groups, 
educational resources, and nationally-acclaimed 
peer specialist training, DBSA reaches millions of 
people each year with tools and in-person and online 
peer support focused on an integrated approach to 
wellness.

About Archstone Foundation

Archstone Foundation is a private nonprofit foundation 
whose mission is to prepare society for the growing 
needs of an aging population. The Foundation has 
awarded more than $119 million in grants since it was 
established in 1986.

References:
1 American Geriatrics Society’s Health in Aging Foundation. (2020, 
September). Depression: Basic Facts. American Geriatrics Society. 
https://www.healthinaging.org/a-z-topic/depression/basic-facts

2 Depression and Bipolar Support Alliance (n.d.). What’s a Peer Support 
Specialist? Retrieved November 1, 2021, from https://www.dbsalliance.
org/get-involved/training/whats-a-peer-specialist
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Learning From the Pandemic: Virtual Care 
Takes Root
BY STACE Y HROUNTAS, AL AN B IER , MD, AND STE VEN GREEN, MD

The COVID-19 pandemic has caused all of us to re-imagine how we live our lives. It 
has also caused healthcare providers to re-envision how we deliver care. At Sharp 
Rees-Stealy Medical Group, the first multispecialty group in San Diego, that meant 
putting virtual care front and center.

As part of Sharp HealthCare, the leading integrated healthcare system in San 
Diego, Sharp Rees-Stealy’s 699 physicians and advanced practice providers 
(APPs) care for more than 300,000 patients at 19 clinics across San Diego 
County. Before the pandemic hit, approximately 1% to 2% of patient visits were 
virtual, either by phone or video. One month after the onset of COVID-19 in San 
Diego, a whopping 70% of all our patient visits were virtual. 

Sharp Rees-Stealy first began offering telemedicine phone visits in 2014, and 
in the next two years, we expanded to video visits. Having an early start into 
telemedicine helped set the stage for dealing with the pandemic. Many of the 
doctors and APPs were already trained on providing virtual care. Scaling up to 
more than 2,000 virtual visits a day in March 2020 meant support staff worked 
tirelessly to ensure providers had the proper equipment and training to conduct 
virtual care. 

“We are fortunate that we were early adopters of telemedicine, and we had already 
trained many physicians and APPs in providing quality care virtually. This gave us 
a running start when the pandemic hit,” says Steven Green, MD, Chief Medical 
Officer of Sharp Rees-Stealy Medical Group. 

A RAPID TRANSITION

Sharp Rees-Stealy purchased equipment to enable physicians to perform 
telemedicine encounters at home and trained those physicians remotely. We also 
expanded our telemedicine platforms from one to three to offer all doctors the 
options that would maximize their comfort working virtually.

In terms of hardware, the main requirements for home setup were high-resolution 
web cameras, averaging $70 to $100 each. In some cases, USB or Bluetooth 
headsets were purchased to provide better audio quality during telemedicine visits. 

To ensure that these virtual encounters provided the same experience as an 
in-person visit, physicians were encouraged to attend “webside manner” training 
sessions to teach best practices for video. A stipend of $140 was provided for 
additional hardware purchases to anyone who attended these training sessions. 

Software licenses for using the telehealth platform were purchased for all the 
physicians. Depending on the platform chosen, license cost can range from 
free (with limited features) to approximately $50 per provider, per month. As the 
pandemic wore on, clinical and administrative team members collaborated to 
create a detailed virtual visit workflow to ensure the experience mimicked in-
person care.

Stacey Hrountas 

Alan Bier, MD

Steven Green, MD



Thanks to a payer 
mix that sees 70% 
of revenue come 
from capitation, 
Sharp Rees-Stealy 
was well-positioned 
to weather the 
financial impact 
from these 
expenditures, 
coupled with the 
drop in nonessential 
procedures.

“We knew this was 
the right way to 
safely care for our 
patients and protect 

all of our team members by only seeing essential 
cases in our clinics. We adopted these changes as 
quickly as possible without regard to reimbursement. 
It is our mission to care for our community, and rapidly 
transitioning to virtual care was simply the right thing to 
do,” explains Stacey Hrountas, CEO, Sharp Rees-Stealy 
Medical Centers. 

PATIENTS AND PROVIDERS APPROVE

Patient and provider response to the ramp-up in virtual 
care was overwhelmingly positive. Patient surveys 
provided many comments in support of virtual care: 

“I’ve been very happy with the videoconferencing method 
used during the pandemic and post-pandemic era. I’m 
hoping that this concept of healthcare will continue to 
grow and develop as a common practice.”

“I was very impressed with how well the virtual visit went. 
Not having to drive and get dressed was a great time 
saver. I think visual conference is wonderful.”

“The video visit worked great—getting a text message 
when the provider was ready to see me was much more 
convenient than waiting in an urgent care lobby.”

Providers, especially those who were at high-risk, also 
expressed their support of virtual visits:

“I really enjoy being able to provide top-notch care for 
children who do not need a hands-on appointment and 
help schedule an appropriate appointment for those who 
do need the hands-on appointment. Parents with small 
kids really appreciate not having to bring them into the 
office when it can be done so easily over the phone/
video.”
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“The rapid 

conversion to 

virtual care has 

positioned us 

well to continue 

meeting our 

patients where 

they are.”

“Telehealth has opened a new door for me to be 
able to take excellent care of my patients at their 
convenience and allows them to remain in the safety of 
their home, whether that is in San Diego or Ohio.”

VIRTUAL URGENT CARE

In addition to virtual primary and specialty 
appointments, Sharp Rees-Stealy was able to ease 
the intense demand on its five urgent care centers 
and its phone lines by launching virtual urgent care—
where patients are able to have an encounter with 
a physician on demand. They can even book these 
appointments online.

The program was created to meet the crush of care in 
the early days of the pandemic. It is now a permanent 
and important part of the care options offered by 
Sharp Rees-Stealy and is available to new and 
existing patients.

Brent Rathbun, MD, Sharp Rees-Stealy Medical 
Director for On-Demand Telemedicine, says 
the switch to virtual urgent care helped ease 
unprecedented call volumes and wait times and 
provided other benefits, too.

“On one occasion, one of our providers reached a 
patient who was in their car outside the ER, getting 
ready to go inside for evaluation,” Dr. Rathbun says. 
“Fortunately, the provider was able to help the patient 
manage their concerns without going in. In addition, 
many patients with symptoms typical for COVID-19 
have been managed without an in-office visit, thus 
protecting staff and other patients while preserving 
personal protective equipment for when it would be 
truly needed.” 

“There were some bumps in the road as we tested 
and learned to use virtual platforms and developed 
workflows. I am so proud of our entire team. They 
worked nearly around the clock to respond to the 
crisis and then take those lessons and build on 
them to provide the convenient, quality care options 
patients have come to rely on,” says Alan Bier, MD, 
President, Sharp Rees-Stealy Medical Group. “The 
rapid conversion to virtual care has positioned us 
well to continue meeting our patients where they are, 
providing the level of outstanding clinical care we are 
known for.” o

Stacey Hrountas is CEO of Sharp Rees-Stealy Medical 
Centers. Alan Bier, MD, is President of Sharp Rees-
Stealy Medical Group, and Steven Green, MD, is Chief 
Medical Officer of Sharp Rees-Stealy Medical Group.



hospital relations, eroding 
trust that physicians had in 
what had been their parent 
system.

SHIFTING RISK TO 
PROVIDERS 

Despite this uneasy history, 
systems and physicians 
need each other more 
than ever to succeed at 
value-based care and 
payments. Regulatory 
and reporting burdens 
have convinced growing 
numbers of physicians to 
join independent practice 
associations, clinically 
integrated networks, 
Medicare accountable care 
organizations (ACOs) or 
the new direct contracting 
entities (DCEs)—and/or 
to become employed by 
health systems.  

With health plans realizing 
they cannot manage actual clinical delivery based on 
cold rules and dispassionate medical management, they 
are seeking to transfer the risk to the providers, who will 
then have to figure out how to manage it themselves. 
Fortunately, there is significantly better data, clinical 
analytics, risk stratifications, and other tools that (should) 
allow for success in population health management. 

Risk arrangements remain widely disparate, increasing the 
burdens on medical practices. Yet it is hard to argue that 
value is not the right direction, as physicians have been 
functionally removed from operating their own businesses.   

JEOPARDIZING VALUE-BASED SUCCESS

A major sticking point to successfully managing risk, 
however, is physician-system relationships—especially 

Yomi Ajao

Andrew Snyder, MD
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Physician engagement is not physician alignment. This 
distinction is the key weakness in many organizations’ 
efforts to move to population health management and risk 
contracting.

Specifically, the failure to appropriately compensate 
primary care physicians for managing populations and 
total cost of care is deterring them from performing as 
the star quarterbacks they are asked to be. It’s also the 
major reason that large-scale, value-based enterprises 
that have invested in population health staffing, resources, 
and services aren’t truly transforming their care, costs, or 
revenues. 

The key to substantial progress is truly aligning physician 
compensation with new care and payment models. An 
aligned physician is organically engaged. What’s more, 
aligning physician compensation would lead to reduced 
need for the expense of wraparound services, follow-up, 
outreach, and other secondary interventions.

EARLY CAPITATION HURT RELATIONS

The problem with compensation began decades ago. The 
early 1990s saw the first foray into capitation. Capitation 
inherently alters the operating widget of healthcare 
from visits and volume to patients and panel size. It thus 
fundamentally changed health systems’ revenue streams 
toward capturing patient attribution, leading to a major 
buying spree of primary care practices. 

This capitation attempt collapsed by the end of that 
decade. Providers and payers lacked reliable data and 
analytics for effective risk stratification. The methodology’s 
other structural flaws led to cherry picking and further 
systemic problems. Insurers also became less willing to 
share any gains without transfer of risk, so capitation 
across most of the country disappeared as a contracting 
vehicle.

Most health systems reverted to fee-for-service, where 
they were not beholden to any specific attribution. As 
a result, many hospitals and health systems divested 
their physician practices or did not run them efficiently 
or profitably. This period tore at the fabric of physician-

Aligning Physician Compensation: The Final 
Mile for Value-Based Care
BY ANDRE W SNYDER , MD, AND YOM I A JAO



“Value-based care 

will remain out of 

reach until true 

compensation 

alignment occurs.”
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as they play 
out in physician 
compensation. 

In the push for 
population health 
management and 
risk contracting, 
many health 
systems have 
touted physician 
engagement. But 

they have largely not followed through with action. To 
provide population health, their strategies center on 
care management and other broad-based wraparound 
services for the highest-risk patients—mostly working 
around, not with, primary care providers.

Systems are treating their affiliated and employed 
physicians as their assets, not their partners. As such, 
they are pre-defining their worth and not treating them 
as equals at the table. 

Consciously or not, this approach is a continuation 
of one started decades ago by payers when health 
maintenance organizations (HMOs) first emerged. Since 
then, for all intents and purposes, physicians have been 
told their worth. Systems have not learned from the 
plans’ mistakes.

PHYSICIANS SEE LITTLE UPSIDE

As a result, most compensation programs remain 
transactional and volume-driven, and the physicians 
remain less than engaged. Some systems have added 
value-based incentives, such as quality bonuses. But 
thus far, these are insufficient to change behavior and 
move any care or cost needles at scale. 

Shared savings are similarly proving to be inadequate. 
The math does not work for providers or hospitals; it only 
works for the insurers mitigating their risk. The fraction 
of a fraction that providers may take home is not a good 
enough risk to endure true practice transformation. 

Primary care physicians are asked to be accountable 
and be the “quarterbacks,” yet they are paid at the 
bottom of the physician ladder, with hard-wired ceilings. 
Further, the tools to document care and perform 
population health management either are lacking, or 
those workflows do not succeed when thrown into a 
transactional process.  

At the same time, ACOs are stalled, showing savings 
for modest changes that fall far short of transformation. 
Most ACOs seem to have hit an asymptote: They are 

treading water, reluctant to make further investments 
because the infrastructure cost versus the returned fraction 
of shared savings has topped out.

UN-STALLING PROGRESS

The point of service is the true inflection point for best 
addressing utilization patterns, referral patterns, quality, and 
efficiency. To drive new efficiencies, we need to change the 
fundamental building block of delivery.  

The way to change care delivery is to change physician 
compensation. If physicians are properly aligned and 
appropriately valued, they will be self-engaged and will 
problem-solve at the root of any issue.

What does fully aligned physician compensation look like?  

• Set compensation based on full capitation, risk-adjusted 
panel size.

• Do not fractionate physicians’ populations. Change 
compensation as if all patients are risk-adjusted and 
capitated.  

• Start early. Changing practice and referral patterns 
takes time.

• Create incentives based on new value creation of quality 
and efficiency.

Instead of relying on an episodic and transactional 
compensation methodology, adopting one that is relational 
and longitudinal would fundamentally change how 
physicians manage their patients. It would organically foster 
team-based care, alternative communications, and virtual 
care adoption. Most importantly, it would prioritize increasing 
their panel size—not visit volume.

Yet the sensitivities in changing compensation 
methodologies are difficult for many health systems to want 
to navigate. They fear losing their network of referrals.  

Still, there are many physician compensation attempts and 
variations that are directionally correct. But sparingly few 
are fully aligned compensation programs that break through 
all that noise.  

Value-based care will remain out of reach until true 
compensation alignment—along with necessary physician 
tools, documentation waivers, and other aspects enabling 
a new operating model at the point of service—occurs. 
In truth, the current system is delivering exactly what it is 
designed to do. o

Andrew Snyder, MD, is Chief Medical Officer of COPE 
Health Solutions. Yomi Ajao is Principal & Chief Consulting 
Officer of COPE Health Solutions and President of Analytics 
for Risk Contracting LLC.



Moving Care Into the Home During 
COVID-19 
BY M ICHAEL LE ,  MD

When I finished training and became a hospitalist over 20 years ago, it was still a 
fairly new field. Patients were confused about my role and why their primary care 
physician wasn’t coming to see them in the hospital. Since then, hospitalists have 
redefined the standard of care due to superior outcomes. They are now the expected 
model of care for any patient in the acute care setting.  

Landmark’s physicians and home-based care model have similar potential—to 
elevate standards of care and quality of life for patients with chronic illnesses. 

Landmark is a physician-led medical group supported by a full team of nursing, 
pharmacy, nutrition, behavioral, palliative care, and social service specialists. Founded 
in 2013, we were one of the early mobile medical groups to break through the barrier 
of traditional healthcare models and provide patients with high-level medical care in 
the home, whenever they need it. Through regular in-home visits and 24/7 response 
for urgent needs, we assess environmental factors, manage medications, increase 
quality of life, and extend life for patients, giving them more healthy days at home. 

Our team is showing up at an inflexion point in our society. Life expectancies 
are increasing, and by 2030, it’s estimated there will only be four potential family 
caregivers between the ages of 45 and 64 for every person over 80 likely to need 
care. That’s down from seven in 2010.1 These are the family members who often 
make it possible for elderly patients to stay at home and avoid assisted living facilities 
longer. Landmark fills that gap, and then some. 

STAY HOME TO STAY ALIVE

There is no greater test to a healthcare model than a public health emergency. And 
while the coronavirus pandemic has resulted in over 700,000 deaths nationwide, 
Landmark’s approach has saved lives. Stay home to stay alive was the stark reality for 
our patients, who average around 77 years old, take an average of 12 medications, 
and struggle with behavioral health, social determinants, and multiple chronic 
conditions. By coming to them, we helped our patients stay healthy at home. As a 
result, Landmark patients have seen a lower mortality rate compared with similar 
patient cohorts. 

We attribute these positive outcomes to keeping our patients out of other care 
settings, where the risk of coronavirus exposure—and other threats to their health—
was higher. Let’s not forget that before this pandemic, the healthcare system was 
trying to right the ship of patient safety and infection control. Those risks beyond 
COVID-19 continue to wait in acute care settings—and may be even worse.

Recently, the Centers for Disease Control and Prevention published a new analysis 
showing that responding to the pandemic has set these goals even further out of 
reach. In 2020, there were significant increases in bloodstream and urinary tract 
infections and ventilator-acquired pneumonia across hospitals, urgent care centers, 
and outpatient facilities.2 
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“We’ve removed the 

exposure risk of the 

acute care setting 

for those patients 

who don’t absolutely 

need to be there.”
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While there’s still a pervasive belief that certain 
procedures should only be done in a physical clinic, at 
Landmark, we’re keeping patients safe by rethinking those 
assumptions. We’ve brought many services that would 
normally be done in an ER, urgent care, or primary care 
office to the comfort—and safety—of home.

From X-rays to IV medications to catheter insertions, 
suturing, and wound care, we’ve removed the exposure 
risk of the acute care setting for those patients who don’t 
absolutely need to be there. In 2020 alone, we made over 
335,000 home-based visits to patients. And 80,000 of 
those visits were for urgent care.

A PARTNER FOR PCPS

An important component to providing care at home is 
the collaboration with primary care physicians. Landmark 
doesn’t replace the PCP. Instead, we serve as a partner 
and offer additional support for the PCP’s patients with 
complex chronic conditions.

Landmark physicians fill in a gap by observing home and 
environmental factors, offering extended visits and 24/7 
availability, and providing urgent care—all communicated 
regularly to PCPs through medical records and direct 
communications. 

With a life-threatening virus on our patients’ doorsteps, 
advance care plans also took on a renewed sense of 
urgency last year. But Landmark took additional time to 
ensure our patients had a full and accurate understanding 
of their care options if they were to contract COVID-19. 
As a result, many elected not to receive interventions like 
intubation that data later showed led to poorer outcomes.

By renewing these conversations and taking the time 
to ensure patients’ wishes were understood and well-
documented, family members were also alleviated of 

the added stress of making these decisions in the 
moment if their loved one fell ill. Instead, they could 
concentrate on being emotionally supportive with the 
full knowledge that an advance care plan was being 
followed. 

IN-PERSON CARE

It was uplifting to watch our providers rush back 
into the field to their patients, while all around us 
telehealth had understandably taken off to fill other 
needs for more accessible care. As the coronavirus 
risk has mitigated somewhat with the availability of 
vaccines, virtual care has come to symbolize a more 
convenient, flexible option for many.

But for the frailest members of our society, a virtual 
interaction can be a barrier to care if there are 
technological challenges or poor internet connections, 
not to mention the visual or hearing impairments that 
affect 40% of our patients. At Landmark, we’re still 
engaging them in their health needs in person 80% 
of the time—alleviating loneliness and isolation and 
allowing them to return safely and healthfully to the 
activities, outings, and interactions that matter most 
to them. 

The traditional model has taught the frail and elderly—
and their family members—that an ambulance is the 
most responsive care option. It takes a bit of building 
trust at first, but we’ve taught our patients to make 
Landmark their first call. We’ll be there to triage and 
figure out the next steps together. It’s what our elderly 
need most after the collective experience of the past 
year—to know that we’ll be at their door when they 
need us. o

Michael Le, MD, is Co-Founder and Chief Medical 
Officer at Landmark Health. Landmark brings medical 
care into the homes of seniors with serious illness 
across 18 states. 
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6 Strategies for Pivoting to Value-Based 
Care  
BY WILL DA INES, MD, AND DAVE HENR IKSEN

Transitioning from volume to value requires vast operational changes. In 2019, 
Intermountain Healthcare launched Castell, a comprehensive health services 
company that helps providers, payers, health systems, and accountable care 
organizations achieve success in value-based care.

Since then, Castell has helped Intermountain Medical Group succeed in value-
based care by focusing on chronic disease management and prevention in the 
highest risk patients. Using Intermountain Healthcare’s Reimagined Primary 
Care model, Castell has supported these patients by bringing together care 
capabilities developed across Intermountain over the course of the past 10 
years and extending them across a landscape of owned and affiliated provider 
groups. 

Getting value-based care right requires significant investment, commitment, 
and flexibility across organizations. Under Reimagined Primary Care, Castell 
identified and implemented the following strategies and changes:

1. Align provider panels with at-risk patients. Restructuring panels 
can be difficult at first, but it is a necessary first step to move into value-
based care. There must be enough value-based lives in a provider’s 
panel to make the changes worth the effort. 

2. Restructure teams and workflows. After panels have been aligned, 
teams need to be restructured and properly resourced to succeed in 
this different model of care. Core workflows and processes need to 
be adjusted and adopted to operationalize this. Castell’s Care Traffic 
Control model brings teams together in daily huddles to coordinate 
patient outreach, the closing of care gaps, and the transitioning of care 
needs.

3. Educate providers and teams. It takes a village to succeed in value. 
Ensure that everyone is equipped to participate in this team effort by 
educating them about the core tenets of value-based care, no matter 
how big or small of a role they will play.

4. Deploy novel technologies. Castell’s “secret sauce” is the ability to 
integrate multiple data sets and overlay advanced algorithms to harness 
and unlock the power of this data.  

5. Embed real-time insights. Real-time, actionable insights need to be 
incorporated into teams’ daily workflows. Castell’s predictive analytics 
enable providers to focus on who should be on their schedule—and pivot 
toward preventive, holistic care rather than episodic treatment. 

6. Align incentives. Financial incentives need to be aligned across 
the continuum between multiple payers and provider groups. Through 
Reimagined Primary Care, Castell has been able to align these 
incentives and fine-tune payer contracting and provider compensation. 

“Implementing 

these changes has 

resulted in financial 

and clinical success 

across Intermountain 

Medical Group.”

Will Daines, MD

Dave Henriksen 

continued on page 42
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Leveraging AI to Improve Healthcare—and 
Bring Joy Back to Medicine
BY MARCUS Z ACHARY, DO 

It’s popular to say that our healthcare system is broken. I’d argue that the 
healthcare system isn’t actually broken—it’s working exactly as designed. It just 
wasn’t designed for everyone.

Engineered to treat patients once they’re already sick, the current system has 
proven itself to be ineffective and costly for patients and providers. In the U.S., 
healthcare quality is unpredictable, and healthcare expenditures represent 18% 
of GDP. Despite the money and provider time that’s put toward treating patients, 
more than half (51.8%) of U.S. adults have a chronic condition, and one-third have 
multiple chronic conditions. Patients defer care or go into debt, making them 
sicker, and providers get stuck in the rut of administrative tasks—which keeps 
them from practicing at the top of their license and from spending time with the 
patients who need them most.

The pandemic exposed the flaws in our healthcare system, and while many 
digital health companies have stepped onto the scene with promises to transform 
healthcare as we know it, few have actually moved the needle. Babylon’s unique 
and holistic approach to healthcare utilizes artificial intelligence-powered 
technology to empower patients to take control of their health, whether they are 
sick or well, and engage with their care at every step of the healthcare journey.

This re-engineering of the system not only reduces costs and shifts the focus 
from reactive “sick care” to proactive healthcare, but it also improves the provider 
experience to help bring the joy back into practicing medicine.  

DIGITAL-FIRST APPROACH

In a time when clinicians are in short supply and ERs and hospitals remain 
consistently full, it’s important for providers to work smarter, not harder. Especially 
with cumbersome administrative tasks, there is a bottleneck in the treatment of 
patients, as well as a misuse of providers’ time and training.

Babylon’s digital-first approach to healthcare uses AI to triage patients and offer 
nonclinical support via message, phone, or video. Patients can access high-quality 
care right from the devices they already own and speak with clinical professionals 
virtually to consult both urgent and chronic conditions, receive clinical care plans 
to support treatment and recovery, and be connected to in-person and specialist 
care as needed.

Thanks to these AI-powered tools, patients are offered a 
personalized and member-friendly experience, with the bulk of 
clinical care handled before a patient ever steps into a doctor’s 

office. This shift reduces the administrative burden on care providers 
so they can do what they were trained to do: help patients heal and remain 

as healthy as possible.
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powered platform 

incurred between 

15% to 35% lower 

acute hospital costs 

than the regional 

average.”



REDUCING HOSPITAL COSTS

One of the best examples of the impact that digital-first 
healthcare can have on the entire system is in the UK, 
where Babylon rolled out the digital-first GP at Hand model 
of primary care in 2017, in partnership with the National 
Health Service (NHS). According to peer-reviewed research 
published in July 2021, which studied the impact of GP at 
Hand, a digital-first model of primary care was clearly linked 
with significantly lower NHS hospital care costs.

Babylon’s AI-powered platform incurred between 15% to 
35% lower acute hospital costs than the regional average. 
The research also found that there were 28% fewer ER visits 
after members joined the service, with 80% of appointments 
taking place virtually. This shift to a virtual model of care 
also equated to consistently satisfied patients, with 94% of 
patients rating their clinical consultation 4 or 5 out of 5 stars. 

Stateside, the effects of a digital-first model were similar. 
Babylon rolled out its digital-first value-based care platform 
Babylon 360 to 20,000 Medicaid recipients in a rural corner 
of Missouri over the last year. Demonstrating a hunger 
for this new model of care, the Babylon 360 platform—
with the assistance of Babylon Care Workers developing 
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personalized care plans for patients—resulted in 24% 
market penetration in the first six months among member 
households.

Additionally, 43% to 47% of the Missouri patients 
Babylon onboarded on the platform said they would 
have visited the ER if we were not there. Not only are 
members receiving quality care without the barriers of 
transportation, child care, costly doctor visits, or a host of 
other factors, but data also shows the entire experience is 
a positive one. The member satisfaction rating across the 
service comes in at 98%.

As demonstrated by Babylon’s partnership with the NHS 
and its work in Missouri, more resources don’t necessarily 
correlate to improved outcomes. A strategic investment 
in technology can expand access to healthcare, scale 
operations without significantly growing provider 
networks, and lower costs for all involved parties. By 
not fixing a broken system, but optimizing it in a way 
that improves the experience for all, patients can be 
healthier—and providers can be happier. o

Marcus Zachary, DO, is U.S. Managing Director of Value-
Based Care for Babylon.
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Building Partnerships...continued from page 19

Committing to and implementing these changes 
has resulted in financial and clinical success 
across Intermountain Medical Group. Clinics in the 
Reimagined Primary Care model have experienced 
$9.40 per-member-per-month savings when 
compared with providers in fee-for-service models. 
Clinics that have been participating in the value-
based model for more than a year have earned 
40% higher quality scores, and their caregivers are 
more engaged, with engagement scores in the 98th 
percentile. 

Attend Castell’s presentation at the 2021 APG 
Annual Conference for a closer look at these core 
practices and how Castell brings them together to 
improve network engagement and drive successful 
performance in value-based care. o

Will Daines, MD, is Interim Chief Operating Officer 
and Director of Clinical Operations at Castell, 
and Dave Henriksen is Vice President of Clinical 
Operations.

ABOUT CASTELL

Castell is a comprehensive health services company 
that helps healthcare providers, payers, health systems, 
and accountable care organizations achieve success in 
value-based care. Castell’s impactful analytic products 
and innovative care solutions are designed to accelerate 
organizations’ transition from volume to value and improve 
outcomes for patients while keeping costs more affordable. 
Castell is an Intermountain Healthcare company.

ABOUT INTERMOUNTAIN

Located in Utah, Idaho, and Nevada, Intermountain 
Healthcare is a nonprofit system of 25 hospitals, 225 
clinics, the Intermountain Medical Group with some 2,700 
employed physicians and advanced care practitioners, a 
health plans division called SelectHealth, Homecare, and 
other health services. Helping people live the healthiest lives 
possible, Intermountain is committed to improving community 
health and is widely recognized as a leader in transforming 
healthcare by using evidence-based best practices to 
consistently deliver high-quality outcomes and sustainable 
costs.

6 Strategies...continued from page 38

make it easier for all types and sizes of primary care 
practices and employers to participate.

Significant work will still be needed to implement new 
models successfully. For example, effective employee 
engagement may require more robust efforts to educate 
employees about new options and enhanced services. 
Primary care providers need tools to identify and engage 
with high-value specialists and support patients, as well as 
clarity on how new models will impact their revenue and 
workflow.

Employers and providers alike will need more reliable 
and timely data to identify and act on opportunities 
for improvement, supported by better data sharing 
(with interoperable electronic health records) and 
potentially supported by third parties, such as Vera, to 
provide infrastructure, advance integration, and foster 
relationships.

By identifying, prioritizing, and developing employer 
partnerships now, providers can support their own delivery 
reform efforts and help drive progress toward advanced 
primary care in their markets. With the commercial market 
still insuring the majority of Americans, and with CMS 

taking new steps to facilitate progress alongside employer 
reforms, an employer purchasing reform strategy can add a 
valuable dimension to provider efforts to advance primary 
care, improve health and health equity, and make healthcare 
coverage more affordable and effective. o

This article is part of a broader collaboration between the 
Duke-Margolis Center for Health Policy and Morgan Health 
and was based on the organizations’ joint September 
2021 white paper: “A Pathway for Coordinated, Affordable 
Employer-Sponsored Health Care.” 
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INTRODUCING 
Ventegra Foundation
Doing even more of what is Right!

The Time is Now. The Time is Right for Ventegra.

 “With this move, Ventegra, Inc. 
has initiated our 100-year 
strategy to move into a more 
sustainable and reliable 
healthcare solution for the 
community we serve. it is an 
important step toward 
improving the American 
healthcare system by providing 
a more accessible, efficient 
solution in an industry plagued 
by perverse incentives, 
conflicts-of-interest and inertia.”

Robert T. Taketomo, Pharm.D., MBA, 
President & CEO of Ventegra, Inc.
Chairman of the Board of the 
Ventegra Foundation

Learn more about how Ventegra can help you.
Medical Benefits Management.
Comprehensive, timely rebates.  
Scrupulous transparency.  
340B compliance. 

Come to Ventegra for truth and integrity. 

Ventegra has always been anchored by two 
strong pillars– truth and integrity, the Latin 
words combined in Ventegra’s name that 
affirm our promise to always do what is right.

Starting in 2022, we are adding one more 
pillar to that promise – pushing boundaries 
even futher to do more of what we believe to 
be right. Ventegra Foundation, * a new 
Nonprofit Public Benefit Corporation, will be 
the basis of Ventegra going forward and will 
be owned by the community it serves.

℠

*As a Nonprofit Public Benefit Corporation, Ventegra Foundation will have no obligation to shareholder earnings nor the risk of being 
flipped into a private equity or venture capital group. Instead, Ventegra Foundation will be owned by the community it serves and be 
governed by a Board of Directors, the majority of whom are selected by public charities.

www.ventegra.com 
info@ventegra.com




