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The recording and presentations will be available on the 

GCACH website at www.gcach.org under “Resources” 

Please take the short survey after the meeting to let 

us know how we did! (Takes less than 1 min) 

Housekeeping…

http://www.gcach.org/


Today’s Agenda

Welcome & Introductions by Dr. Patrick Jones 9:00-9:05

Land Acknowledgement by Volunteer 9:05-9:10

Multi-Payer Primary Care Transformation Model (PCTM) by Mary Fliss, HCA 9:10-9:30

Greater Columbia Cares Model (GCCM) by Diane Halo, Sam Werdel and Martin 

Sanchez, GCACH
9:30-9:45

Healthier Washington Dashboard by Dr. Patrick Jones 9:45-10:00

Break (10 min) 10:00-10:10

Value Based Payments by J.D. Fischer, HCA 10:10-10:50

MCO Panel Presentations by Coordinate Care, Molina, and CHPW 10:50-11:20

Closing Discussion by Dr. Patrick Jones 11:20-11:30



Source: https://www.washingtontribes.org/the-tribes-of-washington/

We should take a moment to 

acknowledge that the land on which 

we live, work, and play contain the 

archeological resources and tangible 

evidence of indigenous peoples.

It is the historic homelands of the 

Yakama, Wanapum, Nez Pierce, 

Colville, and Umatilla people who 

remain committed stewards of this 

land, cherishing it and protecting it 

as instructed by elders through 

generations.  We are honored and 

grateful to be here today on their 

traditional lands.  We give thanks to 

the legacy of the original people, 

their lives and their descendants.

Tribes of Washington State

Land Acknowledgement



Today’s Guest Speakers

Hana Hartman,

Senior Health Policy Analyst, 

Health Care Authority

Hana Hartman (she/her) is a Senior 

Health Policy Analyst for the Health 

Care Authority. She received her 

Master of Public Health with a focus in 

policy from the University of 

Washington in 2021. In her role at 

HCA, she focuses on value-based 

purchasing, Medicaid transformation, 

and health equity across the state.

Mary Fliss, MHA, CHE, PMP

Deputy, Clinical Strategy and Operations

Health Care Authority

J.D. Fischer, 

Value-based Purchasing Manager 

Health Care Authority

JD supports the design, tracking, and 

coordination of HCA’s purchasing 

strategies across state-financed health 

care programs. He earned his MPH 

from the University of Washington 

School of Public Health. While at HCA, 

JD has led the development of a cross-

program, “One-HCA” value-based 

purchasing strategy, and continues to 

coordinate HCA’s annual Paying for 

Value Surveys and VBP Roadmap. 

Mary works to assure the strategy, systems 

and infrastructure are in place to achieve the 

Division of Clinical Quality and Care 

Transformation’s (CQCT) purpose. Mary 

holds a Master of Healthcare Administration 

degree from the University of Minnesota 

where she interned at St. Mary’s Hospital 

Trust, London. She received a Bachelor of 

Science degree from Santa Clara University.  



Today’s Guest Speakers

Heidi Nelson

Director of Provider Contracts

Molina Healthcare of 

Washington

Heidi manages Molina’s physical 

health provider network, including 

launching and developing their 

statewide physical health Value Based 

Care strategy and provider 

relationships. Before joining Molina’s 

contracting team, Heidi spent 25 

years at Group Health Cooperative 

(now Kaiser WA) leading the western 

WA contracting team.

Kat Ferguson Mahan Latet

Director, Health System Innovation

Community Health Plan of 

Washington

Kat works to ensure the plan is on the leading 

edge of health systems innovation and 

transformation, working to embed equity in 

the work we do. Kat leads CHPW’s 

engagement and participation in major state-

based reform efforts and manages system 

level efforts to address the social 

determinants of health, innovative financing 

approaches including value-based payment 

strategy and design and innovative 

community-based programs. 

Emily Rose 

Director, Contracting & Network 

Development

Coordinated Care

Emily Rose is the Director of Provider 

Contracting and Network Development at 

Coordinated Care of Washington. Ms. 

Rose has over 20 years of experience in 

provider contracting and provider 

relations in Washington state with both 

MCO and commercial payors. 



Multi-Payer Primary Care 
Transformation Model (PCTM)

by Mary Fliss



• The PCTM will support the quadruple aim: 
• Promote and incentivize integrated, whole-person and team-based 

care. This includes primary physical and behavioral health care 
services for acute, chronic, and preventive needs. 

• Improve primary care provider capacity and access. 

• Increase investment in a transformed primary care system while 
better managing total cost of care over time. 

• Align payment incentives as well as quality metrics across payers 
and providers. 

• Work with interested public and private employers to spread and 
scale the model throughout Washington State. 

WA Multi-Payer Primary Care 
Transformation Model (PCTM)
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WA Multi-payer Primary Care Model 
Key Components
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Primary care includes a comprehensive array of appropriate, 
evidence-informed services; this array of services is coordinated 
by the accountable primary care provider but may exist in 
multiple care settings or be delivered in a variety of modes.

#1. Primary care as integrated whole-person care.

Key Components of PCTM
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Providers assign patients to high-functioning care teams, led by 
an accountable provider based on patient, caregiver, and family 
goals and level of need, including chronic disease management, 
behavioral health, oral health, and social support needs.

#2. High-functioning teams provide care with a shared and inclusive 
understanding of the continuum of coordination.

Key Components of PCTM (cont’d)
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Key Components of PCTM
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Potential Roles of Partners in Continuum of Patient-centered Care Coordination



Health plans will align payment approaches, which will be tied to 
measurable value metrics and may include a combination of 
transformation of care fees, comprehensive payments, and 
performance-based incentive payments.

#3. Aligned payment and incentives across payers.

Key Components of PCTM
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Washington’s Office of Financial Management released a first 
analysis of annual primary care medical expenditures in 
December 2019 at the direction of the Legislature. Additionally, 
HCA has required Medicaid MCO and ERB payers to measure and 
report primary care spend since 2020, with the intent that all 
payers in Washington over time will track and be held 
accountable for a minimum spend on primary care.

#4. Improved financing for primary care.

Key Components of PCTM
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Patients have access to meaningful engagement from high-
functioning care teams to coordinate and provide both physical 
and behavioral health care using a range of modalities including 
telehealth and other non-traditional person-to-person modalities. 
Translation services are available for languages common among 
the patient population.

#5. Improved provider capacity and access.

Key Components of PCTM
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Payers work together to aggregate cost and utilization data and deliver 
to providers in a manner that is interoperable with EHR systems. 

Providers use data to analyze and identify whole person needs at a 
population level and individual level to enhance quality and evaluate 
effectiveness of primary care delivered.

#6. Application of actionable analytics (clinical, financial, and social 
supports).

Key Components of PCTM
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Payers agree to use a core set of outcome measures of increased 
quality of care, improved health for patients, and reduced cost, 
and process measures that reflect progress toward those care 
transformation goals.

#7. Aligned measurement of “value” from the model.

Key Components of PCTM
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Core Measure Set
1. Child and Adolescent Well-Care Visit

2. Childhood Immunization Status (Combo 10) 

3. Breast Cancer Screening 

4. Cervical Cancer Screening 

5. Colorectal Cancer Screening (COL) 

6. Depression Screening and Follow up for Adolescents and Adults             

7. Controlling High Blood Pressure  

8. Asthma Medication Ratio  

9. Comprehensive Diabetes Care: Hemoglobin A1c (HbA1c) Poor Control (>9.0%) (CDCÑ) 

10. Antidepressant Medication Management  

11. Follow-up after ED visit for Alcohol and Other Drug Abuse of Dependence

12. Ambulatory Care - Emergency Department (ED) Visits per 1,000 (AMB) (Medicaid only in 
HEDIS, but will adapt for use across populations)
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WA Multi-payer Primary Care Model 
Key Implementation Elements
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Greater Columbia Cares 
Model (GCCM)

by Diane Halo, Sam Werdel and Martin Sanchez



Evolution of the GCCM Model

Under the Delivery System Reform Incentive Payment (DSRIP) 
program, Washington State, Accountable Communities of Health, 
and Medicaid managed care organizations are all accountable 
for demonstrating improvement toward and attainment of 

transformation targets.

• 4 project areas

• Practice Transformation Director and Navigators

• Cohort 1

• Program Director 

• IMC – Cohort 2

• Cohort 3

21



Multi-Payer Primary Care 
Transformation Model (PCTM)

1. Whole Person Care

2. A Team for Every Patient

3. Risk Stratification

4. Behavioral Health Screening and 
Follow-up

5. Patient Support

6. Care Coordination Strategy

7. Expanded Access

8. Culturally Attuned Care

9. Health Literacy

10. Data Capacity

11. Measurement of Improvement

Greater Columbia Cares Model 
(GCCM)

1. Opportunities for those at Highest Risk , Medication Management

2. Empanelment, MCO Roster Reporting

3. Risk Stratification 

4. Bi-Directional Integration of Behavioral Health 

5. Self-Management Support, Patient Centered Interactions, Shared 
Decision 

6. Follow up Contact within One Week of ED Discharge, Follow up 
Contact within 72 Hours of In-Patient Discharge, Collective Medical, 
Secure Messaging, One Healthport, Care Compact/Agreement

7. Access and Continuity 24/7 

8. Assessments and PTIW

9. Assessments and PTIW

10. Infrastructure, Certified EMR system 

11. Clinical Quality Metrics

Crosswalk of PCTM and GCCM
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PCTM Key Implementation Elements
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Healthier Washington 
Dashboard

by Dr. Patrick Jones



Presentation to the Greater 

Columbia ACH Leadership 

Council on Selected Healthy 

Washington Measures

January 20, 2022



Goals & approach

• To provide the ACH with insights in two dimensions of measures tracked by WA HCA’s 

Healthier Washington (HW)

– See HW general dashboard here

– See HW dashboard on maternal & child health here

– See  HW dashboard on opioid use disorders here

• Use annual data for GCACH & for WA averages

– Allows view of progress over time

– Allows comparison to broader benchmark

– Data of other ACHs available on the dashboards

• Currently, data available from 2017–2020; 2017 serves as baseline

• Where possible, will present sub-measures by age & race/ethnicity

https://hca-tableau.watech.wa.gov/t/51/views/HealthierWashingtonDashboard/Measures?:isGuestRedirectFromVizportal=y&:embed=y
https://hca-tableau.watech.wa.gov/t/51/views/MaternalandChildHealth/Dashboard?:isGuestRedirectFromVizportal=y&:embed=y
https://hca-tableau.watech.wa.gov/t/51/views/OUDTreatment/Dashboard?:isGuestRedirectFromVizportal=y&:embed=y


All-cause emergency department visits

• Definition:  The rate of Medicaid beneficiaries with 

visits to an emergency department, including visits 

related to mental health and substance use disorder. 

Metric is expressed as a rate per 1,000 denominator 

member months (mm)

• Lower is better

• GCACH rate higher than WA’s, but its progress 

(reduction) has been faster

• 2020 range among ACHs:  30-46

• 2020 range among GCACH counties:  32-82
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All-cause emergency department visits – by 

race/ethnicity

• Two groups:  non-Hispanic white and all minorities

• 2020 data

• Lower is better

• Clearly, non-Hispanic white GCACH Medicaid 

population accessed area EDs at higher rates than 

same group in WA

• GCACH minority population accessed Eds at a more 

modest rate than non-Hispanic whites
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All-cause emergency department visits – by age

• 3 age groups

• 2020 data

• Lower is better

• Rate is expressed as share of the age category’s 

Medicaid population

• GCACH Medicaid recipients acessed area Eds at 

higher rates than for same age groups throughout 

WA

• Particularly large difference for 65+ recipients
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Mental health treatment penetration 

• Definition: The percentage of Medicaid beneficiaries, 

6 years of age and older, with a mental health service 

need identified within the past two years, who 

received at least one qualifying service during the 

measurement year.

• Higher is better

• Little increase in past 4 years in ACH &

shares are identical to WA

• 2020 range among ACHs:  51-58%

• 2020 range among GCACH counties:  49-60%
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Mental health treatment penetration by race & ethnicity

• Two groups:  non-Hispanic white and all minorities

• 2020 data

• Higher is better

• GCACH minority use of MH is < than for non-Hispanic 

whites

• GCACH non-Hispanic whites use of MH treatment > 

WA average 
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Mental health treatment penetration by age

• 3 age groups

• 2020 data

• Higher is better

• Rate is expressed as share of the age category’s 

Medicaid population

• Highest for youth; lowest for seniors

• Little difference to WA averages
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Comprehensive diabetes care:  

Hemoglobin A1c testing 

• Definition:  The percentage of Medicaid 

beneficiaries,18–75 years of age, with diabetes (type 1 

& type 2) who received a Hemoglobin A1c test during 

the measurement year 

• Higher is better

• GCACH’s experience much like WA’s

• Both have shown a decline in testing!

• 2020 range among ACHs:  77-86%

• 2020 range among GCACH counties:  73-94%
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Comprehensive Diabetes Care: Hemoglobin A1c Testing, 

by race/ethnicity

• Two groups:  non-Hispanic white and all minorities

• 2020 data

• Higher is better

• GCACH minority population tested a little less than 

non-Hispanic whites

• Little difference to WA averages
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Plan all-Cause Hospital Readmissions Rate 

• Definition:  The percentage of acute inpatient stays of 

Medicaid beneficiaries, 18 years of age and older, 

during the measurement year that were followed by 

an unplanned acute readmission for any diagnosis 

within 30 days of discharge.

• Lower is better

• GCACH’s rate is < WA average in all years but slight 

increase from 2017

• 2020 range among ACHs:  10-16%

• 2020 range among ACH counties:  0-14%
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Plan all-Cause Hospital Readmissions Rate, by 

race/ethnicity

• Two groups:  non-Hispanic white and all minorities

• 2020 data

• Lower is better

• GCACH “outperformance” to WA visible in both 

groups

• Readmissions rate in 2020 was slightly lower for 

minority population than non-Hispanic whites 
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Summary of 4 measures

• GCACH performed as well as WA on 2 measures:  mental health treatment penetration & diabetes care

• GCACH outperformed WA on all-cause 30-day readmission rate

• GCACH’s rate of ED use was still higher than WA average in 2020 but showed faster progress from 2017 than WA 

average

• GCACH minority population, compared to non-Hispanic white population:
– Accessed EDs at a lower rate

– Sought/found mental health treatment at a lower rate

– Tested slightly less frequently for diabetes

– Was readmitted (within 30 days of discharge) at about the same rate

• Note:  none of these statements reflect any statistical significance tests



THANK YOU!

D. Patrick Jones, Ph.D.

Executive Director, Institute for Public Policy & Economic Analysis

dpjones@ewu.edu

www.ewu.edu/policyinstitute

mailto:dpjones@ewu.edu
http://www.ewu.edu/policyinstitute


Break 

10 minutes



Value Based Payments

by J.D. Fischer and Hana Hartman



2021 Paying for  
Value Survey  

Results
Washington State providers and

health plans report on their value-based  
purchasing experiences
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Background

42

HCA’s roles and our Value-based Purchasing (VBP) Roadmap



HCA: purchaser, convener, innovator

Medicaid (Apple Health)

2 million covered lives

Five managed care organizations (MCOs): Amerigroup, Community Health Plan of Washington,

Coordinated Care, Molina, and United Healthcare

Public Employees Benefits Board (PEBB) and School Employees Benefits Board (SEBB)

PEBB: 380,000 covered lives, including statewide and internationally  

SEBB: about 250,000 covered lives, beginning January 1, 2020

Innovation

Medicaid Transformation  

State Innovation Models (SIM)

Centers of Excellence for Total Joint Replacement and Spinal Fusion
$12 Billion

1 in 3 non-Medicare  

Washington residents
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HCA 2022-25
strategic plan

hca.wa.gov/about-hca/our-mission-vision-and-values
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HCA purchasing goals

By the end of 2021*:

90 percent of state-financed health care and 50 percent of commercial  
health care will be in VBP arrangements.

Tools to accelerate VBP and health care transformation:

• 2014 legislation directing HCA to implement VBP strategies

• SIM Round 2 grant, 2015-2019

• Medicaid Transformation Project, 2017-2021

*HCA will calculate 2021 VBP adoption in the fall of 2022

HCA is currently developing revised purchasing goals for 2022-2025
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Alignment with CMS Alternative  
Payment Models (APM) framework
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VBP Roadmap

HCA’s vision is to achieve a healthier Washington by:

Aligning all HCA programs according to a “One HCA” purchasing
philosophy.

Holding plan partners and delivery system networks accountable  
for quality and value.

Exercising significant oversight and quality assurance over  
contracting partners, and implementing corrective actions as  
necessary.

47



VBP Roadmap

2016: 20%  

VBP

2016 actual:
30% VBP

2017: 30%  

VBP

2018: 50%  

VBP

2018 actual:
54% VBP

2019:

75% VBP

2019 actual:
62% VBP

PEBB SEBBMEDICAID

2020:

85% VBP

2017 actual:
43% VBP

2021: 90%

VBP

2020 actual:
77% VBP
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HCA’s Paying for Value Survey

49

Tracking progress in calendar year 2020
and informing current and future strategy



Overview

Three surveys: MCO, commercial/Medicare health plan, and
provider

Purpose: track progress toward VBP goals in 2020

Issued to all Washington State health plans (including five
MCOs) and provider organizations

MCO and provider surveys add regional information and context

Intended to be completed by administrators

Provider survey through ServiceNow
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Tying survey data to accountability

The MCO and provider surveys generate data for a number of
accountability metrics relating to VBP attainment:

MCO Paying for Value survey:
Medicaid managed care capitation withhold

Determines the MCO’s earn-back of the VBP portion of the withhold

Medicaid Transformation Project
Determines the state’s earned Delivery System Reform Incentive Payment (DSRIP)
program funding from the amount of at-risk funds (statewide accountability)

Determines earned DSRIP VBP incentives for MCOs and Accountable  
Communities of Health (ACHs)

Provider Paying for Value survey:
Some ACHs provide incentives to organizations that complete the survey

51



Survey Response
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Payer survey  
respondents

Medicare and commercial
health plans:

Amerigroup*  

Community Health Plan

of Washington*

Coordinated Care*

Kaiser Permanente  
Northwest*

Kaiser Permanente
Washington*

Molina*  

Premera*  

Regence*

United Healthcare*

*Current HCA contractor

Medicaid MCOs:

Amerigroup  

Community Health

Plan of Washington

Coordinated Care  

Molina

United Healthcare
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Provider survey  
respondents

64 responses from providers in 31  
counties across Washington

Decreased response rate (from 170 in
2020 and 148 in 2019)

COVID burnout?

Survey fatigue?
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Provider
facility type
(provider survey)

n=61



Number of clinicians  
and size of patient  
panel (provider survey)

16
n=62

n=64



Greater Columbia

ACH  

22 (-10)

(Multiple regions
per respondent possible)

Counties without  
respondents:
• Adams
• Ferry
• Garfield
• Pacific
• Pend Oreille
• Skamania
• Wahkiakum
• Whitman

Provider service area by ACH
(provider survey)

Number of respondents

to 2021 survey

Change in  

respondents  

from 2020

n=58

Elevate Health

10 (-6)

Olympic Community  

of Health

22 (-5)

Cascade Pacific  

Action Alliance  

33 (-5)

Healthier Here

9 (-14)

North Sound  

ACH

38 (+11)

SWACH

4 (-17)

North  

Central ACH  

19 (-2)

Better Health

Together

7 (-33)

17



Participation in VBP
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$4,326,794,647

18% of all health plan

payments in WA

CATEGORY 1 – 2B: FEE-FOR-SERVICE - NO LINK TO  

QUALITY

1

Fee-for-service

2A

Foundational Payments for  

Infrastructure & Operation

2B

Pay-for-Reporting

20% 0% 0%

CATEGORY 3N & 4N – NO  

LINK TO QUALITY

CATEGORY 2C: FEE-FOR-

SERVICE - LINK TO  

QUALITY

3N
Risk-based  

payments NOT  

linked to quality

4N
Capitated  

payments NOT  

linked to quality

2C

Pay-for-Performance

0% 0% 16%

CATEGORY 4A – 4C: POPULATION-BASED PAYMENT

4A

Condition-specific  

population-based  

payment

4B

Comprehensive  

population-based  

payment

4C

Integrated finance and  

delivery systems

0.5% 6% 41%

CATEGORY 3A – 3B: APMs BUILT ON FFS ARCHITECTURE

3A

APMs with upside gainsharing

3B

APMs with upside gainsharing and  

downside risk

12% 4%

20%

59

16%

16%

48%

Medicare Advantage Payments  
in VBP by APM Category

▪ FFS; 2A/2B; 3N; 4N

▪ 2C

▪ 3A/3B

▪ 4A/4B/4C



Commercial Payments in VBP
by APM Category

$12,997,090,031

59% of all health plan

payments in WA

41%

13%

25%
21%

CATEGORY 1 – 2B: FEE-FOR-SERVICE - NO LINK TO  

QUALITY

1

Fee-for-service

2A

Foundational Payments for  

Infrastructure & Operation

2B

Pay-for-Reporting

40% 0% 0%

CATEGORY 4A – 4C: POPULATION-BASED PAYMENT

4A

Condition-specific  

population-based  

payment

4B

Comprehensive  

population-based  

payment

4C

Integrated finance and  

delivery systems

0% 0% 20%

CATEGORY 3N & 4N – NO  

LINK TO QUALITY

CATEGORY 2C: FEE-FOR-

SERVICE - LINK TO  

QUALITY

3N
Risk-based  

payments NOT  

linked to quality

4N
Capitated  

payments NOT  

linked to quality

2C

Pay-for-Performance

0% 0% 13%

CATEGORY 3A – 3B: APMs BUILT ON FFS ARCHITECTURE

3A

APMs with upside gainsharing

3B

APMs with upside gainsharing and

downside risk

8% 17%

60

▪ FFS; 2A/2B; 3N; 4N

▪ 2C

▪ 3A/3B

▪ 4A/4B/4C



Medicaid Payments in VBP
by APM Category

12%

19%

2%

CATEGORY 1 – 2B: FEE-FOR-SERVICE - NO LINK TO  

QUALITY

1

Fee-for-service

2A

Foundational Payments for  

Infrastructure & Operation

2B

Pay-for-Reporting

18% 0% 0%

CATEGORY 4A – 4C: POPULATION-BASED PAYMENT

4A

Condition-specific  

population-based  

payment

4B

Comprehensive  

population-based  

payment

4C

Integrated finance and  

delivery systems

0% 2% 0%

CATEGORY 3N & 4N – NO  

LINK TO QUALITY

CATEGORY 2C: FEE-FOR-

SERVICE - LINK TO  

QUALITY

3N
Risk-based  

payments NOT  

linked to quality

4N
Capitated  

payments NOT  

linked to quality

2C

Pay-for-Performance

0% 0% 12%

CATEGORY 3A – 3B: APMs BUILT ON FFS ARCHITECTURE

3A

APMs with upside gainsharing

3B

APMs with upside gainsharing and

downside risk

49% 19%

61

68%

▪ FFS; 2A/2B; 3N; 4N ▪ 3A/3B

▪ 2C ▪ 4A/4B/4C

$4,561,989,886

21% of all health plan  

payments in WA



Summary: Payments in VBP
by APM and Sector

22

n=9

Total payments = $4.3B
(18% of all health plan payments)

VBP = $3.4B
(80% of Medicare Advantage payments)

n=7

Total payments = $13B
(59% of all health plan payments)

VBP = $7.7B
(59% of all commercial payments)

n=6

Total payments = $4.6B
(21% of all health plan payments)

VBP = $3.7B
(82% of all MCO payments)

41%

13%

25%
21%

Commercial

20%
16%

16%

48%

Medicare Advantage

68%

2%

Medicaid

12%
19%

▪ FFS; 2A/2B; 3N; 4N

▪ 2C

▪ 3A/3B

▪ 4A/4B/4C

2020 Statewide VBP = 68%
2019 = 64%

2018 = 62%

2017 = 54%
2016 = 43%



MCO VBP by Accountable Community of Health
(payer survey)
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Elevate Health

87% (+8)

Olympic Community  

of Health

75% (-7)

Cascade Pacific

Action Alliance

79% (+12)

Healthier Here

85% (+5)

North Sound  

ACH

83% (+2)

SWACH

79% (+0)

Greater Columbia  

ACH
72% (+4)

North  

Central ACH  

83% (+2)

Better Health  

Together  

84% (+5)

2021 Survey VBP  

percentage

Change in VBP  

percentage from  

2020 survey

Percentages refer to the portion of  

MCO (Managed Care Organization)  

dollars in VBP arrangements.



Incentives (payer survey)
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3.34%

1.46%

3.20%

2.41%

0.76%

1.75%

0.00%

0.50%

1.00%

1.50%

2.00%

2.50%

3.00%

3.50%

4.00%

Medicare Commercial Medicaid

Total Possible Earned



Provider types in VBP contracts (excluding
hospitals) (payer survey)
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For each provider type, select the answer that best applies to how your organization

engaged with providers in VBP
"Many" = your organization engaged in VBP with a majority of this provider type  

"Select" = your organization engaged in VBP with a select group of this provider type  

"None" = your organization did not engage in VBP with this provider type

Many Select None

Behavioral health providers 1 4 5

Dentists 1 0 9

Home and community-based service providers 1 3 6

Long-term care facilities 1 1 8

Nurse-midwives 1 2 7

OBGYNs 2 1 7

Orthopedics 1 5 4

Primary care providers (i.e., physicians, advanced practice nurses, physician assistants) 9 1 0

Community Health Centers 3 4 2

Rural Health Centers and Critical Access Hospitals 1 4 4

Other specialists 1 4 2

n=9

*Green boxes highlight areas of consensus.



Experience with VBP
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Defining APM Success (payer survey)

Payers define and evaluate success in APMs differently.

Clinical quality ratings
(Medicare STARS, clinical process  

and outcome measures, HEDIS  

measures, patient safety)

Patient satisfaction
(Willingness of members to  

recommend the plan to others,  

member experience, member health  

improvement)

Financial outcomes
(Management of financial outliers,  

portion of possible provider  

rewards earned, reduced or  

maintained costs)
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Readiness for VBP (provider survey)

How would you describe your VBP readiness?
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Experience with VBP (provider survey)

Organizational Experience Clinician Experience

n=30 n=30
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Perceived role clarity of HCA, payers,
ACHs, and providers (provider survey)

n=44

70



Future participation in VBP (provider survey)

How do you expect your participation in VBP to change over the
next 12 months (in terms of total revenue from VBP contracts)?

n=49
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Barriers and Enablers
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Barriers and Enablers to VBP Adoption
for Payers

73

From highest to lowest impact:

Top 5 Enablers

Trusted partnerships and collaboration*

Aligned incentives/contract requirements*

Aligned quality measures/definitions*

Interoperable data systems*

Cost transparency

n=10

Top 5 Barriers

Lack of interoperable data systems*

Payment model uncertainty*

Attribution*

Disparate incentives/contract requirements*

Disparate quality measures/definitions

*consistent with 2020 survey



Compared to 2019, how were these barriers
in 2020? (payer survey)

Barriers:

- Lack of interoperable data systems

- Payment model uncertainty

- Disparate quality  
measures/definitions

- Disparate incentives/contract  
requirements

10%

65%

25%
Worse  

Same  

Better
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Barriers and Enablers to VBP Adoption
for Providers

n=26 n=48

Top 5 Enablers

Development of medical home culture with engaged  

providers (15)

Ability to understand and analyze payment models (15)

Access to comprehensive data on patient populations* (14)

Common clinical protocols and/or guidelines associated  

with training for providers (13)

Sufficient patient volume by payer to take on clinical risk  

(12)

Top 5 Barriers

Misaligned incentives and/or contract requirements* (24)

Lack of timely cost data to assist with financial management*  

(28)

Lack of access to comprehensive data on patient populations*  

(22)

Lack of interoperable data systems* (31)

Insufficient patient volume by payer to take on clinical risk*  

(20)

*consistent with 2020 survey



Compared to 2019, how were these barriers in
2020? (provider survey)

Barriers:

- Misaligned incentives and/or
contract requirements

- Lack of timely cost data to  
assist with financial  
management

- Lack of interoperable data  
systems
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Health Equity

77

Data, social determinants of health, and health-
related social needs
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Data Collection and Disaggregation
(payer survey)

# of health plans responding  

“Yes” to collecting the following  

data

# of health plans responding  

“Yes” to disaggregating  

performance by the following  

data

Race 9 7

Ethnicity 9 7

Language 9 3

Disability 5 2

Has your organization implemented any programs to  

address health disparities by race, ethnicity, or  

language?

# of health plans  

responding “Yes”

7

n=9



Data Collection and Disaggregation (payer
survey)

Payers emphasize that RELD (race/ethnicity/language/disability)  
data are difficult to capture.

Individuals may not identify with any of the OMB categories  
Reluctance to self-report data due to concerns or questions about why  
the information is being collected
Payers do not always have control over the information that is collected  
at enrollment (e.g. when someone enrolls through an employer,  
Medicare, the Health Benefit Exchange, etc)

Several plans are in the process of improving data collection  
methods.

Most disaggregation is at the plan level and is not shared with  
providers.
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Addressing Non-Medical Social Needs
(payer survey)

Most respondents articulated broad commitments to health
equity

Most plans provide referrals or connections to CBOs or government  
programs addressing non-medical social needs (NMSNs)

Several plans provide a limited list of direct services (such as meals or cell
phone minutes for patients who qualify)

Payment structures for providers that serve populations with high
NMSNs remain elusive

1plan risk-adjusts some APMs by population social needs

2plans tie financial incentives to NMSN metrics or outcomes in some APM  
contracts
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Barriers to Addressing NMSNs
(payer survey)

Data challenges

• Difficulty of reaching  

members for  

screening

• Lack of data-sharing  

about social  

determinants

• Lack of real-time  

data alignment  

across different parts  

of the system

Alignment  

challenges

• Duplication with  

community-based  

care coordination

• Difficulty of aligning  

interventions for  

long-term  

sustainability

Challenges of  

measuring  

effectiveness of  

non-medical  

interventions

Gaps in availability  

of needed services  
(example: affordable  

housing)

COVID-19

exacerbated  

problems and  

increased need
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Data-driven action on disparities
(provider survey)

A larger share of providers reported collecting RELD data on
this survey compared to previous years

The share of providers assessing performance by RELD also increased

The share of providers implementing programs to address  
disparities by RELD has increased from 42% on the 2019 survey  
to 51% on the 2021 survey.



Practice Transformation
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Behavioral and Physical Health Integration,  
Workforce, and Technical Support



Integration (provider survey)

Integration: reported level of SAMHSA’s Six Levels of
Collaboration/Integration

32 provider orgs intend to move to a higher level in the next year.
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Workforce (provider survey)

Is your organization  
participating in activities to  
prepare for integrated  
physical and behavioral  
health care, team-based  
care, and population  
management?

n= 59
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53

75

67

42

Value-based reimbursement  

Behavioral/physical health integration  

Practice transformation

HIT/HIE planning, implementation, and/or reporting

Technical assistance (provider survey)

n=113

What type of technical support has your organization received?

2020 2021

n=42
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46

25

17

Value-based reimbursement  

Behavioral/physical health integration  

Practice transformation

HIT/HIE planning, implementation, and/or reporting

Technical assistance (provider survey)

47

n=123

What type of technical support would be most helpful to your  
organization?

2021
2020

21

n=45



Other Topics
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Medicaid Transformation, COVID-19



Participation in Regional Transformation
(payer survey)

89

Regional transformation
The Medicaid Transformation Project aims to leverage regional collaborative approaches to drive  
whole-person health and improved health system performance on cost and quality. ACHs are  
foundational to regional health system transformation.

How are you engaging with regional health  

systems transformation efforts in  

collaboration with ACHs?

ACH governance (e.g., Board of Directors) 6

ACH committee membership 7

ACH workgroup 7

Attend ACH meetings 8

n=9



Greater Columbia  

ACH

7 (-22)

Providers Working with ACHs

Respondents  
working directly  
with ACHs
(People involved in ACH  
project plans, governance  
structure, or regular meetings.)

(Multiple regions per  
respondent possible.)

50

n=57

Change in  

respondents  

from 2020  

survey

Number of  

respondents in  

2021 survey

Elevate Health

5 (-2)

Olympic Community

of Health

15 (-3)

Cascade Pacific

Action Alliance

6 (-17)

Healthier Here

8 (-9)

North Sound  

ACH

15 (-6)

SWACH

5 (-13)

North Central  

ACH

17 (-3)

Better Health  

Together

4 (-23)



Impact of COVID-19 on VBP
(provider survey)

Has the COVID-19 pandemic affected your practice’s ability or
capacity in the following ways?

41

87

53

14

n=98

Reduced willingness or ability to take on additional risk and/or VBP contracts  

Challenges to the sustainability of normal business operations

Negative impacts on quality measure reporting and/or performance  

Other

2020 2021
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Impact of COVID-19 on VBP
(provider survey)

From your perspective, how should payers, purchasers, and providers  
adjust their VBP strategies in light of the COVID-19 pandemic?

n=42
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Summary & Takeaways
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Revisiting HCA’s purchasing goals…

By the end of 2021:

90 percent of state-financed health care and 50  
percent of commercial health care will be in VBP  
arrangements.

As of 2020, 82% of Medicaid, 59% of commercial, and 80% of  
Medicare Advantage health care are in VBP arrangements.

Total: 77% of state-financed health care

This indicates we are making significant progress toward VBP  
goals.
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Summary of findings

Health plans’ VBP adoption increased from previous year.

Providers’ organizational and clinician experience with VBP has been

generally neutral or positive.

Providers generally plan to maintain or increase VBP participation and  

desire technical support across domains, especially health equity.

Health plans and providers are facing the same top barriers, respectively,  

year to year.
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Alignment is
critical

Cross-system alignment and interoperability are

key to VBP success.

For both providers and payers, these factors are

enablers when present and barriers when absent:

Aligned  

incentives/contract  

requirements

Aligned quality  

measures/definitions

Interoperable data

systems / access to

comprehensive data

on patient populations
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COVID-19
complicates
VBP

The COVID-19 pandemic both increased interest in  

VBP, and created barriers to expanding VBP

• Providers in FFS arrangements suffered during the pandemic  

because of the decrease in overall health care utilization, making  

VBP more appealing

• Yet, providers and payers have reduced capacity to invest in the  

transformation to VBP while the pandemic continues.

Providers may be less likely to choose VBP  

arrangements with downside risk during the  

pandemic.

Minimizing the amount of effort and resources  

needed to engage in VBP arrangements will  

enable greater VBP expansion.
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Addressing  
inequity  
through VBP  
is in its early  
stages.

Stakeholders at every level are working to address inequity.

• More payers and providers are collecting and disaggregating  

race, ethnicity, language, and disability data than previously.

• Payers and providers generally report wanting to do more to

reduce health disparities among patients/consumers.

There are still significant challenges to overcome before VBP  

can be fully leveraged to support health equity

• Data issues, silos, lack of role clarity

Coordination among payers, providers, and purchasers is  

necessary for VBP to reach its potential as a health equity tool.
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To facilitate further progress…

Improve timeliness and comprehensiveness of data shared with providers  

(multi-payer)

Improve role clarity

Align quality measures and incentives

Foster collaborative and trusting relationships  

Invest in interoperability

Support providers with health information technology (HIT)/health  

information exchange (HIE) and VBP technical support

Support small to medium-sized providers and invest in improving provider  

experience

Develop a more cohesive strategy to leverage VBP to improve health equity
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Contact information

Mich’l Needham

Chief Policy Officer

mich’l.needham@hca.wa.gov

J.D. Fischer

Value-Based Purchasing Manager  

jd.fischer@hca.wa.gov

Hana Hartman

Senior Health Policy Analyst  

hana.hartman@hca.wa.gov
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MCO Panel Presentations

by Coordinate Care, Molina, and CHPW



Closing Discussion

Dr. Patrick Jones



Please take our survey…

…the link is in the chat box ☺

Thank you!
Join us for our next Leadership Council

Thursday, February 17th

Please take our survey…

…the link is in the chat box ☺

www.gcach.org


