
  

Idaho PCMH Webinar 1.17.16 Page 1 of 9 1/31/2017 

Idaho Patient Centered Medical Home (PCMH) 
Webinar – (January 17, 2017)  

Transcription 
Date: January 17, 2017 Time: 2:00 pm 
Speaker/Moderator: Jeanene Smith, Pat Dennehy           
                                                                                                

Notes 
Jeanene Smith: 
Today’s talk is a further extension of the talks we had there around value based payments. Our key 
objectives for today are to take a look at what the Federal Government is doing to try increase the 
adoption of value base payments nationally. The potential on what value based payments can mean 
to meeting the needs of your patients and work amongst your team in your patient centered home. 
Talk through some of the various reimbursement strategies being tested in other states that could 
make its way to Idaho and for consideration to think about how they are working in other places. 
Recognize how value base payments can help practices qualify for enhanced payment under the new 
Medicare Access and Chip Reauthorization Act known as MACRA.  
My co-presenter today is Pat Dennehy, and we are going to alternate as we go through these slides. 
This outlines what are value base payments, some people refer to it as alternative payment 
methodologies, but the goal is how to reward for delivering care that is efficient, effective and patient 
centered. There is a lot of alternative payment meaning; alternative from what we are used to having 
which is traditional fee-for-service payments. How can things be paid to differently to incentivize new 
and better care coordination and increase the delivery of high quality of care and doing it in a cost 
effective manner.  They are really moving beyond that fee for service payment and truly applying is 
across the whole population. Allowing for multiple providers and staff to work together which is the 
essence of the patient centered home that all of the clinics are working so hard on. To note it is not 
just the federal government or even the states that are doing this but there are private payers that are 
also moving to this value based payment. 
Pat Dennehy: 
I am very interested in this topic because I think we have all be working towards value based payment 
for a number of years in our work with quality improvement, chronic disease collaboratives, and what 
we are doing with you currently on the patient centered medical home. I found this quote from CMS to 
be very revealing; it also helps us think of the mission and vision that they approached value base 
payments from. When I read this the thing that struck me, they stressed the new ways to engage the 
people, patients, families and care givers to improve care, coordination, and population health 
management. They strove in their wisdom to make this a flexible program so that individual providers, 
practioners, and systems could pick the way to approach this movement very individually so that they 
can be successful.  
I think that we all know there is a need to transform, we have heard Dr. Epperly’s talks in the Idaho 
Health Commission that reflect the need to decrease health care cost and improve outcomes. We still 
estimate that 80% of our health care dollars are going to 20% of the patients, those with chronic care. 
We all believe that we can do better than that. We also know that care coordination has been 
fragmented and that serves only to disapprove care, so part of this is whole initiative, value, care, and 
patient centered medical home is to improve the transfer of care from one level to another and to 
decrease the cost and improve the outcomes. We think that this inefficiency in the health care system 
takes away from other ways that we need to spend our money. 
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What goals has Medicare set for itself in the private sector? As we know when Medicare changes so 
does the private secure. Medicare is aiming to save 30% to alternative payment models by the end of 
2016 and 50% by the end of 2018. These are pretty good goals. The second goal is to look, fee for 
service payments will be tied to quality or value. They are hoping 2018, 90% of practices will be using 
these modalities in their Medicare population. When you think of where we are starting and where we 
are going, this slide demonstrates that. The first category is where we are starting; this is the system 
that we have created which is fee for service. The whole incentive is face to face visits; there are no 
incentives for quality, and no incentives for cost. As we work our way up the care continuum for this 
value based payment, we see that the shifts are linking to the quality and value, alternative payment 
methodologies are still going to be braced at the beginning on a fee for service structure and 
eventually move towards population based payments. When you think about it, we have been working 
on the core foundations for all of the exceeding categories in our work with you. We are looking at 
chronic diseases management, we are looking at following populations for certain disease entities, 
and we are looking at number of value based parameters and beginning to track it through your health 
information exchange. Idaho is preparing step by step carefully to prepare itself for population based 
payments. This illustrates the current state and distribution of where we are to where we are going to 
the future state. Most of us in the country live in category one, still with a fair distribution moving up the 
continuum.    
Jeanene Smith: 

So the learning and action network which is a collaborative of a variety of health care providers, 
stakeholders, academics, and federal and state government folks, including some interaction that I 
think Pat has participated in some of their meetings as well. They surveyed about 40 plans across the 
country of varying sizes and different geographies including two states, and they responded to the 
survey. They found that if you look back at 2015, as per that previous slide, 62% are still in the 
category one of fee for service. Increasing percentages moving into category two at 15% and 23% are 
either in category three or four. At a point in time which is the first part of 2016 they looked at plans, I 
think there where about 23 health plans that responded to this and they found that 25%. A movement 
there from about 23% to 25% are in a composite of either category three or four. And 22% of 
commercial health care dollars are in that category three and four which is interesting to note that this 
is not all public sectors, 41% of Medicare advantage health care plans are starting to do the shared 
savings and population based approaches and 18% of Medicaid health care dollars are in the 
category three and four. Things are progressing even very recently.  
This comes from a survey of the financial leadership across hospitals done nationally by the advisory 
board this summer and found that the majority of all of their survey respondents were already in, the 
hospitals themselves are doing alternative payment. You can see that they have anywhere from one 
type on up to three, and only 10% are not yet in engaged in alternative payment models. It is not just 
at the provider level of the clinical practices but it is also happening at the hospital level as well. I 
would say that this is not just for managed care plans but also across the board almost all commercial 
plans are starting to move to value based payments where they are starting to contract and reward 
higher value care and incentivize improvement. Trying to move their enrollees and beneficiaries to 
those higher value providers and then trying to assist providers who maybe are having not as efficient 
and effective to try and help them get moved the continuum which means some states supporting 
centered home development and other efforts. And getting as bold as to discontinue contracts if you 
are not showing good value. Blue Cross Blue Shield has had an alternative quality contract in place in 
Michigan since 2009 with seven provider organizations, and they put them under a shared saving and 
they started to see almost 3% savings over the first two years and a lot of improvement within the 
controls of quality of care and reduced hospital and Emergency Department (ED) utilization.  
The physicians have also been surveyed, the latest survey from a national firm, Deloitte, found that 
the majority of providers are not exactly thrilled about this change in reimbursement, yet do not 
necessarily fill that the fee for service paying for the widgets approach is necessarily offering value 
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either. The majority would participate in value based payment if offered financial incentives. The 
challenge is being held accountable for metrics and often feeling like you cannot control the behaviors 
of the patients as well and yet being held accountable for it. Concerns especially notable in pediatric 
providers that you do a lot of extra effort to improve outcome, but the outcome is more in the future. 
Like preventing the onset of chronic diseases but you might not necessarily be caring for that patient 
and that happens in commercial all the time where you are helping the patient but then they might 
change health plans. There is a report that about 10% to 20% of their income is now tied to metrics, 
but anticipating that more and more will be moved to 50% at risk over the decade when asked. They 
understand, but in order to be successful at this you really need to change your process of care. This 
also came from that same survey. It was about 600 physicians from across the United States that this 
data comes from. If guaranteed an increase in payment which version of value based payment would 
they embrace? The majority would feel most comfortable with the shared savings arrangements where 
it is just predominately upside in terms if you do well you get additional dollars but you are not 
necessarily having dollars at risk versus there is some interest in the more risk based approaches 
which is the episodes based payments, capitation payment, and or bundled payment. Shared risk of 
not being quite as well anticipated. Then there is a third that do not want to move towards this. I think 
that a lot of the concerns about alternative payments, especially in these larger episode based 
payments or capitation is the challenges of managing, especially the rising cost of prescription drugs. 
Then also as I noted being sort of responsible for your patient’s behavior and trying to insure that they 
are participating as part of the care is off in especially those that have more challenging lives 
Pat Dennehy:  
The question is how can value based payments improve the world for physicians and other providers? 
Change is hard. It will require the support that will come with this,  how they will improve the world of 
practicing folks will be that, with this value based model must come an improved data infrastructure, 
exchange tools for care management, care coordination, and community health. This has to be part of 
the preliminary process of change. You are already deep into that world of change. There has to be an 
increased focus on interoperability and connections of the record. No longer in this model is one 
patient just the exclusive domain of one provider, for this to work the information has to flow freely and 
it has to go beyond the four walls of the clinic. It has to include the patients, their families, and their 
homes. There has to be room for all of these activities that we now see in one brief visit can be 
expanded across the continuum of care. There is a great opportunity for interdisciplinary collaboration 
and cooperation in the care of patients. There is an opportunity for hospitals and clinics to work very 
closely on the transfer of care and that includes specialty care where ever it is delivered as well. When 
you think of these value based payments there has to be shared savings. So as we treat people with 
chronic disease, the opportunity to decrease the cost of care and increase the efficacies of the care 
are all built into these programs and it should be something that providers will welcome going forward.  
Shifting requires us to change, and change is hard. We change from visit productivity as the driver. 
We will be more free to have care plans that affect the patient and the providers in a very unique way. 
There is going to be less need to have billing rules, such as the four walls or not billing for two services 
in a practice in the same day if they are required. There will be process focused projects; currently we 
have practice focused projects with large amounts of time with limited revenues. We need to organize 
ourselves to care for population until we anticipate change. The community needs to be involved. 
Customer satisfaction is part of all of the planning for these when I participated in the land meeting last 
year in December there is a large contingency of consumers who are informing some of the actions of 
the land, the learning action network and helping with planning for services and changes in 
reimbursement. We hope to manage cost hospitalization, Emergency Departments, repeating test, 
and over charges on pharmacies all of these things should be coordinated better and save money. 
What does this mean inside the clinics, to your operation, to your staff? It is going to be movement 
from managing schedules which has been difficult to managing population. You need to be building 
relationships outside of your own practice; you need to consider alternatives to the traditional office 
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visits. Include things like home visits, office visits, and monitoring operational and access measures as 
well as clinical outcomes. That touches in again with the patient satisfaction, you use your team 
efficiently, people across the country are looking at who is working in primary care and how do we 
train and prepare them to be the most efficient and practice to their full scope.  You will be seeing 
incentives and there is mindfulness to it, unintended consequences and focusing more on culture as a 
real long term driver. We hear these words social determinants of illness the culture of population and 
these will come in to play more and more as you try to approach health. The health of your population 
in its on setting whether it is rural or urban to meet the culture needs and the specific needs of your 
population. 
It is all about total transformation, this change cannot happen if the financial model is sustained that 
we currently have.  
Jeanene Smith:  
On the Federal level there is quite a different model of value base payment that are being tested with 
some substantial investment at the moment. Previously it was mostly pay for performance programs, 
and I think that the distinction between pay for performance and this new value based payment is 
primarily not just focusing on improving quality and how well you perform on the quality, but it is also 
including how you are doing in terms of cost efficiency of affordability. It is moving beyond the old P4P 
that many of us are familiar with. The various models that are for population, total cost of care, 
accountable care organizations that have been set up in Medicare with their shared savings, and then 
the newer version of what has been invested in about seven places in the country so far.  The 
Comprehensive Care Initiative that is now coming back out as CPC plus. All of these have taken into 
account both quality and cost in terms of how they created the incentive for the participating providers 
to gain on them. Moving more and more to include as well not just how well you are doing in terms of 
measuring hemoglobin A1Cs and getting people in for cessation on tobacco or drug and alcohol but to 
include patient outcomes and experiences in that assessment of how well into the model as well.  
Accountable Care Organizations (ACO) have really taken off over the last five years with the initial 
models that Medicare started in what was called the pioneer ACOs. Now they are touching the lives 
about 28 million people and there are about 900 of them. I know that my own University. Oregon 
Health and Sciences Center here in Portland started to become ACO under the shared savings plan 
and started to send out more information. I understand that St. Luke’s and St. Alphonsus have also 
gone down this road so this is here and I do not necessarily think it will go away even with the 
changes that are going on nationally because a lot of health systems have invested in this over time 
and have started to change their approach to this.  
I do not think that Medicare is going to retreat right away on this because they are starting to see 
some savings in these programs. The one that is probably the most popular is the Medicare shared 
savings program and they have saved almost $300 million just in 2014 and will continue to get more 
information. It is always a pretty long delay in getting evaluations out in a lot of the federal programs, 
but we will probably see some results from 2015 soon and then see how the newer program will 
perform as well. The pioneer ACOs there were some that dropped out of this but there was evidence 
of improved quality and saved also about $100 million from what Medicare would have other wised 
spent for those fee for service patients. The comprehensive primary care initiative that I talked about a 
minute ago with seven regions, Oregon was one of those and nationally there were over 500 practices 
involved that touched 2.5 million lives. They overall reduced expenditures about $14 per person or two 
percent. Medicare saw enough in that to continue to revamp it just a little bit but really to expand it, 
primarily to include more practices and they are about ready to start up here in 2017 with the new 
round. There has been some more focused models in stage renal care model just got launched, not 
much data back on that. It was to do a sort of an alternative payment approach with those working 
with end stage renal patients. Bundle payments, there are 48 different conditions where there are 
bundle payments out, there the get a single payment for an episode. The hospitals, skilled nursing 
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facilities, physician groups, long-term care providers are all assuming some financial risk in this. It will 
be interesting to watch as they evolve over time. The new version from the pioneer ACOs to this next 
generation ACOs just started and takes the best aspects that we seem to be successful in the pioneer 
ACOs and in the Medicare shared savings program.  
We talked about MACRA a bit at the learning collaborative but this is the new kid on the block. The 
really name for it is the Quality Payment Program and it came out of a bill called the Medicare Access 
Children Health Insurance Plan (CHIP) Reauthorization Act. The intention is really to offer different 
ways that providers can get rewarded and to change how they are getting paid to tie more of the 
traditional fee for service payments to value with varying levels of risk involved. Anticipating that there 
would be more and more opportunities over time for providers to participate in some of these models 
to make it easier for you. You are part of a new model if you are in the Comprehensive Primary Care 
Initiative you get credit for that and if you are part of bundle payments you could maybe get credit for 
that and not have to do as much work to participate in it. They are really trying to minimize reporting 
burdens. I think as I went through it kind of consolidates many of the programs that the feds already 
had all into one. Really trying to spur, not only this change in Medicare fee for service patients, but 
also trying to encourage similar approaches in alternative payments in the state Medicaid programs 
and in the Managed Care Medicare Advantage Plan as well as inspire the commercial payers to also 
move this way.  
As Pat mentioned what happens in Medicare is what sort of drives the system overall. Medicare 
started back in 1965 with customary and reasonable physician charges. Then in 1989 we moved into 
what many are familiar with is the RDS system and the DRG system. Once Medicaid sort of goes 
there then the rest of the system often follows. Here 25 years later is sort of where the system is going 
today. The new quality payment program has two major parts, there is the Merit Incentive Payment 
System known as MIPS or you are part of an Advanced Alternate Payment Model that is already in 
existence. There is a composite score based on metrics that really emphasizes quality, the cost part of 
this is caught up in the resource use. Then it incorporates the MU of the Electric Health Records 
(EHR) and then some clinical practice improvement activities. Your base rate for Medicare Part B will 
be adjusted based on how well you are doing on this composite score. It does not apply to hospitals, 
other facilities. Rural health clinics or federally qualified health clinics are exempt because they have 
this alternative payment approach. Also if you are brand new in practice, out of residency in Medicare, 
or you are not seeing enough Medicare patients you are not obligated to participate. If you are 
involved in some of these alternative payment programs that the feds have already set up then it is a 
slightly different payment approach you can gain an additional five percent on your fee for service 
payment if you are already participating in some of these demonstration models. Those who are 
patient centered medical homes you get some credits in the MIPS side if you are in part of the broader 
comprehensive primary care initiative, CPC plus you get credit under the advanced payment side.  
To be accountable in this value based system there are usually some metrics, which drive us all crazy 
because everyone always has a variety of metrics and different metrics and programs. At the moment 
there is like 33 measures in the three accountable care organization program models currently 
underway by CMS. The private sector has their own ACOs and they have their own set of metrics. 
MACRA is trying to pull all of this together and they convened a bunch of the metric experts and the 
very plan representative, trying to get some consensus around a common set. If you really look across 
most of the value based payment models that are being used by either private or public insurers or by 
the states. They usually do kind of hover around the HEDIS measures which goes around heart 
disease, diabetes, hypertension, cancer screening, and immunization. Thinking about as you go 
onward to do quality improvement projects in your clinics, doing things around these top five areas will 
probably be double duty for you. You are going to do it across your whole population in your clinic that 
you would probably get benefits across multiple different payers. 
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Pat Dennehy: 
There are listings of some of the measures on the CMS Website and we can put the link to the portal. 
There are best practice standards and guidelines, I looked today and there are 271 measures listed. I 
think that they are trying to allow providers to find the metrics that are most relevant for their 
population on people that they are serving and that they can achieve. There are things in there that 
are very technical and as Jeanene said the most common threats are in the preventive measures. 
When we look at value base payment at the state level, these are states that currently have active 
ACO programs or pursuing State Medicaid ACO programs across the country. As Medicare goes so 
follows Medicaid. You can see that there is a movement to expand this from just Medicare to 
Medicaid. States are moving to this process and we mention some Medicaid 1115 waivers California, 
New York, Oregon, and Washington require an accountable care and a delivery system reform. They 
are looking at things like whole person care, looking at social determinants health and blending it into 
some kind of value based payment. Iowa Medicaid Manage Care Organizations require value based 
payment in common quality measures, 40% of all of the MCO population must be included in value 
based payments by 2018. There is a value index score, it adds to the delivery system across the 
MCOs. It is used by Wellmark, Blue Cross and Blue Shield so it is penetrating into the private payer 
market. This slide also talks a little bit about state innovation testing value based payments in 
Michigan, Arkansas, and Ohio. Arkansas was an early leader and there are many people that are 
looking into this now, these are the leading edge states. 
Jeanene Smith: 
We are starting to see some promising results as the states have started to adopt their Accountable 
Care Organization versions in their Medicaid populations. Colorado, another early leader had saved 
$77 million in net savings for Medicaid and they lowered Emergency Room visits, high cost imaging, 
and hospital readmissions. This is through what is called the Regional Care Collaboration. Minnesota, 
also an early leader about the same amount of savings in the first two years of their integrated health 
partnership. They exceeded their quality target and were able to achieve shared savings with the 
providers. Vermont has a similar shared savings program, not quite as much savings but it is a much 
smaller state by almost $15 million. Both of the Medicaid ACOs they are achieving significant savings, 
exceeded their quality, and had a shared savings distribution. Oregon which I am most familiar with 
having worked there at the state level for the last 15 years, we set up the coordinated care 
organizations some of which touch some of that Idaho clinics along the border. We have seen some 
impressive quality improvements with 33% decrease in hospital readmissions across the population of 
Medicaid which is now almost a million lives in Oregon. Twenty-nine percent reduction in admissions 
for diabetes and some significant increases in hospitalizations for other chronic diseases, such as our 
CHF, chronic obstructive pulmonary disease (COPD), and adult asthma. Avoidable ED visits are down 
by half from 14% to 7% statewide. Some of those have been tied to incentive payments to those 
areas. We have also seen an increase in chlamydia screenings and cervical cancer screenings that 
were not necessarily tied to our incentive payment.  
Just changing how care is being delivered we are seeing some quality improvements in other areas by 
systematically applying this as we think in the delivery system. Some of the incentives that did have 
money tied to them, the developmental screening has improved, member satisfaction has improved, 
adolescent well care visits have improved which is very impressive that is a very challenging 
population to get to come in for visits. At the same time we see increased primary care visits and we 
are spending more money on primary care which is exactly what we wanted to do. We would rather 
spend the money there instead of the extensive emergency room or hospital. We have also seen a 
huge increase in enrollment in patient center primary care homes as the incentive to the CCOs was 
that they would get dollars back as they got more and more of the Medicaid population enrolled and in 
a new home. This is based off of Oregon certification for patient centered homes which is now almost 
700 clinics now. The CCOs had a global budget; the waiver just got renewed to continue this over the 
next five years. They have a cost trend so they are only getting 3.4% each year when they renew their 
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contracts and 4% of the dollars will be withheld and then they have to earn that back. We have 16 
CCOs in Oregon, which are in all different parts of the state and only a couple of the areas have 
competition and a lot of them come out of IPA which are physician associations partnering with the 
local hospital and the community to be the CCO. Some with backing behind them with some of the 
health plans.  
There is always the question, when the CCO, ACO or RCCO gets the dollars what happens? Does it 
come back down to the provider for doing this hard work? In Colorado they saved $70 million but 14% 
was reinvested back to the providers based on the shared incentive pool. In Oregon we actually set 
back $168 million in savings across the 16 CCOs and almost all of them did earn what they had 
withheld. There was even a challenge pool for dollars because not every single measure was 
achieved by every single CCO. Some of the CCOs were able to get even more money than what they 
had withheld. Since the CCOs in many of the areas where actually owned by the providers then the 
money was getting back to the providers. In Vermont almost $3 million was distributed back in first 
year based on the number of lives that their quality performance. It is not just savings at the state 
government side which it is important to any state legislator but it is getting money back to the delivery 
system.  
Maryland is sort of an unusual state because it can actually set payment rates for Medicare as well as 
Medicaid, as well as regulating the commercial marketplace. They are considered an all payer 
approach and their new partnership with the federal government has been based around hospitals, 
and 95% of hospital revenue is now in a global budget for both inpatient and outpatient. All of the 46 
hospitals have signed on to this. In the first year they are seeing preventable conditions improved by 
26% and have decreased their overall percapita in Medicare hospital costs by over 1% saving $160 
million. You will not necessarily see this in all states, it is interesting that they are really going down 
this road and more states might want to start to partner with Medicare to do something similar 
because what you find is that you keep them out of the hospital especially with the dual eligible 
Medicaid patients. Often times the state or provider never get the dollars back from Medicare. By 
having this partnership with Medicare in Maryland they are actually getting to share savings with the 
federal government. The more that all payers can come together and be aligned, so if local payers can 
look at what the feds are doing and the feds can look at what the local payers are doing across the 
country. Trying to get focused and avoiding that fragmentation would make life so much easier for 
those in the trenches seeing the patients, dealing with paperwork and reporting requirements.  
Pat Dennehy: 
How do you test for readiness? Who is ready? Certainly some of the qualities we see as key are 
leadership, participation from clinical and non-clinical staff, and everyone needs to understand what is 
happening in the environment, the scope and the amount of change that will be necessary. It is critical 
that everyone working in healthcare understands these trends and gets ready. I think Idaho has 
demonstrated great leadership in this area. You are preparing through the SHIP project and a number 
of other projects across the state to get ready for this. You are demonstrating that you are partnering 
across the entire contingency of care. I can think of examples of clinics I worked with and have heard 
of examples throughout the project where people are forming a collaboration along the continuum of 
care and carefully working on agreements between organizations. You are also working to be able to 
reliably achieve performance targets and that involves systems of care, the use of Heath IT, the use of 
the staff, establishing guidelines, patient attributions is also part of this and reaching out to people that 
are attributed to you and trying to get them into care is also one of the big shifts of value based 
payments and population health are bringing us their challenges and their great goals.  
How can you be successful? I think that we have talked about this throughout the discussion today 
and every individual practice and provider need to access their core capabilities and systems that are 
critical to success. I think that the patient centered medical home model is actually a great foundation 
for value based payments. Need to think about clinical integration, data analytics and connectivity. 
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Care management and coordination are at the heart of it, it was mentioned in the mission at the 
beginning of the talk that CMS has put out. Patients must be engaged and there must be a focus on 
upstream activities like wellness programming so that we do not always treat the end stages of illness. 
Leadership that is committed to practice transformation which I have heard time and time again when 
we are up in Idaho, aligned with the upcoming MACRA quality programming. I think that MACRA has 
a great road map. There are a number of measures available on the web that you can look at. Idaho 
selected some measures and they are a great place to start. I think that as time goes on the 
contracting within the state with different providers will be moving towards value based payments. I 
think that everyone is concerned with the talk about change, and change is hard. With the new 
administration we look to the records to see what we think we have heard in the past from some of the 
Republican leadership. I think that this slide speaks to the fact that in the past we have heard from key 
leaders in the Republican administration. Speaker Ryan has talked about value based payment and 
quality. Congressman Tom Price has spoken favorably of MACRA and its potential to transform 
healthcare. Republican governors have spoken favorably on quality based, value based, purchasing 
and patient centered programs. If we think there is going to be a lot of change within healthcare, it 
does not seem to touch value based payments in MACRA. These lines and these programs are 
probably going to be part of the Republican platform as well. 
Jeanene Smith: 
We do think that value based payment will continue going forward. MACRA was very separate from 
the Affordable Care Act and had overwhelming bipartisan support. There have been some tweaks and 
will continue to be I am sure. Overall we will continue to evolve over the years; these early years are 
just laying the ground work to get all of the multiple models and multiple metrics, I think that it will 
solidify over time. I think that the aim is the same on how to be innovative, focus on outcomes not as 
much on process as we were in the fee for performance days, being patient centered, incorporating 
satisfaction into this, and being affective and efficient with resources. I did put in some resources that 
may be of value. The CMS Web site is constantly being updated as new things come out about 
MACRA. The American Medical Association is continuing to update their Web site as are many of the 
Academy of Family Practice, Internal Medicine and Pediatrics. The Network for Regional Healthcare is 
part of the group that is trying to get a consensus on measures, keep an eye out on that. The LAN is 
the Healthcare Payment Learning and Action Network, their focus is alternative payment. They have a 
lot of white papers and other resources available to you there. 
Question: 
We actually have clinics in both Idaho and Washington so we are familiar with ACOs. What do we do 
today in transforming to value based payment, there is a lot of talk about it. What is the expectation as 
quality improvement professionals that we are supposed to be doing now and working towards value 
based payment? 
Answer: 
The MACRA, MIPS technically started January 1. I would definitely go look at that for your traditional 
Medicare fee for service payments. I think then continuing to work through your regional SHIP 
organizations to pay attention to what is happening in your Medicaid program and as part of the SHIP 
initiatives. I would look at your top payers of your clinics, who are your major payers be it 
PacificSource, BlueCross or whatever commercial plans and see what their thoughts are in terms of 
quality measures that they may be considerate on their next contract renewal to possibly include some 
payment reform. 
Answer: 
I would reflect that and I think if you go online there is a lot in the literature currently. Health Affairs did 
a good blog on this. They encapsulated it in October of last year. Currently the clock is ticking if you 
are not a Rural Health Center or an FQHC. There are requirements for 2017, this is considered the 
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transitional year so there are reporting requirements already in process for folks who do more than 
$30 thousand in Medicare billing or have over 1,000 Medicare patients. I think that if you look at it, you 
will be reporting for a minimum of 90-days to not face the penalty. It is time to dig in and take a look. 
Question: 
We are not in that population. Our Medicare is a very small, less than $30 thousand and less than 
1,000 patients. If MIPS and MACRA does not impact us now, I know I have heard the argument that it 
eventually will and that is where Medicaid will go. There have not been Medicaid expansions in Idaho; 
we are still facing a lot of patients who are paying out of pocket. That is where I am looking for 
direction; I have done all those other things and am very familiar with the programs. Oregon is very 
different with the CCOs. I came from the CCO system and was part of the growth of CCOs. I am trying 
to figure out what to do in Idaho where a lot of patients are still paying out of pocket, there has not 
been Medicaid expansion and Medicare is very hard to come by. 
Answer: 
That would leave you to look at if you have a high percentage of commercial payers. The more you 
can focus on the same quality measures that would reward you in Medicaid, those will be the ones 
that the commercial payers will look at as well. Heart disease, congestive heart disease, 
immunizations, and those five things I mentioned earlier. Those will be areas the Blue’s, 
PacificSource’s, United’s and Aetna’s will be looking that. Those larger plans will be looking at those 
because they want to be in synergy with federal direction. 
Question: 
On metrics, I know we are part of an ACO. There are lots of different metrics and things going around. 
Why did the quality committee for SHIP not align our metrics with other metrics that are out there? 
Some of them are, but most of them year 2 and 3 are not. 
Answer: 
I do not think we can answer that question completely. In Oregon we found that the Medicaid 
population needed more focused ones, so looked larger nationally for developmental screening and 
we did some metrics children in foster care because those were high need for our Medicaid 
population. I think it would be something to take back to your regional SHIP for discussion. We can 
check with the state and get back to you. 
Answer: 
The clinical quality measures workgroup that started before we got clinics in participating with SHIP 
did their best to look at national measures. At the time, 2013 and 2014, when they looked at what was 
happening nationally and that is why they are working right now to become more in line with what is 
happening. That is why some of those measures are changing. I can talk to Burke Jensen who is the 
HIT manager for SHIP and have him respond to that through an email. 


