
Jefferson County Public Hospital District No.2 
Board of Commissioners, Regular Session Minutes 

Wednesday, August 16, 2017 
Victor J. Dirksen Conference Room 

Call to Order: 
The meeting was called to order at 3:30pm by Commissioner Buhler.  Present were 
Commissioners Buhler, Dressler, De Leo, Kolff, and Ready. Also present were Mike 
Glenn, Chief Executive Officer, Hilary Whittington, Chief Administrative Officer/Chief 
Financial Officer, Brandie Manuel, Chief Patient Care Officer, Lisa Holt, Chief Ancillary 
and Specialty Services Officer, Jenn Wharton, Chief Ambulatory and Medical Group 
Officer, Caitlin Harrison, Chief Human Resources Officer, Jackie Mossakowki, 
Executive Director, Nursing Services, Joe Mattern, MD, Chief Medical Officer, Kent 
Smith, DO, Medical Staff Director, and Alyssa Rodrigues, Administrative Assistant. This 
meeting was officially audio recorded by Jefferson Healthcare.  

Approve Agenda:  
Commissioner Kolff made a motion to approve the agenda. Commissioner Dressler 
seconded. 
Action: Motion passed unanimously. 

Employee and Team of the Quarter:  
Mike Glenn, CEO and Caitlin Harrison, CHRO introduced Employee of the Quarter, 
Mike Shaw and Team of the Quarter, Rehab Department.  

Patient Story: 
Brandie Manuel, Chief Patient Care Officer, explained some of the work that has 
happened at Jefferson Healthcare to improve access to primary Care and transitions of 
care since 2015 and shared a positive patient outcome form the work that has derived 
from the improved processes. 

Minutes: 
 August 2 Regular Session minutes

Commissioner Dressler made a motion to approve the August 2 Regular Session 
Minutes. Commissioner Ready seconded.  
Action: Motion passed unanimously. 

Required Approvals:  
 July Warrants and Adjustments
 Resolution 2017-35 Cancel Warrants

Commissioner Dressler made a motion to approve July Warrants and Adjustment and 
Resolution 2017-35 Cancel Warrants as presented. Commissioner Kolff seconded the 
motion. 
Action: Motion passed unanimously.  



Public Comment:  
No public comment was made. 

JeffCo Aquatic Coalition: Jean Baldwin and Janis Fisler, JeffCo Aquatic Coalition 
Board Members presented a thank you from the Second Sunday Adult Swims and 
explained what they do and the increase of participation that they have seen at the pool. 
Jean Baldwin explained the health benefits of swimming and shared a story of a 
swimmer that goes to the pool.  

Discussion ensued.  

Get with the Guidelines, Stroke Gold Plus Quality Achievement Award:  
Elizabeth Peterson, American Heart Association, Regional Director, Quality and 
Systems Improvement presented the American Heart Association, American Stroke 
Association, Get with the Guidelines, Stroke Gold Plus Award, and described what the 
achievement means.  

Jefferson County Proposition 1: Creating the Home Opportunity Fund 
Presentation to the Jefferson County Public Hospital District No. 2 Board of 
Commissioners: No Action Requested 
Bruce Cowan and Deborah Pederson, Citizens Committee, presented, explained, and 
asked for the support of the Jefferson County Public Hospital District #2 Commissioners 
for the Jefferson County Proposition 1: Creating the Home Opportunity Fund through 
passing Resolution 2017-36.  

Discussion ensued.  

Public comment:  
 Public comment was made.  

Financial Report: Hilary Whittington, Chief Administrative Officer /Chief Financial 
Officer, presented the July financial report and Charge Comparison Review.  

Discussion ensued. 

Administrator’s Report: Mike Glenn, Chief Executive Officer, gave his administrator’s 
report regarding a Behavioral Health Update. 

Discussion ensued. 

Lisa Holt, Chief Ancillary and Specialty Services Officer gave a presentation on the Anti-
Coagulation Services Update.  

Discussion ensued. 

Lisa Holt, Chief Ancillary and Specialty Services Officer announced that Jefferson 
Healthcare received a three year accreditation with commendation and earned the 
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highest level of commendation that they can give in the first year of accreditation.    She 
read aloud a few comments from the email received from the Commission on Cancer.  

Chief Medical Officer Report: Joe Mattern, MD, Chief Medical Officer gave an update 
on the Accountable Care Organization Update.  

Discussion ensued. 

Board Reports: 
Commissioner Kolff read aloud an email that Mark Secord sent to Citizens for 
Healthcare Access Group regarding Delta Dentals network bylaws and the importance 
of voting no on the bylaw changes that eliminates all funding for Delta Dentals Arcora 
Foundation. Commissioner Kolff mentioned this foundation does good work for 
supporting access to dental care and improving oral health statewide. There is a call for 
the public to contact your dentist and spread the message “Please vote no on the 
proposed changes to Delta Dentals bylaws by submitting your proxy by August 25, 
preserve the important charitable work that Deltas foundation does to improve oral 
healthcare.” 

Discussion ensued. 

Commissioner Buhler distributed the July 20, 2017 Jefferson County Board of Health 
Minutes. 

Conclude: 
Commissioner Dressler made a motion to conclude the meeting.  Commissioner Kolff 
seconded the motion. 
Action: Motion passed unanimously.   

Meeting concluded at 6:41pm.  

Approved by the Commission: 

President of Commission: Jill Buhler _______________________________________ 

Secretary of Commission: Marie Dressler ___________________________________ 

3



9/7/2017

1

Finance Report
July 2017

Presented to the Board of Commissioners

August 16, 2017

Overview of July
• July’s performance
• Monthly Service Line Highlight: Pharmacy
• Cash management

August preview

Knowledge Sharing: Budget Process

Charge comparison review: Process

Finance Report: Agenda
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OVERVIEW OF JULY

Generally a budget-neutral 
month for standard operations

Received meaningful use 
revenue of $136k

We continue to close the gap for 
year to date budgeted change in 
net position

JULY CENSUS
AVERAGE DAILY CENSUS = 14.26
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AUGUST CENSUS
AVERAGE DAILY CENSUS = 15.62
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OPERATING STATISTICS
JULY 2017

OPERATING STATISTICS
JULY 2017
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JULY
REVENUES AND ADJUSTMENTS

JULY
EXPENSES, NONOPERATING ACTIVITIES,
AND CHANGE IN NET POSITION
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FINANCIAL SNAPSHOT
JULY, MONTH AND YEAR TO DATE
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July’s Monthly Service Line Highlight

Increase 
Chemotherapy 
patient volume

• 11.7 % increase in 2017 from 2016

Increase types 
of drugs for 

Chemotherapy
• From just Opdivo to Opdivo, Yervoy, & Keytruda

Increase 
Revenue • Revenue: Revenue

Jul‐17 Actual 1,992,075.00        

Jul‐17 Budget 1,925,301.00        

Jul‐16 Actual 1,585,825.00        
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2016 2017

JULY
ADJUSTED PATIENT DAYS
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DAYS OF CASH
TOTAL CASH / AVERAGE EXPENDITURES PER DAY
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2017 BOARD BUDGET

Department

Department 

Description Rev/Exp Account Account Description July

July 

Budget Variance  YTD Actual

YTD 

Budget

YTD 

Variance 

8612 BOARD Exp 600010 MANAGEMENT & SUPERVISION WAGES 5,940.00     4,647.00     1,293.00            32,845.00  31,783.00  1,062.00       

602300 CONSULT  MNGMT FEE ‐               ‐               ‐                       ‐               ‐               ‐                 

602500 AUDIT FEES ‐               2,973.00     (2,973.00)           30,982.00  20,329.00  10,653.00     

604200 CATERING 65.00           99.00           (34.00)                 1,108.00     676.00        432.00           

604500 OFFICE SUPPLIES ‐               ‐               ‐                       128.00        ‐               128.00           

604800 MINOR EQUIPMENT ‐               ‐               ‐                       ‐               ‐               ‐                 

604850 COMPUTER EQUIPMENT ‐               ‐               ‐                       ‐               ‐               ‐                 

604900 OTHER NON‐MEDICAL SUPPLIES ‐               ‐               ‐                       3.00             ‐               3.00               

606500 OTHER PURCHASED SERVICES ‐               849.00        (849.00)              930.00        5,808.00     (4,878.00)     

608100 LEASES/RENTALS‐BUILDINGS ‐               ‐               ‐                       ‐               ‐               ‐                 

608200 LEASES/RENTALS ‐ EQUIPMENT ‐               ‐               ‐                       74.00           ‐               74.00             

609200 LICENSE LICENSES AND TAXES ‐               ‐               ‐                       ‐               ‐               ‐                 

609400 TRAVEL/MEETINGS/TRAINING 4,912.00     1,699.00     3,213.00            7,717.00     11,616.00  (3,899.00)     

609900 MISC OTHER EXP ‐               ‐               ‐                       ‐               ‐               ‐                 

BOARD Total 10,917.00  10,267.00  650.00                73,787.00  70,212.00  3,575.00       

Grand Total 10,917.00  10,267.00  650.00                73,787.00  70,212.00  3,575.00       

AUGUST 
PREVIEW

 $17,690,000 in HB charges 
 Average: $571,000/day (HB only)
 Budget: $560,500/day

 $8,020,000 in HB cash collections
 Average: $233,000/day (HB only)
 Goal: $255,000/day

REVENUES
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Knowledge sharing: The Budget Process

Week Task

Week of July 24-28 Finance distributes budget packets to leaders via email
Leader meetings about budget workbooks

Between packet delivery and budget meeting Director/SLG members work together to create a draft budget

August 7-Sept 22: Budget meetings with directors & supervisors

September 15: Capital and project packets due to Elaina Harland, including competitive quotes

September 18- Sept 29: The Equipment Acquisition Team will review all requests and invite leaders to explain the items 
requested

September 25: Finance will begin compiling all information into a facility-wide budget. We will be 
communicating with each department as we see department budgets or expense/revenue line 
items that need to be reviewed in more detail/adjusted.

October 3: Capital assets & projects rodeo 

Week of October 9: Finance will review the budget with SLG and communicate with leaders about any suggested 
changes

Week of October 16: SLG finalizes operating and capital budget

October 26: Present budget to the board as a “budget workshop” – special meeting

November 15: Operating and capital budgets presented at the regularly scheduled board meeting

Early December: Operating and capital budget packets delivered to leaders

Knowledge Sharing : Budget process… What’s new?

-all electronic budget packets

-leader training sessions

-in-depth budget meeting with the 
board (special meeting) in late October

-budget hearing at 3rd November 
meeting (typically 1st) 

15



9/7/2017

13

Charge comparison review.

Contracted with Independent 
Healthcare Consultants (Mark Hollan) 
from North Dakota to review our 
pricing and charges. 

The feedback (line by line pricing 
review) shows just how complex 
pricing is, state (and nation) wide. 

Understanding the environment.

The results are all over the board.

And it is clear that other hospitals 
struggle to anchor to market based 
pricing as much as we do (which 
means the market is always moving.)  

Areas of focus:
-Seattle market
-Harrison
-Olympic
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Generally, we are on the higher 
end of rural hospital charges, 
though our wages are higher 
than almost all rural WA 
hospitals. Seattle is higher too. 
Harrison is much higher. 

The population of hospitals to 
compare ourselves to on the 
specialty clinic side since is 
limited as our service lines are 
wider than most rural hospitals. 

Rural hospitals

Charges are generally higher 
than both the rural WA 
charges and the Seattle area 
charges.

We are generally priced below 
Harrison, with a few 
exceptions. 

Harrison Medical Center
JH pricing is more in line with 
the Seattle market.

Seattle prices are aggressive 
for outpatient services and 
higher for inpatient and less-
elective procedures. 

Seattle Area

6,793 lines of pricing, in summary:

OMC traditionally has low prices, 
though we are still in the analysis 
phase to understand how our 
prices compare, line by line.  
Their rate increases have 
fluctuated in the last few years. 

Olympic Medical Center

Current Charges as a % of 50th Percentile 

Rural Washington Charges

Current Charges as a % of 50th Percentile 

Seattle Area Charges

Current Charges as a % of Harrison 

Medical Center Charges

Laboratory  110% 125% 87%

Blood Bank 106% 122% 95%

EKG  96% 83% 56%

MRI  117% 134% 168%

CT Scan 123% 129% 97%

Radiology  131% 123% 113%

Echo  107% 83% 46%

Ultrasound  129% 129% 192%

Mammography  88% 78% 79%

Nuclear Medicine 132% 102% 178%

Respiratory Therapy 145% 123% 107%

Pulmonary Rehab 110% 126% 110%

Physical Therapy 100% 84% 71%

Occupational Therapy 116% 98% 116%

Speech Therapy 99% 80% 66%

Emergency Room (Visits) 144% 85% 61%

Emergency Room (Other) 118% 89% 71%

Sleep Study 59% 59% 34%

Cardiac Rehab 83% 62% 91%

Diabetic Education 139% 91% 87%

Other Outpatient Services 185% 125% 108%

Green 30                                                                                6 of which are in rural Washington 

Red 33                                                                                15 of which are in rural Washington

Assumption that Seattle prices have increased 3% from 2016 ‐ this is lower than average.

How we measure up.
(OMC’s comparison is still in the works) 
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It’s a lot. 
What happens now?

Rebalancing pricing is going to be an 
art.  We will know more when we see 
the analysis. 

Rinse and repeat.

Analyzing the data, line by line, will 
take a couple of weeks.   We are 
working to convert OMC’s pricing from 
2 years ago into current rates.

Hide in a room and crunch numbers.

Considering where we want to be 
closer to Seattle, Harrison, OMC or rural 
WA.

Review the strategy.

38

Rebalancing pricing is going to be an 
art.  We will know more when the 
analysis is complete.

Develop an implementation plan.

Thank you.

Any questions or comments?

Funded depreciation is great.
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Discovery Behavioral Healthcare and 
Jefferson Healthcare Affiliation: 

Update 

August 16, 2017

After five months of review and due diligence by staff from 
Discovery Behavioral Healthcare and Jefferson Healthcare, we 
have identified and reached consensus on a framework of an 
agreement. 

The agreement framework will allow for integration of both 
clinical and administrative functions and continue to expand 
and ultimately improve the quality, scope and scale of 
behavioral health services in our community. 
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Behavioral Health Affiliation Timeline 

Q4 2016: 
Pre‐affiliation feasibility 
evaluation by consultant. 

February 2017:  
Board approves affiliation 
between JHC and DBH. 

March  – July
Phase 1 of Affiliation: 
Determine feasibility. 

September 
Present final structure 

and affiliation 
agreement for review 

by both Boards

August 2017 
Update Board on status of 

discussion. 

Barriers to Full Acquisition

• Lack of a working example in Washington State.  When it 
comes to rural hospital/behavioral health affiliation, we 
are creating the model. 

Cutting Edge Syndrome 

• There continues to be administrative and financial 
uncertainty at the federal, state, and local levels. Uncertainty in 

• You cannot achieve full integration without a functional  
EMR.  There are no EMRs that fully integrate behavior 
and physical health. 

Lack of supportive tools 

• Behavioral health services are not a CAH eligible service.

• Physical health services are not a BHO eligible service.Financial disincentives 

Washington, D.C. 
Olympia, WA 
Bremerton, WA
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Dedication to continued 
integration 
What are we doing now, and how will we expand upon this model? 

Staffing

Shared psychiatrist position between Jefferson Healthcare and Discovery Behavioral 
Healthcare (Dr. Sue Ehrlich). 

Shared psychiatric ARNP with substance use expertise (Alethea Fournier).

Contracted with InSight, a national telepsych provider, to provide 24/7 psychiatric 
consultation and medical management. 

Primary Care 
Clinics

Integration of LCSWs into our rural health clinics. 

Social workers provide individual therapy and are engaged in case conferences with 
primary care providers. 

Inpatient and 
Emergency 
Department 

Emergency department safe rooms designed in the ED upgrade. 

Inpatient psychiatric bed developed that meets all requirements for psych inpatient. 

EMR Extended electronic medical record access to key Discovery Behavioral Healthcare staff to 
improve inter‐agency communication.

Working with partners to understand the behavioral health module that Epic is 
developing. 
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Goals for integration: 
Community‐Level Service Line for Behavioral Health Care 

• Align administrative structures to integrate strategies across 
organizations. 

• Add new clinical resources in both primary care and the 
behavioral healthcare clinics. 

• Introduce chemical dependency services in Jefferson 
Healthcare clinics.

• Improve health outcomes with better population health 
management tools. 

• Position for changes in the external environment.

Discussion 
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ANTI-COAGULATION
THE PATH TO POINT OF CARE

THE PATH TO POINT OF CARE

• Last October we discontinued our point of 

care/finger stick blood draw option.  

• This decision was made out of an abundance of 

caution when we became aware of potential 

reliability concerns related to the existing finger stick 

machines.  

• After careful and thoughtful consideration from 

medical staff leadership and input from ACS 

patients, we have developed a newly revised system.
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PATH TO POINT OF CARE (POC)

September: Began 
conversation with 
vendors to update 

equipment

December: POC 
Coordinator 

position posted for 
Lab

February: 
University of 
Washington 

Medical Center 
site visit. 

Hired Eric Carr, 
POC Coordinator

March: Site visit to 
Virginia Mason 
Medical Center

April-July: ACS 
Task Force 

continues prep for 
reintroduction of 

POC.

Purchased POC 
equipment

Site visit to Mason 
General ACS 

program

August: Validation 
of POC 

equipment, focus 
group with 

patients and 
streamline 

workflows for 
POC launch

Implement new 
POC system 

WHAT’S NEXT?

• Communicating changes through ACS patient letter and meetings in the 

community (dates and locations to be finalized this week)

• Beginning validation of the instruments during some patient’s regularly 

scheduled/planned ACS lab draws week of 8/21

• Introduce POC testing for appropriate patients in mid-September (as 

determined by manufacturer specifications and evidence based practice)
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ACS QUALITY:  CONTINUOUS PROCESS 
IMPROVEMENT

• Monitor quality
• Monitor turnaround times
• Assess feedback from 

patients, staff, and providers

• Reimplementation of POC for 
qualified patients

• Review and Revise based on 
quality inputs

• Use patient, staff and 
provider feedback to enhace
patient centered ACS service 

• Purchase new POC instruments
• Implement new process
• Notify patients, staff and 

providers

• Research Best Practices
• Meet with stakeholders
• Conduct Failure, Mode & 

Effect Analysis (FMEA)

PlanPlan DoDo

CheckCheckActAct

Medicare Shared 
Savings ProgramACO Update

RockyMountainACO.comJune 2017
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Value-Based is Here to Stay

Providers anticipate 
approximately 70% of their 
revenue will come from 
payments tied to quality or 
value within 5 years. 

Healthcare CEOs and CFOs in 
the US expect half of 
payments to be value‐based 
by 2019. 

79% of healthcare investors 
say the majority of payments 
will be value‐based by 2020. 

Projected Source of Revenue

Source: © The Advisory Board Company, “Results from the 2013 Accountable 
Payment Survey.”  All rights reserved. 

Better Health Better Care Lower Costs Engaged Providers

Learn Best 
Practices

Build Common 
Infrastructure

Enhance 
Value 

Performance

Community Care Alliance
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Better Health Better Care Lower Costs Engaged Providers

3‐year Agreement Term: 
1/1/2016 – 12/31/2018

258 Physicians
9 Hospitals

28 Care Coordinators
18,900 Beneficiaries

Value-Based Models

Source: HFMA, 2013 http://valencehealth.com/uploads/files/HFMA_Event_Understanding_the_Spectrum_of_Value‐Based_Healthcare_Options_july24_2013.pdf

Quality Based 
Performance 
Programs

P4P, 
PCMH

Bundled 
Payments

Shared 
Savings

Shared 
Risk

Capitation 
Full Risk

Provider 
Sponsored 
Health Plans

High 
Performance 
Contracting

Financial Opportunity & Incentive Alignment

We chose a 
Medicare Shared 
Savings Program 
Track 1 ACO ‐ no 
downside risk
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MSSP ACO

Care Management

Claims & Quality 
Data Integration

Population Health 
Management

Interoperability

Analytics

ACO

Group of doctors, hospitals, clinics, and other healthcare providers, who come 
together voluntarily to give coordinated high-quality care to a population of patients.

Better Health Better Care Lower Costs Engaged Providers

MSSP ACOs By the Numbers

Limited performance results

438 ACOs currently enrolled in MSSP
Only 9% are at‐risk (Tracks 2 and 3)

9million attributed beneficiaries
About 16% of all Medicare beneficiaries

12% of ACOs are located in rural areas
40% of all ACOs include a CAH, RHC, and/or RHC

42% of 2012‐starters earned shared savings in 2015

21% of 2015‐starters earned shared savings in 2015
Nearly all improved performance on quality measures
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MSSP ACO Assigned Beneficiary Population by 
ACO by County
(counties with > 1% of an ACO’s assigned beneficiaries)

Source: CMS, 2017

Better Health Better Care Lower Costs Engaged Providers

ACO Objectives - Year 1
Year 1 Objectives Measures

All participants are able to 

report quality measures

 Successful GPRO report in early 2017

 Progressively improved internal quarterly reports

All participants are actively 

engaged in care 

coordination (CC) activities

 All participants have an identified and trained care 

coordinator in place

 All practices are able to identify high‐risk patients

 All practices have access to claims data analytics

Every practice is engaged 

in quality improvement 

and quality assurance 

work

 All participants are performing annual wellness visits

 All participant have access to toolkits for CCM, TCM, ACP, 

CQM reporting, and annual wellness visits

All participants have an 

active and engaged 

provider staff

 All participants have a provider champion who is active and 

engaged, familiar with claims data analytics tool, and able to 

utilize data in their work

 Organized provider driven clinical committees (CIC and MLC)
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 ACO GPRO Submission & Preliminary Performance Report
 Virtual Care Coordinator Training – Cohort 2
 Monthly Care Coordinator Networking Call
 Present & Approve Data Analytics Workplan
 Present Regional & Practice‐level Data to ACO Communities
 eCW Analytics Trainings (All Participants)

 eCW/EMR Interfaces Established
 2017 GPRO Reporting Prep
 Preliminary Quality Performance – GPRO/CAHPs
 Motivational Interviewing & Shared Decision‐making Training
 Monthly CC Networking Call
 Practice/Provider‐level Performance Reports
 Board of Managers Dashboard Rollout

Q1 2017

Q2 2017

Q4 2017Q3 2017

ACO Objectives - Year 2 Roadmap

Key  Quality Reporting     Care Coordination     Data Analytics 

Sample Data Reports
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Better Health Better Care Lower Costs Engaged Providers

Regional Averages

Patients 
Connected

Avg. Total 
Expenses

Prob IP 
next 12 
months

Avg. 
Risk

MWVs 
Perfor
med

MWV 
Percen
tage

CCs 
per Pt.

IP Avg 
LOS

SNF 
LOS 
Avg

SNF 
LOS 

Media
n

SNF 
30‐
Day 
Rehos
p. Rate

Avg. 
ER 

Admit
s

ACO 18,429  $8,957.14 15.82% 1.09 3048
16.54

% 3.40 4.19 27.76 21.32 9.30% 0.72

Washington 14,700  $8,526.23 15.61% 1.07 2638
17.95

% 3.37 4.20 27.38 21.56 9.20% 0.71

Colorado 3,729  $10,655.65 16.63% 1.16 410
10.99

% 3.52 4.18 29.38 20.27 9.73% 0.77

Jefferson 
Healthcare 5,633  $7,413.82 14.55% 1.01 1213

21.53
% 3.01 3.72 26.48 20.74 8.43% 0.57

Better Health Better Care Lower Costs Engaged Providers

30% of ED 
Visits are 
Non‐

Emergent

12% of ED 
Visits are 
Emergent 
Avoidable

21% of ED 
Visits are 
Emergent 

Unavoidable

21% of ED 
Visits are 

Primary Care 
Treatable
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GPRO Web Interface 
Performance

Domain Measure RMACO 
Performance 
Rate

CMS 
Percentile

CMS – Value 
of 90th

Percentile

Care Coordination/
Patient Safety

Fall Screening 25.45 30 82.30

Preventive Health Influenza 56.92 40 90.00

Pneumonia 55.93 50 90.00

BMI 44.23 60 90.00

Tobacco Use 82.44 90 90.00

Depression 25.17 <30 90.00

Colorectal 46.25 50 90.00

Mammogram 46.42 60 90.00

CAHPS Performance -
Patient/Caregiver Experience
Measure RMACO 

Performance 
Rate

CMS 
Percentile

CMS – Value 
of 90th

Percentile

Getting Timely Care, Appointments, 
and Information

43.4 40 90.00

How Well Your Providers 
Communicate

77.1 70 90.00

Patient’s Rating of Provider 70.8 70 90.00

Access to Specialists 59.7 50 90.00

Heath Promotion and Education 57.6 40 63.41

Shared Decision Making 69.7 <30 77.66

Health Status/Functional Status N/A Unknown

Stewardship of Patient Resources 23.7 <30 33.46
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GPRO Web Interface Performance
Domain Measure RMACO 

Performance 
Rate

CMS 
Percentile

CMS –
Value of 
90th

Percentile

Preventive Health Statin 65.08 N/A Unknown

At‐Risk 
Population

Mental Health 24.00 N/A Unknown

DM: Composite 
Measure ‐ HbA1C 
Control and Eye 
Exam

34.76 40 60.30

Hypertension 67.79 60 90.00

IVD:  Aspirin or 
Antithrombotic

70.72 70 90.00

Heart Failure 95.35 90 90.00

2017 Target Performance 
Measures 

Domain Measure Current 
Performance

Target 
Performance

Patient/Care Giver 
Experience

Shared Decision Making <30th

Percentile
30th

Care Coordination/
Patient Safety

Medication 
Reconciliation Post D/C

N/A
New in 2017

N/A

Falls Screening 30th Percentile 40th

Use of Imaging for Lower 
Back Pain

N/A
New in 2017

N/A

Preventive Health Mammogram 40th 50th

Colorectal 40th 50th

BMI 40th 50th

At‐Risk Population BP – Controlling HTN 50th 60th
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Gaps in Care
• Many time‐sensitive screening, preventive care, 
and health maintenance interventions should be 
considered as gaps in care (for patients who don’t 
get them). Examples include the following:
 Outstanding pneumonia and influenza immunizations in 
the elderly population

 Pending screening exams for cancer (e.g., breast, colon, 
prostate) or chronic disease (e.g., diabetes, 
hypertension, osteoporosis)

RMACO AWV Considerations

• Safety risk screens – ex., falls assessment

• Health risk assessment (HRA)

• Review behavioral health issues
• Review ALL medications

• Establishing expectations with the patient regarding their role in self‐
management of their health

• Referrals
• Creating a prevention plan and personalized health goals
• Establishing preventive screening  and current provider list
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ACO Quality Metrics

Falls Screening 

Influenza Immunization

Pneumococcal Vaccination

BMI Screening/Follow‐Up

Tobacco Use/Cessation

Depression Screen

Colorectal Cancer Screen

Mammography Screen

Hypertension, BP Control

IVD – Aspirin Use

Statin Therapy for Prevention of Cardiovascular 
Disease

RN Led Visits
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Better Health Better Care Lower Costs Engaged Providers

• New strategies for sustainable revenue 
generation.

 New and improved reimbursement rates for more 
comprehensive services for screening, prevention 
education and lifestyle modification.

 Annual wellness visits, chronic care 
management, advanced care planning, 
transitional care management. 

 New, expanded reimbursement codes for behavioral 
health visits in primary care practices. 

 Shared savings (potentially)

Long-term Benefits of an ACO

Better Health Better Care Lower Costs Engaged Providers

• Prepares hospitals and providers for success 
under the new Quality Payment Program.
 2017 is first performance year for the Quality Payment 
Program.

 2017 performance determines 2019 payment.  

 Providers and practices who do not adapt to the 4 MIPS 
performance categories could risk significant negative 
financial adjustments from 2019 onward.

MSSP ACOs qualify as a MIPS‐APM = favorable scoring 
methodology.

Long-term Benefits of an ACO

36



9/7/2017

34

Better Health Better Care Lower Costs Engaged Providers

• Integration of IT platforms for more 
comprehensive data analysis and reporting.
 Receive claims data feeds from Medicare (new)

 Predictive analysis

 More precise risk stratification of the population

 Better management of high cost/high risk patients

 Increased communication amongst multiple providers 
involved in patient care

 Streamline/simplify quality reporting for providers

Long-term Benefits of an ACO

Better Health Better Care Lower Costs Engaged Providers

Long-term Benefits of an ACO

• Robust care coordination & quality 
improvement.
 Utilize data analysis to match care coordination approach 

with patient population needs. 
• RN care coordinator
• Behavioral health specialist, social worker
• Certified Diabetes Educator, registered dietician
• Community health worker, coordinator of social resources

 Care team members work at the top of their licenses and 
embrace team‐based approach to patient care.

 Eliminate waste and variability in workflow processes 
(standardization and efficiency).
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Better Health Better Care Lower Costs Engaged Providers

Next Steps

• Complete 3 year term with MSSP Track 1 ACO
Possibly convert to Track 1+ (shared risk) or Track 2 
(full risk)

Form a broader population health initiative
• Medicaid

• Self insured employers

• Commercial

Next Steps

• Focus on Social Determinants of Health
• 80% ‐ 90% of health determinants are NOT related 
to healthcare

Land

Environment

Family

Housing

Education Justice

Self definition

Jobs

Culture

Social 
Determinant
s of Health
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Someone is sitting in the shade today 
because someone planted a tree a long time 

ago. 
– Warren Buffett

Sources: Izismile.com; Brainyquote.com
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