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ON THE COVER 

APG’s New President

Greetings and welcome to the APG Annual Conference 2022 edition of the 
Journal. I am looking forward to meeting with all of you in San Diego and sharing 
insights, knowledge, and experiences with so many APG members, partners, and 
friends. 

Since taking the proverbial baton from my distinguished predecessor, Don Crane, 
in mid-March, I’ve been captaining the APG team as we assist our members—
and the nation—in continuing the vital transition to value-based healthcare. As 
everyone engaged in this process knows, it has been an ultra-long-distance relay 
race, with innumerable obstacles to overcome along the way.

THE STRUGGLE FOR VALUE-BASED CARE

Case in point: the recent controversy over Medicare’s Direct Contracting model, 
which has now been replaced by the Accountable Care Organization REACH 
model. (See page 10 for a thorough breakdown of this new model, from my 
APG colleague Garrett Eberhardt.) Another obstacle has been the ongoing 
controversy over Medicare Advantage, which some critics have blasted as a 
“money grab,” even as these arrangements provide needed healthcare and social 
supports to millions of the nation’s elderly and disabled, while also insulating them 
from egregious out-of-pocket costs. 

Why would I, or anyone else for that matter, want to be engaged in these 
controversies—and the political and operational struggle to move the country 
away from fee-for-service healthcare? Because I have learned over my long 
career that the phrase “U.S. healthcare system” is an abysmal misnomer for what 
is too often an unnavigable mire. Because value-based models ideally create 
“system-ness” where there isn’t any, through arrangements that unite physicians 
and patients around a common goal of coordinated and integrated care that is 
accountable for both quality and costs. 

Like many people, I have derived these insights not just as a longtime student 
of U.S. health policy, but also as a caregiver of people struggling with serious 
illness, frail old age, and eventually, death. The way that healthcare providers are 
paid isn’t the sole reason for the fragmentation and lack of coordination in U.S. 
healthcare, or for the fact that no one in this non-system is truly accountable 
for the total care of a given patient. But the fact is that classic fee-for-service 
payment offers no real incentive for any entity in the system to assume that role. 
Even after linking such payments to quality or cost metrics, there is relatively 
little incentive under fee-for-service to provide the totality of care in truly patient-
centered, cost-effective ways. 

It is painful to watch our loved ones suffer from poor and uncoordinated care in 
this non-system. It’s also difficult to accept the reality that no single caregiver, 
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no matter how dedicated an advocate on behalf of 
those we care for, can overcome U.S. healthcare’s 
fragmentation and entropy on their behalf. 

The best solution, then, is to be the change that we want 
to see in the world, as the maxim inspired by Mahatma 
Gandhi advises. That’s what has brought me to APG, to 
support our members’ individual and collective efforts to 
do far better. 

EMBRACING THE OPPORTUNITIES

This issue of the Journal of America’s Physician Groups 
features ample evidence that our members and partners 
are embracing the opportunities of value-based care 
models even as they tackle the obstacles along the way. 
The opportunities they describe in these pages include 
providing collaborative care for perinatal depression, 
integrating psychiatry into primary care, reducing 
emergency room visits for patients with COPD, and 
making effective use of laboratory tests, among others. 
Challenges include ensuring both continued HIPAA 
compliance and access to electronic health information, 
as two excellent articles describe. (See pages 18 and 
22.) 

Happily, my APG colleague Bill Barcellona writes on 
page 14 of one challenge successfully navigated for 
our California medical group members. A welcome 
legislative agreement to modify provisions of the state’s 
longstanding medical professional liability law will now 
preclude a November ballot initiative that would have 
dismantled it. 

Still other articles pose longer-term questions about 
the future of value-based care. Will more health plans 
collaborate fully with provider groups in the types of risk-
bearing arrangements that can best drive innovation, 
as Shruti Kothari of Blue Shield of California describes 
on page 40? Or, as Ali Khan, MD, of Oak Street Health 
asks, “As the value-based care collective moves 
beyond serving single-digit proportions of all Medicare 
beneficiaries, will these efforts be matched in Medicaid 
and commercial populations?” (See page 36.)

These questions would surely be answered in the 
affirmative by APG members if we were in charge of 
running the world of U.S. healthcare. In the meantime, as 
that Gandhi-inspired aphorism instructs, we need to “be” 
those changes that we most want to see. o

Susan Dentzer will moderate a General Session panel 
discussion on “What Policymakers Need From APG 
Members to Advance Value-Based Care” at the APG 
Annual Conference 2022. 

GET TO KNOW: SUSAN DENTZER, MS

Susan Dentzer, MS, joined America’s Physician 
Groups in March 2022 as President and CEO. 
Dentzer is a highly regarded health policy 
thought leader and an elected member of the 
National Academy of Medicine and the Council 
on Foreign Relations. In her previous work as 
senior policy fellow at the Robert J. Margolis 
Center for Health Policy at Duke University, 
where she served from 2019 to earlier this year, 
she focused on a range of health policy issues, 
including reforms in healthcare payment and 
delivery and the vital transition to value-based 
care.

From 2016-2019, she was President and CEO of 
the Network for Excellence in Health Innovation, 
a nonprofit, multi-stakeholder organization 
focused on policies to advance healthcare 
innovation. She was also the editor and lead 
author of Health Care Without Walls: A Roadmap 
for Reinventing U.S. Health Care. 

Dentzer served from 2013-2016 as Senior Policy 
Advisor to the Robert Wood Johnson Foundation, 
and from 2008 to 2013, was Editor-in-Chief of 
Health Affairs, where she led the transformation 
of the publication from a bimonthly academic 
journal into a highly topical monthly journal and 
website.  Previously, she was an award-winning 
journalist, serving most recently as the on-air 
health correspondent and Head of the Health 
Policy Unit for the PBS NewsHour. 

Dentzer is Chair of the Board of Directors at 
Research!America, which advocates for greater 
investment in research to advance societal 
health, and a member of the Board of Directors 
of the International Rescue Committee, a leading 
humanitarian organization.   

Dentzer holds both a B.A. and a master’s degree 
in healthcare delivery science from Dartmouth. 
She is also a trustee emerita of Dartmouth; was 
the first woman to chair its Board of Trustees; 
and currently serves on advisory boards for the 
Center for Global Health Equity at the Geisel 
School of Medicine at Dartmouth, the Duke-
Margolis Center, and the Philip R. Lee Institute 
for Health Policy Studies at the University of 
California, San Francisco.
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The New Accountable Care Organization REACH Model

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

America’s Physician Groups and other proponents of value-based healthcare 
scored a major victory in February, when the Center for Medicare & Medicaid 
Innovation (CMMI), or Innovation Center, announced that it would preserve and retool 
Medicare’s Direct Contracting program as the newly renamed Accountable Care 
Organization REACH model (Realizing Equity, Access, and Community Health). 

The Direct Contracting model, introduced in 2019, had been under fierce attack 
from critics in Congress and elsewhere over accusations that entities engaged 
in the model were “upcoding” patients’ conditions to maximize risk adjustment 
payments, and thus prioritizing profits ahead of patient care. They also contended 
that beneficiaries were being aligned with direct contracting entities without their 
knowledge and urged CMMI to terminate the model to preserve beneficiaries’ 
choices.

However, aided by strong advocacy1 by APG, which argued that the program 
was demonstrably benefiting previously underserved populations, CMMI instead 
rebranded and revamped the model, releasing a Request for Applications to 
launch a new cohort in January 2023. The government also published a fact sheet 
describing the changes to the model.2

ACO REACH MODEL STRUCTURE

In announcing details of the replacement model, CMMI followed many of the 
suggestions put forward by APG and allied groups. In a sign-on letter to Health and 
Human Services Secretary Xavier Becerra, the groups had argued that the Direct 
Contracting model was providing higher quality care at a lower cost for patients in 
traditional Medicare.

Instead of ending Direct Contracting, they argued, the government should 
adjust some aspects of the model. These included adding more protections for 
beneficiaries and changing the name to help communicate more clearly the intent of 
the program: to improve the quality of care for Medicare beneficiaries through better 
care coordination, and to reach beneficiaries who are underserved.

The new ACO REACH model will have four performance years, from Jan. 1, 2023, 
through Dec. 31, 2026. Applicants accepted in the program will have the option to 
participate in an implementation period in advance of the first performance year, 
from Aug. 1 through Dec. 31, 2022.

The REACH Model will consist of three types of participating entities:

• Standard ACOs: These are entities with substantial experience serving 
traditional Medicare patients, including dual eligibles, who are aligned to a 
REACH entity through voluntary or claims-based alignment.

• New Entrant ACOs: These entities have not previously provided services to 
the traditional Medicare population. They will primarily utilize voluntary alignment 
by beneficiaries, with claims-based alignment also being used at times.

Federal Policy Update

“In announcing 

the replacement 

model, CMMI 

followed many of 

the suggestions put 

forward by APG and 

allied groups.”
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• High Needs Population ACOs: These are entities 
that will serve traditional Medicare patients with complex 
needs, including dual eligibles. The beneficiaries will also 
be aligned to REACH entities through voluntary or claims-
based alignment.

The ACO REACH Model uses the same quality measures and 
financial methodology as Direct Contracting. Specifically, the 
two separate Professional and Global risk-sharing tracks from 
the Direct Contracting model will also carry over to the ACO 
REACH model:

• Entities in the Professional option will receive a monthly 
per-beneficiary primary care capitation payment and 
can share in 50% of savings and losses overall with the 
Centers for Medicare & Medicaid Services (CMS).

• Entities participating in the Global option can receive 
either a primary care or total care capitation payment, 
which is a risk-adjusted monthly payment for all covered 
services provided by participating providers. Participants 
in the Global option will share 100% of savings and 
losses. 

EMPHASIS ON EQUITY 

In launching ACO REACH, the Innovation Center sought to 
buttress its recently announced strategic goals of advancing 
health equity and improving access to care for historically 
underserved beneficiaries. New equity-related components of 
the program are as follows: 

• A Health Equity Plan. All REACH ACOs must 
develop and submit to CMMI a Health Equity Plan 
that includes identification of health disparities in the 
beneficiary population and specific actions intended to 
mitigate these disparities. 

• A health equity benchmark adjustment. This aims 
to better support care delivery and coordination for 
patients in underserved communities. ACOs that serve 
beneficiaries in the neediest decile (as determined by 
the beneficiary’s area deprivation index, plus any dual-
eligible status) will receive a $30 per beneficiary per 
month (PBPM) upward adjustment to their benchmark 
for those beneficiaries. ACOs who serve beneficiaries in 
the bottom five deciles will have a $6 PBPM downward 
adjustment for those beneficiaries.

• A requirement for all ACOs to collect 
beneficiary-reported demographic and social 
needs data. For the first performance year, CMS 
will apply a 10% bonus to the quality withhold, not 
exceeding 100%, for accurately reporting demographic 
data.

• An expansion of the range of services that 
may be ordered by nurse practitioners. The 
goal is to improve access to care and address 
physician shortages in underserved areas. This benefit 
enhancement allows nurse practitioners to furnish 
certain services such as hospice care without physician 
supervision, along with other responsibilities.

continued on next page
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GOVERNANCE CHANGES 

Following criticism of heavy financial industry backing of 
direct contracting entities, APG and other stakeholders had 
suggested revising the model’s governance structure to 
ensure that healthcare providers had a substantial voice in 
decision making in the revamped ACO REACH model. CMMI 
followed that advice. 

Under the ACO REACH model, participating providers (or their 
representatives) must hold at least 75% of ACO governing 
board voting rights—an increase from 25% under the old 
Direct Contracting model. REACH model governing boards 
must also include both a Medicare beneficiary and consumer 
advocate, with each being separate individuals, possessing 
voting rights, and not having any financial interest in the ACO 
REACH entity or with a provider.

FOLLOWING THE MONEY 

CMMI sought to make changes to the financial aspects of 
the model to provide greater incentives for new participants 
and smaller organizations to enter the program, and for 
entities that have historically invested in value-based care 
and achieved improved health outcomes relative to their 
geographic region. These incentives translate into higher 
payments to these ACOs. 

To assess the annual financial performance of an ACO, 
CMS and CMMI assign beneficiaries to each ACO and then 
calculate a historical financial benchmark that serves as a 
baseline against which to measure the ACO’s costs. CMMI 
then calculates a discount from the benchmark to set a bolder 
target for savings.

In Direct Contracting, that discount was 4% in performance 
year 2024 and 5% in years 2025 and 2026. But the discount 
in the ACO REACH model has been lowered to 3% in 
performance year 2024, and to 3.5% in 2025-2026. The 
so-called quality withhold—the amount of the capitation rates 
that CMMI withholds until ACOs demonstrate achievement 
of quality measures—has also been reduced from the Direct 
Contracting model. It was lowered from 5% of the benchmark 
to 2% for performance years 2023 through 2026. 

The weighting of regional expenditures relative to beneficiary-
specific historical expenditures in calculating the benchmark 
has also been increased under ACO REACH relative to Direct 
Contracting: 

• Performance Year 2023: 40% (35% under Direct 
Contracting)

• Performance Year 2024: 45% (40% under Direct 
Contracting)

• Performance Year 2025: 50% (45% under Direct 
Contracting)

Increasing the weighting of regional expenditures 
when calculating the benchmark calculation will result 
in higher rewards for ACOs that have historically been 
shown to invest in value-based care, with improved 
outcomes relative to their geographic region.

CAP ON RISK SCORE GROWTH 

Responding to critics’ concerns about the growth 
in risk scores fueling profits, CMMI has capped risk 
score growth at 3%, starting from a static base year. 
This new cap means that, if underlying beneficiary 
demographics do not change, risk scores can never 
grow more than 3% during the model performance 
period. Additional risk score growth is allowed, 
however, if underlying demographics (sex, age, 
disability, dual-eligibility status) of the ACO shift from 
the base year. 

APG’S NEW ACO REACH COALITION

In light of the recent decision to redesign and rename 
the Direct Contracting model, APG also renamed what 
was formerly its Direct Contracting Coalition as the 
APG REACH Coalition, effective March 2022. 

The coalition, which provides a forum for exchanging 
information and sharing best practices, is co-chaired by 
Rushika Fernandopulle, MD, Chief Innovation Officer 
at One Medical; Gary Jacobs, Executive Director of 
the Center for Government Relations and Public Policy 
at VillageMD; and Valinda Rutledge, Chief Corporate 
Affairs Officer for UpStream Healthcare.

Coalition members are currently working with CMMI 
to continue to strengthen the ACO REACH model and 
implement refinements, focusing on needed changes 
to the ACO-level cap on risk score growth within the 
model and correcting the misalignment between 
regional and national trends by using the regional trend 
if it differs plus or minus 1% from the national trend.

APG members interested in joining the coalition should 
contact me at geberhardt@apg.org. o

References:
1 Crane D. The important roles of Medicare Advantage and Direct 
Contracting: a response to Gilfillan and Berwick. Health Affairs 
Forefront. February 7, 2022. https://www.healthaffairs.org/
do/10.1377/forefront.20220203.915914/ 

2 Fact sheet: Accountable Care Organization (ACO) Realizing 
Equity, Access, and Community Health (REACH) Model. Centers 
for Medicare & Medicaid Services. Published February 24, 2022. 
https://www.cms.gov/newsroom/fact-sheets/accountable-care-
organization-aco-realizing-equity-access-and-community-health-
reach-model 
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https://www.healthaffairs.org/do/10.1377/forefront.20220203.915914/ 
https://www.healthaffairs.org/do/10.1377/forefront.20220203.915914/ 
https://www.cms.gov/newsroom/fact-sheets/accountable-care-organization-aco-realizing-equity-access-and-community-health-reach-model
https://www.cms.gov/newsroom/fact-sheets/accountable-care-organization-aco-realizing-equity-access-and-community-health-reach-model
https://www.cms.gov/newsroom/fact-sheets/accountable-care-organization-aco-realizing-equity-access-and-community-health-reach-model


Fall/Winter 2021    JOURNAL OF AMERICA’S PHYSICIAN GROUPS l 13

Reducing Readmissions 
Complex Pulmonary 
Patients
By Sean R. Muldoon, MD, MPH, FCCP  
Chief Medical Officer, Kindred Hospitals
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Recent research shows that the need for expertise 
in pulmonary care is increasing as the population of 
medically complex patients grows. Studies also reveal that 
long-term acute care hospitals (LTACHs) are playing a 
significant role in reducing readmissions for these patients.

Acute Respiratory Distress Syndrome 
(ARDS) and its Impact 
Despite advances in care, the unplanned 30-day 
readmission rate for ARDS patients is 18%.1 Studies  
have found that sepsis and pneumonia cause 40-60%  
of all ARDS diagnoses and that patients with chronic 
illnesses and comorbidities are more susceptible to 
developing ARDS.2,3 

There is currently no cure for ARDS. Rather, treatment 
involves addressing the immediate hypoxia, often through 
ventilation, thus allowing time to treat underlying 
conditions.4

The Increasing Demand for Respiratory Care
There are two key factors that are contributing to the rise 
in serious pulmonary diseases such as ARDS. 

• COVID-19: COVID-19, and its variants, is a virus that 
can cause serious lung injury. Observational studies 
conducted in Wuhan, China, found that 42-67% of 
COVID-19 patients developed ARDS.5  

• Chronic Illnesses: Currently, 64% of the population 
age 65 and older have at least two chronic conditions, 

which increase the likelihood of developing severe 
respiratory diseases such as ARDS.6 

As the COVID-19 virus mutates and surges, and as the 
population ages and becomes more chronic, America’s 
health systems can expect a greater demand for 
pulmonology expertise.

LTACH Expertise in Pulmonary Care  
and Recovery
Patients with acute lung conditions, including those 
with COVID-19, often require long-term respiratory 

support and weaning from mechanical ventilation.  
At an LTACH, patients receive care from a team 
of pulmonologists and respiratory therapists. When 
respiratory therapists at an LTACH use ventilator weaning 
protocols, time on ventilator, mortality, and cost of care 
can all significantly decrease.7

LTACHs also treat underlying conditions. Their 
interdisciplinary care teams are trained to treat patients 
with chronic illnesses and multiple comorbidities and 
specialize in conditions such as pneumonia and sepsis 
which are significant causes of severe lung complications 
like ARDS.

How Kindred Can Help Your  
Respiratory Patients
Kindred Hospitals specialize in the treatment of medically 
complex patients who require intensive care and 
pulmonary rehabilitation in an acute hospital setting. 
With daily physician oversight, ICU- and CCU-level 
staffing, 24/7 respiratory care and specially trained 
caregivers, Kindred Hospitals help improve functional 
outcomes and reduce costly readmissions. Kindred is also 
an APG Associate Partner

Visit kindredmanagedcare.com to request a conversation 
about how Kindred Hospital’s level of service can help 
manage your critically complex patients.
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California Physicians Negotiate Historic Changes to MICRA Law

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

America’s Physician Groups is a member of Californians Allied for Patient Protection 
(CAPP),1 the statewide coalition to protect access to healthcare through the Medical 
Injury Compensation Reform Act (MICRA). This is a California law that has stood 
for over 50 years, reducing the cost of malpractice coverage and helping keep 
healthcare costs significantly lower than other jurisdictions.

MICRA ensures that injured patients receive compensation while preserving access 
to healthcare by keeping providers in practice and hospitals and clinics open. Without 
MICRA’s protections, many of California’s most underserved populations would face 
reduced access to these much-needed services.

An initiative called the “Fairness for Injured Patients Act” (FIPA) qualified for 
the ballot this November and, if passed, would have effectively eliminated these 
protections. Funded by a wealthy out-of-state trial lawyer, the proposition was an 
end-run around MICRA.

California ballot measures usually involve amendment of the state’s constitution and 
contain language that, once adopted, cannot be easily changed through subsequent 
legislation. California wisely passed rules some years ago that enable the Legislature 
to pass alternative language through its regular process of lawmaking.

In a surprise move, the parties to this MICRA fight reached agreement on a 
compromise and will avail themselves of this alternative legislative pathway.

A MODERNIZED MICRA

The outline for the compromise solution under Assembly Bill 35 was released 
publicly on April 27. As this article goes to press, this compromise includes the 
following key provisions:

1. For a non-death case, the non-economic damage cap increases from $250,000 
to $350,000 on Jan. 1, 2023, and continues to increase to $750,000 over 10 
years.

2. For a wrongful death case, the non-economic damage cap increases from 
$250,000 to $500,000 on Jan. 1, 2023, and continues to increase to $1 million 
over 10 years.

3. Starting on Jan. 1, 2034, a cost-of-living adjustment attaches—
thereby adjusting these caps annually.

4. Current law limits a plaintiff’s recovery to $250,000, 
regardless of the number of defendants. This proposal 
creates three separate categories of defendants for a 
total of three possible caps:

• One cap for healthcare providers (regardless of 
the number of providers or causes of action)

• One cap for healthcare institutions (regardless of the number 
of institutions or causes of action).

Policy Briefing
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• One cap for an unaffiliated healthcare provider 
or healthcare institution that commits a separate 
negligent act

5. At the request of either party, periodic payments can 
be utilized for future economic damages starting at 
$250,000 (presently at $50,000).

6. The current structure for attorney’s fees has been 
modified to simplify it.

7. Protections have been included for providers who make 
statements about fault prior to litigation.

KEY PROVISIONS PRESERVED

The result is that MICRA, a 50-year California law, will 
be modernized in a way that improves justice for injured 
patients while preserving the underlying principles that have 
made it a successful policy over the past decades—ensuring 
access to care and protecting our healthcare delivery 
system from runaway costs. The law’s key provisions will 
continue unchanged—including advance notice of a claim, 
the one-year statute of limitations to file a case, the option 
of binding arbitration, early offers of proof for making 
punitive damages allegations, and allowing other sources of 
compensation to be considered in award determinations.

This experience underscores the value of APG’s 
participation in the CAPP coalition over the past two 
decades. Through CAPP, APG and other provider-related 
associations found common voice to defend MICRA and 
thus preserve a provision that has maintained access to 
care while keeping malpractice coverage costs within 
practical bounds.

Our thanks go to Lisa Maas, the Executive Director of 
CAPP, who has been a friend to APG and its members for 
these past several years. Each year, Lisa leads a process 
whereby CAPP members meet with candidates for 
legislative office to explain the value of MICRA. Lisa also 
leads several interactions with elected legislative officials 
during the year. APG and its members have participated in 
these meetings and have hosted events along with CAPP 
on several occasions. 

These activities have been integral to finding a 
compromise solution. For its part, APG will continue to 
participate in CAPP and to maintain the modernized 
version of MICRA that evolves in this legislative session. o

Reference:
1 https://micra.org/ 
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A Holistic Approach to Help Providers 
Transition to Value-Based Care 
BY SUSAN R ICHARDS

We should work on our process, not the outcome of our processes. 
– W. Edwards Deming

The objectives of value-based care are overwhelmingly positive. Who could 
argue with better outcomes, lower costs, and improved patient and provider 
experiences? However, while clinicians may agree with these goals in theory, 
actually achieving them requires developing new processes and addressing 
technology barriers and infrastructure problems, such as interoperability within an 
already complex healthcare ecosystem. 

The Centers for Medicare & Medicaid Services (CMS) has a goal for 100% of 
providers to accept downside risk by 2025. With that date quickly approaching, 
many provider organizations are concerned about the potential revenue impacts. 
While these organizations are working to adapt to this new payment model, 
providers are focusing on making the most of their patient encounters. To 
address these concerns, Episource has identified three key opportunities for 
organizations to assist providers in the transition to value-based care delivery 
models:

1. Before the visit has occurred

2. After the visit, but before the claim has been submitted 

3. On an ongoing basis, via health risk assessments (HRAs) 

By implementing a holistic approach that includes strategies targeting each of 
these areas, provider organizations can realize savings, optimize care, alleviate 
administrative burden, and most importantly, give more value to patients.  

BEFORE THE VISIT: PREPARING FOR THE PATIENT ENCOUNTER

To ensure the highest quality of care, clinicians need context on their patients 
before the visit so they can adequately prepare to address any health concerns or 

chronic conditions. While electronic medical records (EMRs) have helped 
optimize the management of patient data, moving this data between 
systems is still a challenge. Initiatives are underway1 to build a system 
architecture that will allow all stakeholders to easily access, analyze, 
and share this information. 

With such a system in place, clinicians could access a targeted, 
pre-visit summary that synthesizes clinical information, enabling 
them to focus on the most pressing issues. For example, 
proprietary software that integrates with EMRs could review 
patient information and highlight conditions that warrant further 
review. This kind of targeted summary can save providers 
valuable time, allowing them to focus on clinical care rather 
than administrative work. 

“Providers spend 

27% of their work 

time on direct 

patient interactions 

and 49% on EMR 

documentation.”
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Pre-visit prep is especially important for patients 
with chronic illnesses who have not kept scheduled 
appointments due to the pandemic, healthcare costs, or 
other reasons. It can increase the value of the encounter 
when they do show up for an overdue visit, resulting in 
enhanced clinical interventions and better quality scores.

AFTER THE VISIT: STREAMLINING CLINICAL 
DOCUMENTATION

Clinical documentation enhancement and coding reviews 
happen between the time the doctor writes the note and 
the claim goes out the door. Most groups that employ 
these processes are focused on ensuring that high-cost 
procedures and inpatient stays are properly coded.

However, they should also be using these same 
processes to validate patient health status. This will allow 
providers to better match their services to a patient’s 
needs in near-real time, as chart reconciliation may 
not be completed until up to 18 months after the claim 
submission.

The vast majority of outpatient practices rely on clinicians 
to code their own encounters. In a fee-for-service world, 
where doctors are paid for services that tend to be the 
same from day to day, this is not as big of a burden. 
However, in a value-based care world, the focus is more 
on communicating patient health status via coding—and 
there are thousands of codes for physicians to choose 
from that may not be intuitive from a clinical perspective.

This is one the biggest sources of frustration and 
administrative stress for providers today. Did you 
know that providers spend 27% of their work time on 
direct patient interactions and about 49% on EMR 
documentation? What’s more, because coding is a 
translation tool rather than a clinical construct, we’ve 
found that providers typically perform risk adjustment 
coding to 54% accuracy on their first pass—versus 98% 
accuracy when performed by an expert coder. 

Partnering with an expert coding vendor can help 
alleviate this burden and also ensure greater accuracy 
in claims and clinical documentation prior to submission. 
Partnering with a vendor that uses a combination of 
natural language processing (NLP) and human coders 
can help improve accuracy even further by assessing 
whether documentation has MEAT (monitored, evaluated, 
assessed/addressed, and treated).2

This provides clinicians with a better understanding 
of population health, as well as how different member 
cohorts are doing. Not only will this benefit patients, it will 
also likely improve value-based payments and mitigate 

audit risk, which is growing in importance due to scrutiny 
from the Office of Inspector General and CMS. 

ONGOING BASIS: QUALITY REPORTING AND 
DATA ANALYTICS 

Population health management is a top priority for 
provider organizations. Partnering with a vendor that can 
drill down into patient data with advanced analytics can 
help providers highlight population health opportunities 
and identify high-need, high-acuity patients. The 
organization can then conduct additional outreach to 
these patients or rely on its vendor partner to implement 
custom health risk assessments (HRAs).3

HRAs can eliminate barriers related to mobility and 
transportation, while also providing a broader picture 
of a patient’s social determinants of health (SDOH) 
beyond what is gathered in an office setting. With this 
knowledge, providers can create targeted care plans that 
address issues at the root, helping ensure all patients 
have access to the care they need. This will lead to 
improved clinical outcomes, a better patient experience, 
and reduced administrative burden. 

AN END-TO-END PARTNER

While education courses and technology solutions offer 
piecemeal strategies to some of these infrastructure 
challenges, many clinicians lack the time or resources 
to implement them. Partnering with a technology vendor 
that understands how to strategically apply a wide range 
of holistic, integrated strategies across the entire revenue 
lifecycle will help providers realize savings, alleviate 
administrative burden, and ensure all patients have 
equitable access to high-quality care—the core tenants 
of value-based care. o

Susan Richards is Director of Risk Adjustment and 
Coding Education at Episource and has more than 20 
years of leadership experience in the healthcare industry. 
To learn more about Episource, visit Episource.com or 
follow the company on Twitter at @EpisourceLLC.

References:
1 Jercich K. Interoperability progress but still ‘much to be desired,’ 
says KLAS-CHIME report. Healthcare IT News. https://www.
healthcareitnews.com/news/interoperability-progress-still-much-be-
desired-says-klas-chime-report. 

2 Dick M. Include MEAT in your risk adjustment documentation. 
AAPC. https://www.aapc.com/blog/41212-include-meat-in-your-risk-
adjustment-documentation/.

3 Understanding your members through health risk assessments. 
Episource. https://www.episource.com/solutions/clinical-services-
solutions/
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Two Paths to Ensure HIPAA Compliance

There is a longstanding trend of healthcare providers embracing digital 
technologies to manage, access, share, and store patient information. 
Consequently, there is an industrywide need to ensure that digital ecosystems 
are compliant with regulations, particularly the Health Insurance Portability and 
Accountability Act of 1996 (HIPAA) and its various updates, including the HITECH 
Act of 2009 and the Omnibus Rule of 2013. 

While the desire to protect patient data should be enough motivation 
to appropriately secure protected health information (PHI), healthcare 
organizations—especially providers—can also experience significant penalties 
for noncompliance with HIPAA regulations, with fines ranging from $100 to $1.5 
million. 

Unfortunately, these violations are not uncommon. In 2020, the Office for Civil 
Rights (OCR) imposed financial penalties for Right of Access violations that 
ranged from $15,000 to $160,000; for Security Rule violations, penalties ranged 
from $25,000 to $6.8 million.

Healthcare IT leaders aren’t blind to the fact that protecting PHI should be high 
on their to-do lists. According to a recent national survey of stand-alone providers 
and provider offices, the top IT and compliance concern is protecting patient 
information. However, providers still fall short in this area. Studies show there are 
several contributing factors:

• There is no such thing as a HIPAA certification, and to a degree, compliance 
with the HIPAA Privacy and Security Rules can be somewhat subjective. As 
a result, senior management may not know their level of exposure.

• Healthcare has been, and continues to be, a prime target for cybercrime 
because it houses a treasure trove of data. But it typically lags other 
industries in spending on information security controls.

• Many healthcare organizations—especially small ones—have limited staff 
and expertise in data privacy and security, as well as in implementing the 
associated controls.

It is a perfect storm—with cyberattacks increasing in frequency and sophistication, 
regulations and fines for noncompliance growing every year, and an ever-widening 
gap in skilled resources. While breach of PHI can be due to phishing attacks, 
hijacked websites, computer viruses, Wi-Fi hacking, and other external factors, 
healthcare providers are also particularly susceptible to insider threats.

How can providers get a jump on safeguarding PHI effectively and ensure they 
are in compliance? The first step is to conduct a risk assessment—or, if time 
and resources permit, a Health Information Trust Alliance (HITRUST) readiness 
assessment.

WHAT IS A RISK ASSESSMENT? 

A security risk assessment is a comprehensive look at an organization’s security 
posture and structure. It aims to uncover potential threats and vulnerabilities within 
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the IT ecosystem, and it can assure the confidentiality, 
integrity, and availability of electronic PHI. 

Conducting a security risk assessment aimed at 
HIPAA compliance is an essential step to keep PHI 
safe and avoid breaches and associated penalties. For 
all organizations storing or processing PHI, regular 
assessments (at least annually or when there is a 
major change to the IT environment) are essential.

A risk assessment is also a critical factor in 
determining whether an implementation specification 
or an equivalent measure is reasonable and 
appropriate. Risk assessments can do more than 
just help organizations stay compliant; they can help 
providers and others who have access to PHI address 
possible vulnerabilities outside of, and beyond, the 
regulations. 

In addition, they can assure healthcare organizations 
that their third-party vendors are taking appropriate 
measures to close vulnerabilities and mitigate risks. 
Recent high-profile breaches of third parties (e.g., 
SolarWinds, Elekta) have demonstrated the risks to 
healthcare organizations through linked systems, as 
well as the need to have an effective third-party risk 
management program.

While compliance with regulations is mandatory, an 
effective privacy program is not enough to protect an 
organization against data breaches. A more effective 
option for providers is to adopt a risk-based approach 
to security that performs a holistic assessment of the 
threats facing the organization and the vulnerabilities 
in its current operating environment.
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HIPAA RISK 
ASSESSMENT 
TEMPLATE

While there isn’t an official 
risk analysis method, the 
Department of Health 
and Human Services 
(HHS) provides guidelines 
to ensure that the risk 
assessment meets its 
ultimate goal: to help 
organizations understand 
how their technologies 
and strategies line up 
with HIPAA Security 
Rule requirements and 
implement the necessary 
security measures.

Although foundational to the overall security posture of 
the organization, the risk assessment is an item that many 
organizations overlook. HHS lays out the following aims of a 
HIPAA risk assessment:

• Determine scope. The analysis needs to 
encompass all forms of e-PHI that the organization 
creates, receives, maintains, or transmits.

• Collect data. This includes where and how e-PHI 
is generated, stored, accessed, and disposed. 
Don’t overlook e-PHI collected, maintained, and 
transmitted by third parties.

• Identify threats and vulnerabilities. This 
means any potential sources that could impact the 
confidentiality, integrity, or availability of e-PHI.

• Assess likelihood of threat. Assess the 
probability that each identified threat could occur, 
based on the organization’s current security 
measures. 

• Assess impact of threat. For each identified 
threat, assess the impact of its occurrence (i.e., 
level of damage to the organization). Assessment 
methodology can be qualitative, quantitative, or a 
hybrid of both.

• Assess level of risk. This is typically performed 
by calculating the average of the likelihood and 
impact of the threat occurrence as determined in the 
previous two steps.

• Document. Clearly document the findings of the 
previous steps in a clear and easy-to-understand 
format. Ensure that the findings are stored and 
archived for an appropriate amount of time (typically 
six years). 

continued on next page
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• Monitor and update. The risk assessment 
should be reviewed at least annually. In addition, 
HIPAA requires new assessments when significant 
changes occur to the environment.

HITRUST ASSESSMENT

As cybersecurity breaches become more prevalent and 
costly and consume ever-increasing resources to address, 
large healthcare entities are requiring their vendors (and 
in some cases, providers) to become HITRUST-compliant 
or certified. There is no question that every healthcare 
organization that stores or exchanges PHI or other 
sensitive information with a business associate must 
ensure that information is appropriately safeguarded.

In the past, third-party organizations have signed business 
associate agreements or verbally committed that they 
were HIPAA compliant and had adequate information 
security controls in place. Some may have provided 
compliance reports or signed attestations to demonstrate 
compliance. 

The challenge is that a healthcare organization cannot 
be “certified” as HIPAA compliant. As an alternative, 
organizations have had to use an internal resource 
to perform a self-assessment against the HIPAA 
requirements or hire an external assessor. 

Although a HIPAA risk assessment is a good start 
for a provider to understand and correct data integrity 
shortfalls, it is only as good as the firm completing the 
assessment and is based on the subjective opinion of that 
firm. Additionally, the assessment can range in cost from 
very little to quite expensive.

On the other hand, HITRUST certification is based on 
an objective set of criteria/controls that can assure a 
provider’s partners and consumers that the PHI is well 
protected. A HITRUST assessment is as close as a 
healthcare organization can come to certifying that it is 
fully HIPAA compliant.

HITRUST: THEN AND NOW

In 2007, a consortium of healthcare organizations 
formed the HITRUST Alliance, a nonprofit focused on 
making information protection a core pillar of healthcare 
information systems and exchanges. It was created to 
address specific challenges, including concern over 
breaches, numerous—and sometimes inconsistent—
requirements and standards, compliance issues, and 
the growing risk and liability associated with information 
security in the industry. 

An increasing number of organizations—including Anthem, 
Health Care Services Corp., Highmark, Humana, and 
UnitedHealth Group—now require their vendors to obtain 
HITRUST certification as a means of demonstrating 
effective security and privacy practices aligned with 
industry requirements. HITRUST estimates that 
approximately 7,500 currently contracted organizations 
will need to become certified within the next 24 months. 

As of March 2022, the Provider Third Party Risk 
Management Council (PTPRM), which promotes best 
practices for managing information security-related risks 
in supply chains and safeguarding patient information, is 
now requiring its vendor partners to complete a HITRUST 
i1 Validated Assessment.

Today, for most vendors and providers intending to 
contract with a large healthcare organization, obtaining 
HITRUST certification is an essential component. 
However, as this certification becomes routine, it should 
not be confused with ensuring that a vendor or provider 
is meeting federal and state operational requirements or 
meeting the Office of Inspector General-HHS Compliance 
Program Effectiveness standard. An organization’s 
compliance officer or legal counsel should be consulted 
regarding the full range of regulations that apply.

HITRUST ASSESSMENT PROCESS

The assessor firm uses the HITRUST Common Security 
Framework (CSF) and leverages its knowledge in the 
areas of healthcare regulatory compliance, information 
technology, risk consulting, and cybersecurity to help the 
client prepare for attaining a validated assessment. The 
HITRUST journey to certification is typically divided into 
three parts:

Step 1: Readiness assessment

The assessor firm works with the client to determine the 
scope of the readiness assessment, set expectations, 
identify responsibilities, and define the project schedule. 
The assessor and client will identify the relevant 
components of the system (“system boundaries”) to be 
assessed, including:

1. Infrastructure

a. The size of client

b. Systems and applications included in the 
environment

c. Where and how data is hosted

d. How the client and its customers are accessing 
the data

2. Governance structures

continued from page 19
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3. Maturity of policies and procedures

4. Data

a. How data is hosted

b. How the client and its customers access the data

c. Volume of data stored in the system

During the readiness assessment, the assessor firm 
utilizes the HITRUST myCSF tool to examine the client’s 
control environment—based on the documentation 
provided and information gathered from interviews—to 
identify policy, process, and control gaps that require 
remediation.

Step 2: Remediation

For every major gap identified in the control environment, 
the assessor firm—in collaboration with the client 
and using the HITRUST myCSF tool—documents a 
remediation plan. This is a corrective action plan that will 
serve as a roadmap in achieving a validated assessment. 

The remediation phase can either be an expensive and 
time-consuming process or relatively quick. This depends 
on how well the client currently stores and shares PHI. 
If a client knows that its data integrity process needs 
significant work, it may be better to have an outside 
adviser improve the privacy and security posture before 
starting a HITRUST assessment.

Step 3: Validated assessment

After the readiness assessment, entities can complete a 
HITRUST validated assessment with the help of a qualified 
HITRUST CSF external assessor. 

Until recently, the HITRUST CSF Validated Assessment—
which provides a more rigorous evaluation of security risks 
with the highest assurance—was the go-to. It is now called 
the HITRUST r2 Validated Assessment and still addresses 
HITRUST CSF compliance for organizations that prefer a 
more rigorous assessment.

However, if the client has a moderate security risk profile, 
the recently created HITRUST i1 Validated Assessment 
can meet its security needs. Working with a leading 
assessor firm will help the client determine which 
assessment best suits its needs.

RISK ASSESSMENT TOOLS FOR HIPAA 
COMPLIANCE

Although a HITRUST assessment is a more objective 
standard, it can be costly and time consuming. As an 
alternative, there are several toolkits available for smaller or 

less-mature organizations that want to assess their own 
HIPAA compliance and security practices around PHI. 
These include:  

• HHS website. This offers guidance on HIPAA 
risk analysis and provides a wealth of information 
for small organizations to perform a risk 
assessment on their own.

• NIST HIPAA Security Toolkit Application. 
Developed by the National Institute of 
Standards and Technology (NIST), this tool 
assists organizations with understanding the 
HIPAA Security Rule and how to implement 
administrative, physical, and technical safeguards 
to meet its requirements.

• HIPAA Security Risk Assessment (SRA) 
Tool. This was jointly developed by the Office of 
the National Coordinator for Health Information 
Technology and the HHS Office for Civil Rights.

It can be difficult—especially for small providers with 
limited resources—to ensure that an in-house security 
team has conducted a thorough audit. This is where a 
third-party risk assessment can prove helpful.

By tapping an outside source to conduct the 
assessment and provide actionable feedback, the 
provider can ensure that the assessment touches all 
areas where PHI could be lurking and can get help in 
closing security gaps in a timely manner.

FINAL THOUGHTS

Many small medical practices have been investigated 
by the Office for Civil Rights and subjected to HIPAA 
audits. Still, numerous healthcare organizations—as 
well as their business associates—overlook the need 
to conduct a risk assessment from a HIPAA privacy 
perspective, which is as important as conducting a 
security risk assessment.

Cybersecurity and data protection should be top of 
mind for healthcare organizations. It is essential to 
reassess current cyberattack prevention measures on 
a periodic basis (at least annually, or when there are 
significant changes to the environment). Becoming 
HITRUST-certified is only one part of a complex cyber 
protection puzzle, so it is essential to consult with an 
adviser to ensure you are effectively protecting your 
patients’ data. o

Bill Ahrens and Justin Frazer are Directors at Mazars 
USA LLP. You can follow Mazars on Twitter at @
MazarsinUS.



effective Oct. 6, 2022, and will cover most materials in 
providers’ charts, with very few exceptions. 

WHAT DOES THE RULE DO?

The rule was implemented to advance interoperability and 
to support the access, exchange, and use of EHI, to support 
both physicians and patients alike. 

WHO IS IMPACTED?

Two main groups are impacted by the Information Blocking 
Rule:

1. Developers of certified health IT or health information 
networks who know, or should know, that an 
information-withholding practice is likely to interfere with 
access or exchange of the use of EHI.

2. Providers who know their information distribution 
practice is unreasonable and likely to interfere with 
access, exchange, or use of EHI.

WHAT ARE THE MAIN EXCEPTIONS TO THE RULE?

The main exceptions are intended to promote care and 
prevent harm. In a circumstance where a patient may 
suffer harm, where privacy is at issue, where it is infeasible 
to comply, or where health IT performance will suffer, a 
provider is not obligated to comply with the rule. 

Further, where the procedures for filling requests for 
information involve difficult content or methodology, 
excessive fees, or licensing issues, exceptions may also 
apply. 

HOW IS IT PHASED IN?

Realizing the massive changes that modifications to 
information exchange require, implementation is phased 
in over a period of years. Effective April 5, 2021, data 
elements3 contained in EHI—including allergies, clinical 
notes, immunizations, lab results, demographics, smoking 
status, and vital signs—are included. Known as United 
States Core Data for Interoperability USCDI v1, these data 
elements are a limited set of information, as noted above. 

However, effective Oct. 6, 2022, the Information Blocking 
Rule will apply to the full scope of EHI. This generally covers 
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Information Blocking: Compliance Basics 
for Providers
BY PAM STONE

WHAT IS 
INFORMATION 
BLOCKING?

Information blocking 
is a practice that is 
likely to or knowingly 
interferes with 
access, exchange, 
or use of electronic 
health information 
(EHI).1 Physicians can 
experience information 
blocking when trying 
to access patient 
records from other 
providers. Patients can 
experience it when 
trying to send their 
medical records to 
another physician.

Information blocking 
can also include 
charging fees, using 
contracts, creating 
organizational policies, 
or implementing 
technology in custom 

ways that limit or delay access, exchange, or use of EHI. 
There are exceptions within certain boundaries.

WHAT ARE THE ORIGINS OF THE INFORMATION 
BLOCKING RULE? WHEN DID IT TAKE EFFECT?

Healthcare providers, while generally supportive of 
interoperability achievements among health information 
technology systems, are now subject to the 21st Century 
Cures Act: Interoperability, Information Blocking, and the 
Office of the National Coordinator for Health Information 
Technology Health IT Certification Program (the Information 
Blocking Rule).2

Compliance with the Information Blocking Rule was 
required as of April 5, 2021, although additional 
implementation dates for specific subsets of EHI will be 

“Effective 

Oct. 6, 2022, 

the Information 

Blocking Rule will 

apply to the full 

scope of electronic 

health information.”
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all health information that is currently collected, maintained, 
and made available for access, exchange, and use. This 
applies whether the records are used or maintained by 
physician groups or by the other covered groups.

Exclusions are much more limited—to psychotherapy 
notes and information compiled for use in civil, criminal, 
or administrative proceedings. This broader scope of 
information in this full-scope second phase is referred to 
as a “designated record set.”4 This includes medical and 
billing records, enrollment information, payment data, claims 
adjudication records maintained by or for a health plan, and 
other records used to make decisions.5

HOW DOES IT AFFECT MY PHYSICIAN GROUP?

Access to EHI must be provided regardless of when 
the information was created, whether the information is 
maintained in paper or electronic systems, whether the 
information is archived, and regardless of the source of the 
EHI.

Providers may take reasonable efforts to verify the identity 
of those requesting health information. The records must 
be provided in the form and format requested by the patient 
or a delegate, and access must be provided within 30 
calendar days.

This means it is possible, for instance, that a physician 
organization that has a policy restricting access to a 
patient’s laboratory results for a certain amount of time 
after a physician receives them, may be engaging in a 
practice that is likely to interfere with access, use, or 
exchange of EHI—thus violating the Information Blocking 
Rule. 

WHAT ARE THE PENALTIES FOR 
NONCOMPLIANCE?

The Office of Inspector General (OIG) may impose a civil 
monetary penalty against any individual or entity that 
commits information blocking. Penalties, depending on 

the actor, are some of the largest instituted by the federal 
government to date in the healthcare sector—up to and 
including $1 million per violation.6

The OIG’s enforcement priorities will likely focus on 
information blocking causing potential patient harm, 
significantly impacting a provider’s ability to care for patients, 
overly lengthy transmission timeframes (beyond 30 days), 
or noncompliance performed with actual knowledge of a 
violation. 

Thus far, the OIG has imposed a variety of penalty amounts, 
including a $25,000 penalty against a medical group for a 
delayed response to a patient’s request for a copy of their 
medical records, and a $160,000 penalty against a larger 
hospital system for a similar violation. Additional or separate 
negative payment penalty adjustments may apply under 
Medicare—potentially including a False Claims Act action 
against providers who have already attested to promoting 
interoperability. 

WHAT CAN I DO TO ENSURE COMPLIANCE?

While the rule and its exceptions are complex, basic risk 
assessment procedures will go a long way toward ensuring 
both actual compliance and good faith efforts to comply.

Assigning personnel to oversee EHI requests, documenting 
policies and procedures for complying with requests, training 
staff, determining applicable exemptions, and auditing actual 
compliance to ensure positive trends will help to create an 
effective process for allowing the efficient exchange of data 
and avoiding penalties for noncompliance.

The full Information Blocking Rule will be in effect no later 
than Oct. 6, 2022. o

Pam Stone is Director, Healthcare Compliance, at Mazars 
USA LLP. She provides compliance and regulatory advice 
and consulting to physician groups, both within the highly 
delegated California model, as well as nationwide. You can 
follow Mazars on Twitter at @MazarsinUS.

Endnotes:
1 45 CFR § 171.102.

2 45 C.F.R. §§ 170, 171. 

3 The Information Blocking Rule also covers the transmission of “data 
elements.” A data element is the most granular level at which a piece of data 
is exchanged. For instance, a date of birth is a data element, rather than its 
component day, month, or year, because date of birth is the unit of exchange.  

4 45 C.F.R. § 164.501.

5 More information about the definition of information blocking and its 
application to the full scope of EHI may be found at the ONC’s Cures Act Final 
Rule FAQ page: https://www.healthit.gov/curesrule/resources/information-
blocking-faqs 

6 42 C.F.R. § 1003.1400 Subpart N.

https://www.healthit.gov/curesrule/resources/information-blocking-faqs
https://www.healthit.gov/curesrule/resources/information-blocking-faqs
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ACO Management Services, LLC

Adventist Health Physicians Network IPA

Aegis Medical Group

Affinity Medical Group

agilon health management, inc.

AllCare IPA

Allied Physicians of California

Alpine Physician Partners

AltaMed Health Services Corporation

AppleCare Medical Group, Inc.

Arizona Health Advantage, Inc.

Austin Regional Clinic *

Babylon Health

Bayhealth Physician Alliance, LLC

Beaver Medical Group

Bloom Healthcare Inc.

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 *

CentraCare

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
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Oak Street Health

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 • 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

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 RI, LLC • Prospect Provider 
Group CTE, LLC • Prospect Provider Group CTW, 
LLC • Prospect Provider Group NJ, LLC • Prospect 
Provider Group PA • Prospect Health Services TX, Inc. • 
StarCare Medical Group, Inc. • Upland Medical Group, a 
Professional Medical Corporation

Providence Health & Services

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

Providence Medical Management Services

Groups: 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 *

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

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 *

UpStream Care Company

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
The Partners Group, LTD

ASSOCIATE PARTNERS
Arkray
Apixio
Astellas Pharma US, Inc.
Bristol Myers Squibb
Eli Lilly and Company
Exact Sciences Corporation
Genentech, Inc.
HealthAxis Group, LLC
Health Data Analytics Institute, Inc.
Kindred Healthcare, Inc.
Leo Pharma, 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
Western Health Advantage

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
Wellbeam, Inc.

* Indicates 2021-2022 Board Members

WELCOME NEW APG 
MEMBERS
2022

Alpine Physician Partners
ASAS Health
Bloom Healthcare, Inc.
CentraCare
Rocky Mountain Senior Care
UpStream Care Company
Wellspace Nexus
Wellvana Health, LLC



When examined more 
broadly, however, PPD 
had an impact on the 
entire household, not just 
the affected mother. This 
translates into significant 
all-cause family medical 
and pharmaceutical 
spending during the first 
year following childbirth 
($36,049 versus 
$29,448) and an average 
of 16 more outpatient 
visits than unaffected 
households. 

IMPLEMENTING 
ROUTINE 
SCREENING

In the search for value-
based care, addressing 
these maternal mental 
health needs represents 
an opportunity to 
alleviate not only the 
humanistic burden on a 
household, but also the 
substantial household 
economic burden that goes beyond costs incurred by the 
mother.

Screening for PPD in primary care settings—the first step 
to address this public health problem—is currently very 
sporadic. A study by Sidebottom4 found that prenatal and 
postnatal screening occurred in less than two-thirds of 
mothers. There was considerable variation associated with 
race and income level. In 2016, the U.S. Preventive Services 
Task Force changed its recommendation for routine 
depression screening to endorse depression screening 
in the general adult population, including in pregnant and 
postpartum women. The American College of Obstetricians 
and Gynecologists also recommends that obstetric care 
providers screen patients at least once during the perinatal 
period for depression and anxiety symptoms using a 
standardized, validated tool.5 A full assessment of mood 
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Collaborative Care for Perinatal 
Depression: A Value-Based Approach
BY CHRISTOPHER RE IST,  MD

Perinatal depression (PPD) is a common but 
underdiagnosed complication of childbirth that affects 
up to 23% of women. It is associated with pregnancy 
complications, impaired maternal-infant bonding, and a 
host of other negative consequences for both mother 
and child.

The suicide death rate has been estimated to be 
between 2.0 and 3.7 deaths per 100,000 live births,1 
making suicide a leading cause of maternal mortality 
in the first 12 months postpartum. PPD often goes 
unrecognized because changes in sleep, appetite, 
and libido may be attributed to normal pregnancy and 
postpartum changes.

In addition to healthcare providers not recognizing such 
symptoms, women may be reluctant to report changes 
in their mood. In one small study, less than 20% of 
women with postpartum depression had reported their 
symptoms to a healthcare provider. Less than 5% of 
women with PPD experience spontaneous remission of 
their symptoms, suggesting that nearly 95% of women 
with PPD require treatment.

ECONOMIC IMPACT OF PPD

As awareness of the widespread prevalence of PPD has 
increased, so, too, have efforts to examine the financial 
costs of this disorder. Researchers using a cost-of-illness 
model to estimate the five-year costs related to perinatal 
mood and anxiety disorders found the total sum of all 
costs amounted to $31,800 per mother-child pair and 
$14 billion for the U.S. as a whole.2 This model allowed 
for the consideration of a range of costs, from those 
associated with suboptimal breastfeeding to the societal 
costs of maternal suicide.

While this study focused on long-term economic burden, 
a recent report examined the more immediate impact 
on households in the first year of the child’s life. A 
study by Epperson3 showed that mothers with PPD had 
significantly higher annual direct total all-cause medical 
and pharmaceutical spending than matched controls 
without PPD ($19,611 versus $15,410), driven primarily 
by more outpatient visits.

“Implementation of 

Collaborative Care 

lags far behind the 

substantial body of 

empirical evidence 

that supports its 

use.”
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and emotional well-being—including screening for postpartum 
depression and anxiety with validated instruments—should be 
conducted during the comprehensive postpartum visit for each 
patient.

The Edinburgh Postnatal Depression Scale (EPDS) is the 
most frequently used screening instrument. The scale, which 
has been translated into 50 languages, consists of 10 self-
reported questions that are health literacy appropriate and 
take less than five minutes to complete.6 The Patient Health 
Questionnaire (PHQ-9) is another suitable and widely used 
tool.

PROVIDING ACCESSIBLE TREATMENT

Mothers with PPD face many barriers to treatment, including a 
shortage of mental health specialists and a reluctance of some 
patients to accept a mental health referral due to stigma. 

Collaborative Care (CoCM) is an evidence-based and cost-
effective model that addresses these barriers by initiating 
treatment in the context of the familiar primary care setting. 
CoCM has been shown to improve access to behavioral health, 
deliver patient-centered behavioral and physical healthcare in 
the same familiar setting, and improve overall clinical outcomes.

Critical to achieving these benefits are five key components:

1. Population-based care

2. Measurement-based treatment to target

3. Care management

4. Psychiatric consolation

5. Brief psychological therapies7

A behavioral health care manager (BHCM) serves as the 
cornerstone of the CoCM program, facilitating longitudinal 
symptom monitoring, specialist-provided stepped care 
recommendations, and in some models, delivering brief 
psychotherapy. This model has been successfully implemented 
and shown to provide the expected outcomes in the woman’s 
health setting in at least two randomized trials.8 

ALIGNING REIMBURSEMENT

Launching perinatal CoCM requires investing in population 
health tools such as registry/tracking systems, implementing 
screening with minimized administrative burden, and being 
able to link to legacy electronic medical record (EMR) systems. 
In addition, providers must be trained on the CoCM model, 
BHCMs put in place, and consulting psychiatrists identified.

These costs are offset by the avoidance of the increased 
overall family healthcare utilization and the positive impact 
on population health. As a relatively new model of care, 
reimbursement for CoCM is becoming the norm, with the 

Centers for Medicare & Medicaid Services (CMS) and 
most commercial payers approving reimbursement for 
essential CoCM services.

It is critical that CMS and commercial payers move to 
consider these services preventive, reducing cost burden 
and barriers to entry for enrollment. Early data suggests 
that enrollment and treatment compliance increase 
more than 50% when patient financial responsibility is 
eliminated. 

As we all pursue the quadruple aim of healthcare, the role 
of CoCM is certain to gain momentum. At its core, CoCM 
is a population health strategy that delivers value-based 
care with a focus on the patient experience. Studies of 
CoCM also have shown increased provider satisfaction 
and confidence to manage behavioral health problems.

Implementation of CoCM lags far behind the substantial 
body of empirical evidence that supports its use. The 
potential impact it can have on the lives of mothers with 
PPD and their families warrants a closer look. o

Christopher Reist, MD, is a psychiatrist, Professor Emeritus 
of Psychiatry at University of California, Irvine, School of 
Medicine, and Chief Medical Officer of Prairie Health, 
a mental health company offering Collaborative Care 
services. He can be reached at chris@prairiehealth.co. 
You can also find him on Twitter at @creist and on 
LinkedIn at linkedin.com/in/chris-reist.
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Reducing COPD Emergency Room Visits 
With High-Touch Patient Engagement and 
Timely Intervention 
BY BRIAN HODGKINS, PHARMD, FCSHP, FASHP; LINDSEY VALENZUELA, PHARMD, APH, BCACP; AND PETE FRONTE, MBA

Chronic obstructive pulmonary disease (COPD) is one of the most costly and debilitating 
healthcare conditions in the United States. It can be difficult for healthcare organizations 
to ensure that patients with COPD receive the high-quality, cost-efficient, patient-centered 
care they need. It is of immediate societal and individual importance to reduce the costs of 
this disease and improve outcomes for these patients.

Despite the availability of effective pharmacologic therapies and comprehensive guidelines 
for their use, many people living with COPD experience a sudden worsening of symptoms 
known as exacerbations. In people with moderate to severe COPD, exacerbations occur an 
average of three times a year. 

Exacerbations are costly and often lead to hospital readmissions, with initial flare-ups 
followed by additional events. Many people with COPD have multiple comorbidities, 
including heart disease, hypertension, diabetes, obesity, and more. When providers assume 
some form of risk and/or have performance-based contracts, providing care for this patient 
population can strain organizational resources. 

Recognizing the complex needs of people living with COPD, Desert Oasis Health Care 
(DOHC) established a pharmacist-led, value-based care coordination program for high-risk, 
high-need COPD patients. In 2020, DOHC utilized its 18-year-plus relationship with patient-
engagement firm Altura to add an innovative component to care coordination: an early 
warning and alert system to avoid emergency department (ED) visits and hospitalizations 
and reduce costs for patients enrolled in the COPD care coordination program. 

“Working with DOHC is always stimulating and rewarding because we see the positive 
patient impact firsthand,” says Pete Fronte, President/CEO at Altura. “This COPD project is 
another example of DOHC’s focus on patient-centered care.” 

A VALUE-BASED CARE COORDINATION PROGRAM 

DOHC’s patient population includes approximately 11,500 patients living with a diagnosis of 
COPD. Of this group, about 700 are actively managed as “high-risk, high-need” and receive 
services through DOHC’s “MMPULM” program. Patients enrolled in this program receive 
care from multidisciplinary teams that include a clinical pharmacist, respiratory therapist, 
pharmacy technician, pulmonologist, and social worker.

The pharmacist maintains close communication with all other healthcare providers, 
including primary care physicians and specialists. Brian Hodgkins, PharmD, explains, “Our 
population health approach for complex chronic disease processes has been a concerted 
interdisciplinary focused model. It leverages the primary care provider’s efficiency through 
integration with highly trained clinical teams aided by appropriate technology, collaborative 
protocols, and a specialist medical director.” 

Clinical pharmacists prescribe medication therapy, order spirometry, obtain labs, 
request oxygen saturation evaluations, encourage smoking cessation, perform physical 
assessments, and attain imaging studies to acquire a full pulmonary work-up. They also 

Brian Hodgkins, PharmD, 
FCSHP, FASHP

Lindsey Valenzuela, PharmD, 
APh, BCACP

Pete Fronte, MBA



provide one-on-one 
training to patients 
and caregivers for 
inhaler technique, 
exercises, lifestyle 
modifications, and 
disease education.

Enrolled patients 
participate in a three-
hour, pharmacist-led 
workshop that covers 
medications, disease 

state, exercises, and other self-management techniques 
and tools. Their pharmacist case manager optimizes 
medications, provides regular communication, and engages 
in weekly discussions of their case with the clinic medical 
director, a pulmonologist.

“Pharmacists utilize their strong medication and disease 
state knowledge base to manage our patients with 
COPD independently and intensely between primary care 
physician visits to optimize health,” says Lindsey Valenzuela, 
PharmD. “Often this includes identifying barriers to care, 
overcoming financial limitations, and improving health 
literacy to empower the patient to better participate in, and 
improve upon, their care.” 

IDENTIFYING PATIENTS WITH IMMEDIATE NEEDS

DOHC partnered with Altura to develop and validate a 
bilingual (English/Spanish), five-item survey designed to 
identify COPD patients who needed immediate (same day) 
intervention. Questions were developed using electronic 
health record (EHR) data, input from DOHC clinical staff, 
and Altura’s experience in assessment development and 
dissemination. 

Three questions were identified as flags for same-day 
intervention by a clinical pharmacist:

1. Increased use of rescue inhaler

2. Considering seeking medical attention, including the 
ED, for breathing problems

3. Not using COPD medications as prescribed

Other survey questions included asking patients what they 
needed most to control their COPD, their preferred method 
of contact, and satisfaction.

DOHC provided a registry of COPD patients enrolled in 
the MMPULM program, and Altura engaged patients to 
invite them to participate in the outreach. Altura collected 
responses using its HCP Studies patient engagement 
platform and a team of experienced, multilingual patient 
engagement specialists.
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“High-cost, high-
needs COPD patients 
benefit from a high-
touch approach 
to managing their 
disease.”

Assessments took place weekly from Sept. 25, 2019, to 
Jan. 15, 2020. Preliminary data analysis and patient feedback 
suggested less-frequent assessments would be less intrusive 
and equally effective. Subsequent assessments took place every 
two weeks from Jan. 16, 2020, to June 29, 2020. 

Altura’s patient engagement specialists contacted each patient 
by the preferred channel (phone, email, or text) to administer the 
survey or remind participants to complete it. All communications 
were in the patient’s preferred language of English or Spanish. 
Survey responses were analyzed using the HCP Studies 
platform and then logged and triaged by Altura to the DOHC 
pharmacy team daily for intervention based on a pre-determined 
algorithm.

Patients who had one or more flags received follow-up 
from a clinical pharmacist within 24 hours—with all clinical 
documentation entered into the EHR with concurrent PCP 
notification. “Patients were pleasantly surprised by the interest 
in and attention to their COPD status and needs,” says Amanda 
Camiolo, Altura’s Project Manager.

SURVEY RESPONSES

Altura reached out to 917 high-risk, high-needs COPD patients 
through the project. Telephone outreach was important to 
participants, with 50% choosing to be contacted by phone, 41% 
by email, and 9% through text messages.

During the 10-month study, patients responded to the survey 
anywhere from 0 to 30 times, for a total of 6,738 surveys 
overall. There were 124 patients (13.5%) who recorded zero 
responses.

Among the 793 patients (86.5%) who responded at least once, 
the mean number of responses was 8.11. About half (478) of the 
patients responded five or more times—60% of the response 
rate—and were included in the evaluation. Five responses was 
determined to reflect enough contributory information to reach 
clinical relevance for impact from an engaged patient.  

MOST FREQUENT FLAGS

Survey responses 
generated a total 
of 1,781 total flags, 
including 1,011 priority 
flags (15% of the total 
surveys received). 
Altura sent about 
2.5 flags per day to 
DOHC. One third 
(33%) of patients had 
four or more flags, 
representing two-thirds 
(67%) of all flags. 

57% 
(261 patients)

23% 
(106 patients) 17% 

(81 patients)

1
Frequent use 

of rescue 
inhaler

2
Emergency 

department or 
urgent care 

visit

3
Difficulties with 

COPD 
medications

Most Frequent Flags

continued on next page
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INTERVENTIONS AND COPD NEEDS

Pharmacists followed up with a phone call and developed 
customized interventions, including:

• Changes in maintenance medication

• Addition of COPD rescue pack prescriptions

• Referrals to immediate care or their primary care provider 
for further evaluation and work-up

• Initiation of smoking cessation support, education, and other 
services

Notably, when patients were asked, “What do you need to control 
your COPD?” they articulated specific COPD-related needs. This 
information informed program development and interventions, 
resulting in increased satisfaction. Patients’ top-five COPD-based 
needs were:

1. Exercise options

2. More breathing treatments

3. Help to stop smoking

4. Better understanding of my COPD meds

5. Support group options

FEWER ED VISITS AND HOSPITALIZATIONS

Patients who participated in outreach were generally sicker, with 
7.4% more conditions per patient than those in the non-outreach 
group. They were more likely to have atrial fibrillation and coronary 
artery disease but less likely to have depression.

During the pilot, the outreach group had 15% more urgent 
care visits than patients in the MMPULM program who did not 
participate in the outreach. Similarly, the outreach group had 30% 
fewer emergency department visits and 11% fewer admissions. 
Reducing ED visits and increasing urgent care (immediate care) 
utilization has been an ongoing priority for DOHC. 

HIGH TOUCH ADDS HIGH VALUE

Preliminary results from this pilot suggest that high-cost, high-
needs COPD patients benefit from a high-touch approach 
to managing COPD. Delivering just-in-time interventions also 

redirects care to less costly modalities—urgent care 
versus the ED—while increasing patient engagement 
and satisfaction through desired needs such as smoking 
cessation and exercise programs.   

Importantly, this innovative outreach program relied 
upon reaching out to patients in the way they desired. 
Unsurprisingly, half of this older patient population was more 
comfortable with a phone call; several participants observed 
that the choice made them feel valued and cared for. 

This pilot project suggests that value-based care includes a 
care continuum that extends beyond the clinic and includes a 
culturally and linguistically responsive, connected approach. 
Reaching patients with timely, frequent, proactive touches 
outside of the clinic appears to add value by ensuring timely 
access to interventions via a pharmacist-led, team-based 
approach.

“The patient you can’t reach is the patient you can’t help,” 
says Valenzuela. “We’ve worked hard to implement tools that 
allow for patients to engage in their care based upon their 
abilities. For some this includes technology, but for others, 
we need to approach it from a humanistic pathway. Altura 
provides another avenue for reaching our patients.” o

Brian Hodgkins, PharmD, FCSHP, FASHP, is the EVP of 
Clinical Operations & HPN ACO, and Lindsey Valenzuela, 
PharmD, APh, BCACP, is the Associate VP of Population 
Health Integration, at Desert Oasis Healthcare (DOHC). 
DOHC is an APG member and provides medical care and 
wellness services to patients in the Coachella Valley and 
surrounding desert communities and serves more than 
60,000 members. 

Pete Fronte is President and CEO of Altura, an APG partner 
and GPO provider. Altura provides patient engagement and 
outreach programs to improve quality measure scores, reduce 
avoidable costs, and increase participation in prevention 
programs and clinical studies. You can follow the company on 
Twitter at @AlturaHealth.

Author acknowledgments: Thomas Brazeal from Desert Oasis 
Healthcare; Jack Hodgkins and Kathryn Esposito from St. 
George’s University School of Medicine; and Lisa Peacock, 
Renee Despres, and Amanda Camiolo from Altura.

IMPACT ON QUALITY AND COSTS

According to many estimates, high-need, high-cost 
(HNHC) patients account for 5% of the population 
but 50% of the costs. Studies and surveys with 
HNHC patients can greatly enhance quality and 
adherence while reducing costs.
Source: High-Need, High-Cost Patients Offer Solutions for 
Improving Their Care and Reducing Costs. Feb. 5, 2019. https://
catalyst.nejm.org/high-need-high-cost-patients-solutions/

Patient 930 467

Member Months 8,559 4,657

Conditions/Patient 8.82 9.47 7.4%

DM Programs/Patient 3.63 3.71 2.2%

Immediate Care Visits PTMPM 174.2 200.8 15.3%

Emergency Dept Visits PTMPM 60.1 42.1 -29.9%

Acute Admits PTMPM 34.2 32.2 -5.9%

MMPULM

NO
OUTREACH

WITH
OUTREACH

OUTREACH V.
NO OUTREACH
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KEY OUTCOMES:
Increase Quality - Decrease Costs

Enhance Revenue – Increase Patient Satisfaction

Altura coordinates with health systems to provide a high-

impact, patient-driven outreach team. We are multilingual  

and cultural competence certified for diverse populations.
 

Patient Connect™ couples our health advisors with nimble 

technology to ensure timely feedback, triage, and interventions. 

PATIENT 
ACTIVATION 
THAT DRIVES 
PERFORMANCE

Patient engagement areas include (partial list):

Star/Quality Initiatives
 •  Colorectal cancer screening
 •  Breast cancer screening
 •  Diabetes screening
 •  Others as needed

Prevention and cost-containment programs
 •  Preventing avoidable ED visits for high-risk,  

    high-need patients (e.g. COPD, CHF)
 •  Fall prevention (UpRight program)

 Other
 •  New member welcome and assessments
 •  Wellness and home care utilization 
 •  Research participation and other custom projects   

“I like being asked 
about my COPD and 
that I have help when  
I need it most.”  
– COPD Patient

“I know I need a  
colonoscopy so thanks  
for reminding me of the  
importance and walking  
me through next steps.”  

– Cancer Screening Patient 

“Altura’s integration with 
our clinical team enables 
us to effectively engage 
our patients across many 
initiatives.”

– Marc Hoffing MD 
   Medical Director  
   Desert Oasis Healthcare

info@altura.health 
www.altura.health 

 

 
20%  

reduction in  
ED visits

 
75%  

increase in  
screenings

 
96%  

satisfaction  
rating

Patient driven  
technology that  

drives timely 
interventions



Strategies to Drive Effective Laboratory 
Test Utilization
BY LEE H . H ILBORNE , MD, MPH; TERR A E .  WHITE ,  PHD; AND DONNA D. COOPER , MS, MBA

With over 12 billion tests performed annually, laboratory testing is the highest 
volume healthcare service that patients receive.1 Individually, most tests are low-
cost, but collectively, they represent between 2%-4% of the healthcare budget. 
Some studies suggest that 20% or more of testing services may be the result of 
overuse.2 Irrespective of the exact percentage, a clear opportunity exists to use 
laboratory stewardship (LS) to promote effective test utilization.

Ordering unnecessary or less-appropriate tests carries many risks. Those risks 
impact the patient, medical practices, the laboratory, and society. Because many, 
if not most, clinical decisions are influenced by laboratory testing, inappropriate 
testing poses direct risks to patient care.

If the wrong test is ordered and not recognized, treatment decisions could be 
based on inaccurate, incomplete, or misleading information. A falsely positive result 
on an incorrect test can send a patient down a rabbit hole of unnecessary—and 
sometimes risky—diagnostic procedures. 

Inappropriate tests also increase the cost of care and are a concern for health 
plans. Like other medical services, laboratory claims to payers are usually covered 
when there is evidence of medical necessity. Absent this evidence, financial 
responsibility may fall to the laboratory, the patient, or the ordering clinician.

Reducing unnecessary testing and avoidable claims denials—while ensuring 
access to needed services—benefits all stakeholders. Furthermore, given recent 
supply shortages, eliminating unnecessary tests conserves resources that can be 
deployed to patients who need them.3  

STRATEGIES FOR EFFECTIVE TEST UTILIZATION

Physician practices play an important role in driving effective test utilization. The 
following are suggested strategies to increase appropriate testing and ultimately 
assure quality patient care:

1. Identify opportunities to engage in LS initiatives.  

Some hospitals and health systems have already embarked on an LS journey. 
These programs seek to reduce variations in care and improve overall quality by 
ensuring patients receive the right test, for the right patient, at the right time.

Many reference laboratories also offer LS services. Wherever your laboratory 
services are performed, ask about LS initiatives, request time with an LS subject 
matter expert, and review test utilization data and related ordering practices.

2. Consult guideline recommendations.

Compare your testing practices to national guidelines and policies. Specialty 
societies have guidelines that can be used to assess how well practices align with 
national recommendations.
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Choosing Wisely®, 
a campaign 
started by the 
American Board of 
Internal Medicine 
Foundation in 
2012, collects 
recommendations 
from specialty 
societies, many 
of which focus 
on effective 
test utilization.4 

The federal government, through the Agency for 
Healthcare Research and Policy and the Centers 
for Disease Control and Prevention, also publishes 
guidelines in specific practice areas.

To increase alignment with accepted guidelines, 
clinical decision support prompts and stops can be 
embedded into hospital or laboratory information 
systems. Sometimes these embedded guidelines are 
available in the system but are not activated. If you are 
not sure whether your practice is taking full advantage 
of available tools, ask!
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“Physician 

practices play an 

important role in 

driving effective 

test utilization.”

3. Benchmark your ordering practice against 
similar physician practices.

Start by looking at how often you order a particular 
set of tests compared with other laboratory users 
who have similar practices. You may find that your 
use is disproportionately high or low with respect to 
colleagues.

There may be valid reasons for differences—but it is 
worth questioning whether an unrecognized issue may 
be the cause. A common situation that can result in 
unintentional overuse of a test is mistaken inclusion in 
an electronic order set. Removal of the test can be a 
simple way to reduce unnecessary testing. 

4. Examine laboratory denial rates.

Once you are familiar with test utilization practices, 
examine claims denial rates for laboratory testing. In 
the outpatient setting, when a payer denies claims 
for laboratory tests, the cost of providing care may 
increase due to needing to rework and potentially 
resubmit denied claims. In addition, patients are often 
frustrated and confused when they have to pay the full 
cost of payer-denied testing.

continued on next page
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To determine if claims denials are an issue in your practice, 
collaborate with colleagues in the laboratory and accounts 
receivable or billing to determine if they have experienced 
a high rate of payer denials on any laboratory services you 
frequently request.

Third-party payers incorporate peer-reviewed publications 
and clinical practice guidelines into coverage policies. 
Because payers link their coverage policies to their payment 
policies, denial information can provide insight regarding 
practice that may be different from community standards.

As with any data source, it is important to understand the 
reasons for observed denials. Payment denials may be 
related to any of the following issues:

• Incomplete paperwork, such as not providing a 
diagnosis code or signature

• Submission of inappropriate or unrecognized 
diagnosis codes

• The laboratory order has limited diagnosis fields, and 
the electronic record software incorrectly selects the 
reason for the office visit and not the laboratory test.

• The wrong test was selected from among similar 
sounding services (e.g., 25-hydroxyvitamin D and 
1,25-dihydroxyvitamin D).

• Payer processing errors

• The exclusion of a diagnosis code from a coverage 
and reimbursement policy 

Consultation with LS subject matter experts, laboratory 
professionals, information technology, payers, and accounts 
receivable may be required to fully understand and address 
these issues. But understanding the cause for claims 
denials and taking proactive steps to remedy them is likely 
to improve the quality of the care you provide, as well as the 
satisfaction of multiple stakeholders.

THE KEY TO SUCCESS: CLINIC-LABORATORY 
COLLABORATION

Although multiple strategies exist to drive effective 
laboratory test utilization, those that are most successful 
depend on a close collaboration between the clinical 
practice, the laboratory, and others.

Passively referencing guidelines alone rarely achieves 
enough traction to change ordering practices. Financial 
incentives (or disincentives) may work, but those initiatives 
are usually not sustainable, and they generally focus on 
monetary issues rather than the most important goal: to 
ensure patients receive the care they need.

Instead, proactive discussions with your laboratory 
will enable you to acquire valuable insights on 
current test utilization so that efforts can be targeted 
toward solving specific issues. Initiatives to improve 
test utilization involve stakeholders from across the 
health system, including the laboratory, nursing, 
clinics, information technology, and administration. 
Collaboration will remain essential throughout 
the process of identifying issues, considering and 
implementing solutions, and incorporating new 
information as clinical guidelines change.

Effective test utilization is a challenging but critical 
goal for achieving quality patient care. Physicians 
in every practice setting have ample opportunity to 
contribute meaningfully to these efforts, which will 
continue to gain in importance as the healthcare 
environment aims for improved patient care at 
reduced cost. As physician practices assume 
increasing risk for overall patient care, such as with 
direct contracting, optimizing effective test utilization 
will improve both clinical and financial performance. o

Lee H. Hilborne, MD, MPH, is Senior Medical Director 
of Medical Affairs for Quest Diagnostics, Professor 
of Pathology and Laboratory Medicine and Medical 
Director for Care Coordination at UCLA Health, 
Past President of the American Society for Clinical 
Pathology (ASCP), and current Chair of ASCP’s 
Effective Test Utilization Committee.

Terra E. White, PhD, is a neurobiologist and medical 
writer for the Medical Access and Payer Solutions 
department in Medical Affairs for Quest Diagnostics.

Donna D. Cooper, MS, MBA, is Senior Director of 
Product Solutions for the Health Systems Division at 
Quest Diagnostics and is instrumental in implementing 
Quest’s laboratory stewardship initiative. 

You can follow Quest on Twitter at @QuestDX.
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Quality, Disparities, + Equity: How Does 
Value-Based Care Narrow the Gap? 
BY AL I KHAN, MD, MPP, FACP

In 2020, the twin pandemics of COVID-19 and nationwide health disparities cast into 
sharp relief the persistent challenges of achieving high-quality, clinically excellent care in 
all parts of American society—particularly in rural and urban communities with high 
social vulnerability. The COVID-19 pandemic also underscored the limitations of 
fee-for-service reimbursement in the pursuit of that goal. 

A careful examination of recent trends in value-based care—and how they spotlight 
healthcare delivery innovation for the underserved—offers useful context into the vast 
frontier of what’s possible in American medicine. 

QUALITY + EQUITY ARE OFTEN INTERLINKED

The challenges facing the U.S. healthcare system are well-documented: We pay 
more—$4.1 trillion in annual healthcare spend, or 267% more than the average 
Organization for Economic Cooperation and Development (OECD) nation—for worse 
quality and outcomes, with American life expectancy two years lower than the OECD 
average. The experience in traditional American healthcare is miserable, with an 
average net promoter score of -1.2 for primary care practices nationally and burnout 
rates for physicians and nurses at critically high levels. 

Those trends are further concentrated in older adults, who tend to be the sickest, most 
complex patients; indeed, 96% of Medicare spend in 2020 was linked to chronic 
disease. Increasingly, older adults are also subject to health-related social needs.1 
Financial strain, food insecurity, and poor housing quality are the most common hurdles 
to overcome, according to a recent Humana analysis of Medicare Advantage enrollees. 
Nearly 1 in 4 of these enrollees reported multiple social needs.
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“Despite progress 

in advancing 

quality and equity 

in vulnerable 

communities, the 

value-based care 

journey is in its 

adolescence.”

Source: Kim and Bostwick, “Social Vulnerability and Racial Inequality in COVID-19 Deaths in Chicago.” 
Health Education and Behavior. May 21, 2020.



For certain communities, those challenges are even more 
stark. Communities with high prevalence of poverty, 
unemployment, and single-parent households, and with low 
high school graduation rates, demonstrate high social 
vulnerability index (SVI) scores as measured by the Centers 
for Disease Control and Prevention (CDC). As the graphic 
on the previous page demonstrates, many of these 
communities are also beset by food and healthcare deserts, 
unsafe streets, and substandard housing that drive health 
risk factors—with life expectancy gaps of 10 years or more.2

Unsurprisingly, during the peak of the COVID-19 pandemic, 
these communities endured the greatest concentration of 
COVID-19 cases, deaths, and hospitalizations,3 with 
disproportionate impact on Black and Hispanic 
communities. 

Recent analyses by the RAND Corporation and the Centers 
for Medicare and Medicaid Services (CMS) demonstrate 
that racial and ethnic disparities extend to the quality of 
care being delivered across the United States. While 
patient-reported rates of care delivery satisfaction are often 
equivalent across racial lines, outcome measures tell a 
different story—one of health inequity:4

• Black and Hispanic patients are 9%-10% less likely 
to enjoy adequately controlled high blood pressure, 
relative to whites.

• Black and Hispanic patients are 11%-12% less likely 
to demonstrate adequately treated depressive 
episodes in the first three months of treatment with 
an antidepressant, relative to whites.
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THE PROMISE OF VALUE-BASED CARE

Although not explicitly stated at its outset, a review of the 
value-based care movement’s first decade-plus yields an 
array of investments in advancing health equity, primarily 
through the acceleration of payment reform as the 
enabling—but not final—step in care redesign for 
population health.

Progress to full-risk arrangements for legacy delivery 
systems serving traditional Medicare and Medicaid 
beneficiaries has been inconsistent, particularly in the 
bounds of the Medicare Shared Savings Program,5 with 
few actors making novel investments in redesigned care 
model deployment—particularly in historically underserved, 
often high SVI communities.

In contrast, the rapid growth of new full-risk primary care 
entrants (such as Iora Health, Oak Street Health, Cityblock 
Health, and ChenMed), management service organizations 
enabling full-risk arrangements (agilon, Aledade, Heritage, 
and Privia, among others), and integrated payer-providers 
(including CareMore Health, Alignment Health, and 
Devoted Health) has been concentrated in communities 
with limited healthcare access and higher SVI scores. This 
is particularly true for the novel primary care delivery 
system cohort (funded via capitated and full-risk models), 
where the vast majority of patients served reside in 
historically underserved communities. 

Recent shifts in CMS policy and approach (including the 
launch of the CMS Health Equity Framework and the 
evolution of Medicare direct contracting into the ACO 

REACH model) suggest that this focus—
linking value-based care and health 
equity—is now a firmly stated policy goal. 

REALIZING THE PROMISE: DETAILS 
MATTER

Will value-based care models rise to this 
renewed challenge? Initial signs point to 
yes. 

The lessons of the past decade-plus 
suggest that meaningful impact is 
dependent on leveraging non-fee-for-
service economics (and the resultant 
enhanced investment in primary care 
models) to meaningfully reorient care 
delivery and care management from 
reactive to proactive stances, leveraging 
large interprofessional teams and 
technology tools in equal measure. 

Source: Martino et al, “Racial, Ethnic and Gender Disparities in Health Care in Medicare 
Advantage.” CMS Office of Minority Health/RAND. 2021. continued on next page
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The details here matter:

• Smaller panel sizes (300-1,000 per clinician)

• More time (longer primary care visits and frequencies far 
greater than the national average of 1.4 PCP visits per year)

• Integrated specialist care and care management efforts (in 
behavioral health, community navigation/accompaniment in 
promotora models, pharmacy, podiatry, and a mix of in-
person and virtual subspecialist consultation)

• Strong social risk mitigation (with dedicated transportation, 
prescription delivery, food security, and benefit coordination 
support)

• Extensive team collaboration (with multiple hours/week 
dedicated to all-team population health and complex care 
management)

These details distinguish the care delivered by value-based 
providers relative to traditional health systems. Indeed, it is the 
migration from 20th century piecemeal fee-for-service 
reimbursement to capitation that funds these intentional care 
redesign efforts. 

Enablement, though, is not the same as realization—particularly 
in the context of alleviating the scar tissue of mistrust against 
healthcare systems that permeates so many of the 
communities that value-based providers serve. When trust is 
the end goal, follow-through and execution become paramount. 
The common results in improved health outcomes and 
reductions in avoidable hospital and emergency room visits 
underscore that principle.

But that commitment to execution is further substantiated by a 
growing body of evidence demonstrating that value drives 
better quality, particularly for those who need it most. (The most 
recent additions: high-quality studies examining the impact of 
financial risk exposure on clinical utilization improvements in 
Medicare Advantage6 and the effectiveness of randomized 
complex care management interventions in Medicaid capitated 
primary care.7) 

The COVID-19 pandemic only underscores the ability of 
value-based models to match their efforts to evolving societal 
needs. Witness Oak Street’s work in community vaccination 
across multiple metro areas8 and Cityblock’s efforts to build and 
distribute open-source risk stratification systems, engagement 
tools, and clinical protocols9 at the height of the pandemic’s first 
wave. And then contrast those efforts with those by legacy 
health systems to capture telehealth revenue and facility fees 
with equal vigor to maximize financial stability.

WHAT’S NEXT ON THE FRONTIER 

Despite progress in advancing quality and equity in vulnerable 
communities, the value-based care journey is in its adolescence. 

In the quest for greater scale and impact, three variables 
loom largest:

• Incentive design: The impact of planned future 
expansion of Medicare-led payment models, such as 
ACO REACH, that further payment reform and equity 
in equal measure

• Scalability: As the value-based care collective 
moves beyond serving single-digit proportions of all 
Medicare beneficiaries, will these efforts will be 
matched in Medicaid and commercial populations?

• Clinical excellence: The development of a common, 
comprehensive set of evaluation metrics and 
benchmarks for clinical outcomes and patient-
reported outcome measures to guide and amplify the 
work done across the entire value-based care sector. 
(CMS’ recent request for information examining 
linkages of social complexity to Medicare quality 
measurements promises to bolster an important, and 
to date, under-emphasized component of this effort.)

The road ahead promises to be an exciting one, if the last 
few months of policy debate in Washington are any 
indication. The frontier remains bright. o

Ali Khan, MD, MPP, FACP, is Chief Medical Officer, Value-
Based Care Strategy, at Oak Street Health. You can find him 
on Twitter at @alikhan28.
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Industry Initiatives: Collaboration Can 
Spur Healthcare Innovation
BY SHRUT I KOTHARI

A BOLD PROPOSAL 

The COVID-19 pandemic exploited fundamental flaws in a U.S. healthcare system 
where efficiency and effectiveness often are hampered by competitive pressures, 
fragmentation, and misaligned incentives.

Long before COVID-19, these same flaws were at the root of the system’s inability 
to make meaningful progress on bringing down costs, expanding access, and 
improving quality for patients. In particular, fragmented payment and delivery 
systems have continued to perpetuate a status quo that hinders larger efforts to 
transform the healthcare system to promote greater innovation and achieve health 
equity. 

Industry alignment can be notoriously difficult to achieve, particularly among payers, 
providers, and health systems that traditionally compete with one another. Yet, a 
healthcare system that is universal, equitable, accessible, affordable, high-quality, 
and sustainable will truly require partners to put patients first and come together in 
collaboration.  

The early successes of Blue Shield of California’s innovative “Industry Initiatives” 
show how we can overcome established barriers to alignment. They illustrate the 
potential for creating a system that can deliver better outcomes when stakeholders 
effectively harness collaboration. 

TRANSFORMING CALIFORNIA’S HEALTHCARE INDUSTRY

In July 2020, Blue Shield of California created its Industry Initiatives effort to 
address the barriers to innovation in the healthcare industry by working with a range 
of partners, including policymakers, payers, and providers. The goal is to scale and 
sustain healthcare transformation together through industry collaboration and policy 
movement.

Grounding this work is a vision of a healthcare system that is universal, equitable, 
accessible, affordable, high-quality, comprehensive, technology-enabled, and 
sustainable.

In its first year, Industry Initiatives made promising strides in California, advocating 
for a statewide health information exchange that will make information more readily 
available in ways that support decision making, as well as for efforts to align payers 
around payment innovation to improve access and equity in primary care. 

A THREE-PRONGED APPROACH

Industry Initiatives focuses on priority areas where industry collaboration and 
policy movement are critical for scaling and sustaining promising innovations. 
We are tackling the many roadblocks that, by themselves and together, prevent 
improvement on patient outcomes, access, and affordability. 

“Working together 

in collaboration 

and innovation 

will realize health 

transformation 

that benefits us 

all.”
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Industry Initiatives identifies these priority areas and 
evaluates progress through an iterative process—
continually assessing the industry’s evolving needs and 
selecting priority areas based on an analysis of potential 
impact and need for industry alignment to realize 
success. Once a priority area has been selected, projects 
are implemented with external stakeholders similarly 
committed to healthcare transformation, and projects 
are evaluated to determine opportunities to expand for 
bigger impact.

Through this process, Industry Initiatives has identified 
three priority areas for action. The first is increasing 
the ability to address social determinants of health by 
leveraging resources such as social needs data and 
community health workers. The second is using payment 
innovation to build a sustainable future for primary care in 
California. Finally, Industry Initiatives identified a priority 
of modernizing California’s data-sharing infrastructure 
and delivering better care by defining a statewide data-
sharing mandate.

For each priority area, Industry Initiatives has 
implemented a three-pronged approach, using 
partnerships, publications, and events to drive impact:

• Industry Initiatives partners with thought leaders, 
coalitions, organizations, providers, and 
policymakers to hold convenings and 
workgroups. Where partnerships already 
exist, Industry Initiatives seeks to 
support and strengthen 
those efforts. 
Where 
partnership 
is needed, it 
provides the framework 
and resources to build consensus 
across diverse perspectives in 
healthcare. 

• Industry Initiatives develops materials 
for publication—writing white papers, 
peer-reviewed manuscripts, and fact 
sheets that address the audience and 
educational needs related to each priority 
area. 

• Industry Initiatives holds events, ranging 
from webinars to briefings to regular 
meetings, with key partners and interested 
parties. Several events highlighting industry 
collaborations are underway on issues ranging 
from Black maternal health1 to patient social 
needs.2

An important consideration is that the Industry Initiatives 
efforts look beyond the interests of Blue Shield of 
California. As illustrated by the case study below, the 
goal is to develop a common vision, shared goals, and 
consensus with partners to ensure the outcomes create 
a better healthcare system for all. 

CASE STUDY: PAYMENT INNOVATION

In 2021, Industry Initiatives applied its three-pronged 
approach to the task of building a sustainable future 
for primary care in California. Early results have been 
notable and promising, such as establishing a multi-payer 
collaborative to align primary care payment innovation 
efforts. This case study examines how Industry Initiatives 
is working to overcome barriers like competitive 
pressures and misaligned incentives to build support for 
payment innovation in primary care.

Evidence shows that primary care is unique among 
health services for its contribution to health and equity, 
making it an essential common good for society. Not only 
is a stronger primary care system required in the U.S. to 
take care of the majority of people’s healthcare needs 
during each individual’s lifetime, but investment in primary 
care also has the power to improve health equity more 
than any other part of our healthcare system. 

Payment innovation is a cornerstone of high-
quality primary care, and success requires 

standardization and multi-payer 
alignment. All payers serving the 

same communities need 
to take immediate and 

concerted action to improve 
health equity and address 

disparities in care by collaborating on 
how they pay for primary care. 

Providers often bear the burden of fragmentation 
and unhealthy competition among health plans, 
and they have long recognized how alignment 
can advance equity. COVID-19 further exposed 

the flaws of health plans’ historical approaches to 
payment, which left many providers vulnerable to 

negative financial consequences and exacerbated 
existing inequities in care.

Industry Initiatives is directly responding to this need 
through its advocacy campaign calling for health plans 
to collaborate with providers to develop pathways toward 
broader use of alternative payment models that make 
upfront investments in primary care.

continued on next page
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Building a case: Primary care is not always a top 
priority for every health plan. To broaden the audience 
interested in primary care, Industry Initiatives partnered 
with Milbank Memorial Fund to host a series of events3 
that tie investments in primary care to other key outcomes, 
including health equity, behavioral health integration, and 
social needs.

Speakers at each event were selected to ensure a balance 
of perspectives from across healthcare, and they use 
examples from their work to illustrate that primary care is 
the essential foundation for a high-functioning healthcare 
system. The series also emphasized why health plans must 
align on common models to finance and measure primary 
care to reduce administrative burden on our providers.

Bringing others to the table: Industry Initiatives 
partnered with Manatt Health on the production of a 
white paper, “Supporting the Future of Primary Care in 
California Through Aligned Hybrid Payment Models.”4 The 
paper served as a vehicle to build collaboration among 
organizations with diverse and sometimes conflicting 
interests. Leveraging Manatt’s credibility as a respected 
and nonpartisan consultant was key to bringing partners 
to the table for interviews on how to address barriers and 
opportunities related to alignment in primary care.

Industry Initiatives and Manatt co-hosted an event on 
the paper and included speakers from interviewed 
organizations, such as Covered California, and from 
recognized authorities on the topic, such as the California 
Department of Health Care Services. Speakers discussed 
relevant plans for the state’s future strategic direction for 
public health efforts, helping to make the case for payers 
to come together to prepare for upcoming priorities and 
requirements.

Moving forward together: Building on the momentum 
created by the white paper and events, Industry Initiatives 
has partnered with Purchaser Business Group on Health 
(PBGH) and Integrated Healthcare Association (IHA) 
to create a roadmap outlining steps to achieve a shared 
vision for enabling advanced primary care in California. The 
roadmap will be used as a springboard for discussion within 
a multi-year process, which includes participation among 
health plans and delegated provider organizations.

Payers and provider organizations are working together 
to define a shared vision clarifying common strategies, 
commitments, and actions to implement innovative 
payment and care models that enable access to advanced 
primary care for all Californians. This work demonstrates 

why it’s so important that health plans listen to and 
collaborate with provider organizations. 

The multi-year collaborative had its first convening 
in January 2022. Work remains to realize a vision for 
primary care that addresses the issues of unequal 
access to care and disparities in health outcomes. 
Industry Initiatives’ significant advancements to date 
demonstrate that utilizing a targeted approach of 
publications, partnerships, and events can help bring 
stakeholders together to move from ideas to concrete 
action.

LOOKING BEYOND

For too long, U.S. healthcare’s biggest issues have 
continued to fester and grow, and these problems were 
made even worse by the COVID-19 pandemic. Blue 
Shield of California Industry Initiatives is partnering 
with the healthcare community in California and 
across the country to collaborate and spur innovation, 
with the goal of creating a healthcare system that is 
universal, equitable, accessible, affordable, high-quality, 
comprehensive, technology-enabled, and sustainable. 
We know this will require partners to put patients over 
profits and come together in collaboration, and we ask 
you to join us. 

Working together in collaboration and innovation will 
realize health transformation that benefits us all. o

Shruti Kothari is Director, Industry Initiatives, at Blue 
Shield of California, and can be found on Twitter at 
@shrutiko. The Blue Shield of California Industry 
Initiatives team looks to collaborate and innovate 
with APG and its members to realize healthcare 
transformation. For more information, please contact us 
at IndustryInitiatives@blueshieldca.com. 

References:
1 Industry Initiatives virtual event. Innovation and collaboration 
to support birth equity: working to improve black maternal 
health. October 5, 2021. https://www.youtube.com/
watch?v=Nv0uu0sxWBg&t=1s 

2 Industry Initiatives virtual event. United for a comprehensive vision of 
health—BSC, CHCF, CommonSpirit, KP, and Unite Us. February 25, 
2021. https://www.youtube.com/watch?v=cspFtNB80ls 

3 Industry Initiatives virtual event. Scaling innovation: supporting 
access and equity in primary care through new payment 
models. December 7, 2021. https://www.youtube.com/
watch?v=RKNHmuuMb_A&t=13s 

4 Stowe EC, Ingraham M, Lee S. Supporting the future of primary care 
in California through aligned hybrid payment models: a call to action. 
https://www.manatt.com/insights/white-papers/2021/supporting-
the-future-of-primary-care-in-californi. Published November 2021.
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Bringing Psychiatry to Primary Care and 
Other Specialties
BY K AREN G . RENTAS, PHD

There is growing recognition of the importance of identifying and treating 
mental health conditions as patients connect with their primary care 
physician (PCP) and other specialists. Some have asked if universal mental 
health screenings are leading to increased rates of intervention and 
treatment or an uptick in mental health-related visits in primary care. 

Two recent national studies that examined data from the Medical 
Expenditure Panel Survey (MEPS) suggest that in the last 10 years, there 
has been an increase in intervention and treatment for mental health 
concerns in outpatient settings.1-2

The results were surprising, as data showed that the increase was mostly 
stemming from visits with specialty mental health providers, non-physicians 
such as nurse practitioners and physician assistants, and physicians outside 
of primary care. Moreover, a first study published in 2019 found that adults 
with less serious psychological distress accounted for most of the absolute 
increase in outpatient mental health service utilization.2

A PROMISING ALTERNATIVE

How are physicians responding to patients’ varying levels of psychological 
stress and psychiatric needs, while maximizing the already limited access to 
mental health specialty care? 

In December 2018, Facey Medical Group (FMG)—a Los Angeles-based 
multispecialty physician group affiliated with Providence, a Catholic not-for-
profit health system based in Renton, Washington—launched psychiatry 
eConsults as one of several initiatives to respond to the behavioral health 
needs of patients presenting in primary care and other specialty settings.

While integrating behavioral health and primary care has garnered great 
attention from researchers and practitioners,3-5 the most recent literature 
is starting to highlight psychiatry eConsults as a promising alternative to 
optimize the role of psychiatric consultants. Goals and outcomes include 
improving access to specialty level care, reducing delays in high-quality 
care, standardizing curbside consults, and increasing physicians’ capacity to 
respond to patients with mental health disorders.6-9  

“A small effort on our part overshadows whatever residual resentment we 
have as primary care providers about taking on everyone’s mental load,” 
says Ana Lopes, MD, a family medicine physician with FMG. “A fragmented 
healthcare system can make physicians feel like air traffic controllers, but 
that feeling dissipates when the patient is given the right treatment plan by 
an experienced psychiatrist. I have even kept content from eConsults for my 
future reference.”

“Psychiatry 

eConsults present 

a unique value 

and investment 

for healthcare.”
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WHAT IS AN ECONSULT? 

Electronic consultations, or eConsults, have been 
described as “an innovative approach to prevent 
unnecessary referrals for management that could take 
place within a primary care setting, and subsequently, 
decrease wait times for in-person specialty level 
care.”10

“EConsults have been instrumental in helping patients 
get the care that they need,” says Dr. Lopes. “They 
assist my care plan by providing tapering/escalation 
schedules for medications, possible side effects that 
could be mitigated, and common pitfalls. Patients also 
truly appreciate the effort made by their PCP.”

At FMG, psychiatry eConsults were deployed as a 
curbside consultation and virtual co-management 
tool. Physicians can readily request consultant input, 
ensuring expert consultation based on patients’ 
medical history and target symptoms. Within 48 hours, 
the psychiatry eConsult provides tailored medication 
review and recommendations. If a comprehensive 
psychiatric evaluation is deemed necessary, work-
up recommendations and interim management 
are provided to optimize a seamless transition to 
psychiatry. 

Since its launch, the psychiatry eConsult initiative has 
been utilized in the care of more than 610 patients 
ranging in age from 5 to 94 years old. The phased 
implementation began with primary care and expanded 
to additional 
specialties, 
including OB/GYN, 
pain management, 
pediatrics, and 
neurology.

Megan Chiarelli, MD, 
a psychiatrist at 
FMG, believes 
that eConsults are 
another valuable 
tool in bridging 
treatment gaps 
that result from a 
psychiatry shortage. 
They have helped to 
improve access to 
specialty evaluation 
and treatment 
recommendations 

and increased physicians’ confidence in treating mental 
health symptoms. 

“The practice of medicine has a longstanding tradition 
of collaboration and collegiality,” says Dr. Chiarelli. 
“Operationalizing our ‘curbsides’ via eConsults allows for 
clear communication across disciplines and the highest 
level of care for our patients in a timely fashion.”

Dr. Chiarelli also notes that eConsults leverage the 
long-term relationship and whole-person care offered by 
the primary care physician. While no-show rates for new 
patients referred to psychiatry remain high, eConsults 
are well-poised to maximize resources and improve 
patient experience. 

“EConsults work great because they lower the barriers 
to entry,” says primary care physician Jeffery Lee, MD. 
“You are getting a psychiatrist opinion on how to treat 
patients who are unwilling to engage directly with 
behavioral health.”

TIMELY ACCESS TO CARE IS PARAMOUNT  

Access to care for depression and mental health 
disorders is unquestionably valuable and worth 
examining through the lens of value-based care. In the 
United States alone, depressive disorders constitute the 
sixth most costly condition to treat—at an estimated 
$71 billion. This is not far from ischemic heart disease 
($88.1 billion) and hypertension ($83.9 billion).11

continued on next page
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When considering perinatal health, several studies 
have found increased resource utilization and economic 
burden associated with mood and anxiety disorders. 
A 2020 study found high rates of perinatal mood and 
anxiety disorders in the United States—estimating 
that untreated disorders cost about $14 billion from 
conception to five years postpartum.12 

Another study revealed that for postpartum depression, 
household healthcare spending was 22% higher than in 
unaffected households, with spending extending to the 
entire nuclear family.13

In recognition of the financial burdens associated 
with mental disorders, along with the aim to improve 
population health and patient experience, psychiatry 
eConsults present a unique value and investment for 
healthcare.

“The turnaround time is absolutely excellent, usually 
the next day, sometimes the same day, never longer 
than a couple of days,” says Michael Nelson, MD, an 
internal medicine physician and Director of Utilization 
Management at FMG. “It is not uncommon for patients 
to initially agree to a referral for psychiatry consultation; 
due to time, travel, or reluctance, many never show for 
the appointment. EConsults are much quicker than 
requesting a face-to-face consultation. There is no such 
thing as a no-show or cancellation for the e-consultation!”

Qualitative feedback from physicians also reinforces 
eConsults as a driver associated with improved access to 
care and patient engagement, better quality of care, and 
ongoing enrichment of physicians’ medical practice.

“I am now better educated with regard to the use of 
first-line antidepressants for the geriatric population, as 
well as adding on secondary therapy if an inadequate 
response to first-line treatment, following appropriate 
dose titration,” notes Dr. Nelson. “The e-consultation 
report is thorough, reflects a complete review of the 
relevant portions of the record, and provides clear, well-
referenced recommendations—both for initial treatment 
recommendations and for follow-up within my practice.”

NEXT STEPS

Since its launch in 2018, the psychiatry eConsults 
initiative has resulted in many anecdotes that reflect great 
potential to improve access and care of patients with 
mental health disorders presenting in medical settings. 
Future initiatives aim to examine specific treatment 
outcomes and eConsult utilization patterns by specialty. o

Karen G. Rentas, PhD, is Director of Behavioral Health and 
Primary Care Integration for Facey Medical Group. Megan 
Chiarelli, MD, is a psychiatrist with Facey Medical Group 
providing direct care to patients and supporting integrated 
care via eConsults. She is Board-certified in general 
psychiatry and child and adolescent psychiatry. Facey 
Medical Group operates 10 clinics in northern Los Angeles 
County and Ventura County and can be found on Twitter at 
@faceymedical.
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INTRODUCING 
Ventegra Foundation
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 “When this move is completed, 
Ventegra, Inc. will have initiated 
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Come to Ventegra for truth and integrity. 

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

Soon we will add one more pillar to that promise–Ventegra 
Foundation,* a new Nonprofit Public Benefit Corporation 
that will be the basis of Ventegra going forward.

As a new class-of-trade Medical Benefit Manager (MBM) we 
deliver innovative, cost-efficient pharmaceutical solutions 
to payors, providers, and patients. Ventegra Foundation 
will continue our enduring commitment to create stronger 
and greater long-term value for all our stakeholders.

℠

*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.

The Time is Right for Ventegra.
www.ventegra.com 
info@ventegra.com




