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Agenda

Time Topic

9:00 – 9:30 am Welcome and Overview

9:30 – 10:00 am Value-Based Payment in Washington State

10:00 – 10:45 am Bottom-Up Approach to System Reform

10:45 – 11:00 am Break

11:00 – 12:15 pm Foundational Elements of Value-Based Payment: Population 
Health Management and Risk Stratification

12:15 – 12:45 pm Lunch

12:45 – 2:15 pm Intervention Design and Logic Framework: Defining Your 
Stretch Project

2:15 – 2:30 pm Break

2:30 – 4:00 pm Root Cause Analysis: Understanding and Overcoming 
Challenges and Inefficiencies 

4:00 – 4:30 pm End of Day Wrap-Up: Recap, Next Steps, and Participant 
Evaluation 
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2017
30% VBP

2021: 
90% VBP

2019: 
80% VBP

HCA Purchasing Goals
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Medicaid PEBB

By 2021, 90% of state purchased care 

and 50% of commercial care will be in 

value based arrangements



WHY?
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VBP and the Quadruple Aim

• How does VBP help the population?

– Quality of care

– Experience

• How does VBP lower costs?

• How does VBP benefit providers?
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Roles and Responsibilities in VBP

• Provider 

• Payer

• Policymaker

• Patient
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How do we get there?
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VBP and the Medicaid Demonstration
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Defining Value-Based Payments 
HCP-LAN Alternative Payment Model Framework
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https://hcp-lan.org/groups/apm-fpt/apm-framework/



Alignment with CMS’s Alternative 
Payment Models Framework
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Category Details
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VBP in Washington: 
Category 2C

• “Pay for Performance”

• Fee for Service base with additional rewards for 
performance

• Example: FFS contract based on encounter fee, but 
with additional payment for each eligible patient 
who meets a required metric

– i.e., Payment for each newly depressed patient on meds at 
12 weeks and 6 months
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VBP in Washington: 
Category 3A/B

• Alternative payment model with upside (or upside 
and downside) risk

• Example: Bundled payment for episode of care

– Bundled fee for knee replacement

– Quality standards must be met

– If provider keeps costs low, they keep/share savings

• Similar model could apply to initial care for SUD or 
depression
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VBP in Washington: 
Category 4A

• Population based payment for condition-specific 
care, with quality requirements

• Example: “Partial capitation” 

– A provider is assigned a group of patients and given a 
monthly fee to address any mental health issues that arise

– Quality standards must be met for payment
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VBP Considerations for Providers

• ONE SIZE DOES NOT FIT ALL

• Potential benefits tend to increase as risk increases

• Which arrangement is best for a given provider 
depends on their strengths and capabilities, and may 
change over time

• How do you decide what’s right for you?
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Putting the V in VBP

• Value = Quality / Cost

• Quality

– What does it mean?

– How do we measure it?

• Cost

– How is this addressed under different types of VBP?
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Quality Metrics
• Existing measures in MCO contracts: Apple Health and FIMC

– Comprehensive Diabetes Care- Poor HbA1c Control (>9%)

– Comprehensive Diabetes Care- Blood Pressure Control (<140/90) 

– Controlling High Blood Pressure (<140/90)

– Antidepressant Medication Management- Effective Acute Phase Treatment

– Antidepressant Medication Management- Effective Continuation Phase Treatment (6 months)

– Childhood Immunization Status- Combo 10

– Well-child visits in the 3rd, 4th, 5th, and 6th years of life

– Medication management for people with Asthma: Medication Compliance 75% (Ages 5-11)

– Medication management for people with Asthma: Medication Compliance 75% (Ages 12-18)

– FIMC only: Substance use disorder treatment penetration 

– FIMC only: Mental Health treatment penetration 

– FIMC only: Substance Use Disorder treatment initiation and engagement

– FIMC only: All Cause Hospital Readmission rate
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Quality Metrics

Measures in Medicaid Transformation Demonstration Toolkit

– All of the measures in the Apple Health and FIMC MCO 
contracts are also in the Demonstration Toolkit except:

• SUD Treatment Initiation & Engagement

• All Cause Hospital Readmission rate

– Other Toolkit measures include:
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Demonstration Toolkit Measures

• Follow-up After Discharge from Emergency Department for Alcohol or other 
Drug Dependence  (2A)

• Follow-up After Discharge from Emergency Department for Mental Health  (2A)

• Follow-up After Hospitalization for Mental Illness  (2A)

• Inpatient Hospital Utilization  (2A & 3A)

• Outpatient Emergency Department Visits per 1000 Member Months  (2A & 3B)

• Patients on high-dose chronic opioid therapy by varying thresholds  (3A)

• Substance Use Disorder Treatment Penetration (Opioid)  (3A)

• Patients with concurrent sedatives prescriptions  (3A)

• Percent Arrested

• Percent Homeless (Narrow Definition)
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Demonstration Toolkit Measures cont’d

• Child and Adolescents’ Access to Primary Care Practitioners  (2A)

• Chlamydia Screening in Women Ages 16 to 24

• Comprehensive Diabetes Care: Eye Exam (retinal) performed  (2A)

• Comprehensive Diabetes Care: Hemoglobin A1c Testing  (2A)

• Comprehensive Diabetes Care: Medical Attention for Nephropathy (2A)

• Contraceptive Care- Most & Moderately Effective Methods

• Contraceptive Care- Postpartum

• Dental Sealants for Children at Elevated Caries RiskPeriodontal Evaluation in Adults 
with Chronic Periodontitis

• Primary Care Prevention Intervention as Part of Well/Ill Child Care as Offered by 
Primary Care Medical Providers

• Statin Therapy for Patients with Cardiovascular Disease (Prescribed)

• Timeliness of Prenatal Care: Prenatal care in the first trimester of pregnancy

• Utilization of Dental Services by Medicaid Beneficiaries

• Well-Child Visits in the First 15 Months of Life
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Thinking about metrics

• What measures can you directly influence?

• What measures can you indirectly influence?

– What physical health metrics would likely improve if 
control of behavioral health issues improved?

– What physical health metrics would likely improve if 
addressed in a behavioral health agency setting?
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Cost
• Many BHAs have a long history with sub-capitated 

arrangements and other non-FFS payment models

– Critical skills and capabilities in this area are already 
developed for some providers; just need to focus on the 
quality component

• Potential for impact of controlling BH issues on total 
costs of care is high

• Ability to measure and ability to impact are key in 
deciding what to put in contracts
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Putting it all together

• Analyze where you are now in key capabilities

– Measuring and impacting aspects of quality (think about 
which metrics are most applicable)

– Measuring and impacting aspects of cost

• Determine capabilities do you want to build, and 
how

• Choose contracts to match your strengths

• Evolve arrangements over time as strengths grow
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Questions?

More Information:

www.hca.wa.gov/about-hca/healthier-washington/paying-value

Emily Transue, MD, MHA, Associate Medical Director

emily.transue@hca.wa.gov

J.D. Fischer, Senior Health Policy Analyst

jd.fischer@hca.wa.gov

Samantha Zimmerman, Senior Health Policy Analyst

samantha.zimmerman@hca.wa.gov
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Bottom-Up Approach to System 

Reform 



Value in

Value-Based Payments

=
Quality

Cost



• In 2014 –

– Top 1% of the population accounted for 

22.8% of total health care expenditures 

– Top 5% of the population accounted for 

50.4% of total health care expenditures 

• The 20% of Medicaid beneficiaries with a BH 

diagnosis account for 48% of all Medicaid 

expenditures

• Total Average Medicaid Expenditures

– With BH diagnosis: $13,303

– Without BH diagnosis: $3,564

Cost to the System

(Mitchell, 2016)

https://meps.ahrq.gov/data_files/publications/st497/stat497.pdf


Cost to the System

• 49% of Medicaid beneficiaries with disabilities have a psychiatric illness. 

• 52% of those who have both Medicare and Medicaid have a psychiatric

illness.

#1
#2

#5

The Faces of Medicaid III: Refining the Portrait of People with Multiple Chronic Conditions Center for Health Care Strategies, Inc., October 2009



Payments Continuum





Contracting with a Payer



Contracting with a Payer

Or…



Contracting with a Payer

Or…



Value in

Value-Based Payments

=
Quality

Cost



If a tree falls in the forest and no one 
collected the data, it didn’t make a sound.



Competencies for Value-Based

Payment Contracts

Patient and Family-

Centered Care 

Design 

1.1 Patient & family engagement 

1.2 Team-based relationships 

1.3 Population management 

1.4 Practice as a community partner

1.5 Coordinated care delivery 

1.6 Organized, evidence-based care

1.7 Enhanced access

Continuous, 

Data-Driven Quality 

Improvement 

2.1 Engaged and committed leadership 

2.2 QI strategy supporting a culture of quality and safety 

2.3 Transparent measurement and monitoring

2.4 Optimal use of HIT 

Sustainable 

Business 

Operations 

3.1 Strategic use of practice revenue 

3.2 Staff vitality and joy in work 

3.3 Capability to analyze and document value 

3.4 Efficiency of operation 



Readiness for Value-Based 

Payment

Set Aims
Use Data 
to Drive 

Care

Achieve 
Progress 
on Aims

Benchmar
k Status

Thrive as a 
Business 
through 

VBP 
Systems



Bridge: Destination Unknown

Image Source: Kelley Grayson, Envolve, 9/5/17 for 
National Council’s Practice Transformation 
Academy



Types of Change

• Developmental

– Improvement of 

what is

• Transitional

– Movement towards 

well-defined new 

state

• Transformational

– New state is largely 

unknown



IHI’s Collaborative Model for Achieving 

Breakthrough Improvement

Ongoing Support:
In-person workshop, webinars, assessments, resources and tools, phone 
conferences with faculty coaches, access to regional practice coaches



Bottom-Up Payment Reform 

Patients get care at an affordable cost and providers achieve financial 
sustainability 

Ask physicians and providers to identify ways to improve care for patients and 
eliminate avoidable costs 

Payers provide adequate payment for quality care and providers take 
accountability for quality and efficiency 



Break



Population Health Management 

and Risk Stratification



Aligning our Terms!

Value-Based Payments requires… 

Care Pathways which requires…

Risk Stratification which requires…

Population Health Management 

therefore…

These concepts are not loosely linked but are 

structurally contingent on one another.



Population Health Management

• A set of interventions designed to maintain and 

improve a patient’s health across the full 

continuum of care—from low-risk, healthy 

individuals to high-risk individuals with one or 

more chronic condition. (Felt-Lisk & Higgins, 

2011) 

• Population management requires providers to 

develop the capacity to utilize data to risk 

stratify patients into groups and then respond 

to the needs efficiently and effectively.



The Promise of Population Health 

Management

• Promotes a culture of 

measurement & 

problem solving

• Brings together 

utilization review focus 

on cost with clinical 

care focus on 

outcomes in other 

words it…provides 

means to see how 

quality metrics are 

linked to cost



Principles of Population Health



Components of Population Health 

Management

1. Knowing what to ask about your population

2. Data registry to describe/risk stratify your populations

3. Proficiency with quality improvement tools to respond 

to the findings

4. Continuous quality improvement policies/procedures to 

sustain data specification targets



Common Indicators Used to 

Stratify Risk 

• Behavioral Health Diagnosis 

– Schizophrenia, Bipolar, Depression & 

Anxiety, PTSD & Stress, SUD 

• Hospitalization Utilization Rates 

• Rehospitalization Rates 

• Emergency Department Utilization Rates 

• Medical Co-morbidities 

• Social Determinants of Health 



The Care Pathway is the 

Intersection of…

Clinical Processes/Practices Expressed in EBPs

+ 
Administrative Processes Expressed in the Staff Workflow

+
The Consumer’s Recovery/Treatment Plan Expressed in 

their Life Everyday 



Managing Depression: Clinical Work 

Flows in Primary & Behavioral Health 

Care

Source: Institute for 
Family Health 



Managing Depression: Clinical Pathways in 

Primary & Behavioral Health Care



Value Transformation Assessment 

(VTA) Trends



Areas of Strength

• Patient care that is based on (or informed by) best 

practice evidence for BH/MH and primary care

– Average Score = 4.68

• Communication with patients about integrated care

– Average Score = 4.05

• Tracking of vulnerable patient groups that require 

additional monitoring and intervention

– Average Score = 4.11

• Continuity of care between primary care and 

behavioral/mental health

– Average Score = 4.79

Assessment Scores and Trends



Areas for Improvement

• Practice has met its targets and has sustained improvements 

in practice-identified metrics for at least one year.

– Average Score = 2.53

• Practice has developed a vision and plan for transformation 

that includes specific clinical outcomes and utilization aims 

that are aligned with national TCPI aims and that are shared 

broadly with the practice. 

– Average Score = 2.42

• Practice shares its financial data in a transparent manner 

within the practice and has developed the business 

capabilities to use business practices and tools to analyze and 

document the value the organization brings to various types 

of alternative payment models. 

– Average Score = 1.95

Assessment Scores and Trends



Lunch



Intervention Design and Logic 

Framework



Stretch Project Planning Guiding 

Questions 

Consider the following questions:

1.What is your stretch goal?

2.Who will you include on you transformation 

team and why?

3.What metrics will you use to measure your 

effectiveness toward this stretch goal?

4.What are your anticipated barriers to meeting 

your stretch goal? 



Log Frame Process 

• Using a logframe (logic model) is one way to develop 

a clearer understanding of the goals and objectives of 

a project, with an emphasis on identifying 

measurable objectives, both short-term and long-

term. 

Narrative 
Summary

Indicators Data Sources Assumptions

Goal

Objectives/Outcome
s

Outputs

Activities
Project Deliverables

Project Results

If the 
horizontal 

logic is 
followed 

AND 
assumptions 

hold true; 
Then the 

project will 
likely 

succeed.



Sample Stretch Project

Goal:

Intensive preparation for Washington’s VBP Category 3A  

Alternative Payment Models (APM), with shared savings 

based on cost and quality targets.

Stretch project:

Establish risk stratification protocol to ensure high risk 

patients are appropriately linked to care coordination.



• Target Population: 

Detoxification 

Admissions

• Reduce hospitalization 

and readmissions to 

detoxification level of 

care by 25% for high 

risk patients

Stretch Goal



• % high risk patients 

• Total # patients

• # readmissions to Detox, internal and 

external within 30 days 

• # ER visits

• # detox patients with PCP

• Retention in next level of care for 45 days

• Cost of care per episode

Stretch Project Metrics



Exercise: Develop Your Stretch Project Log 

Frame

Narrative Summary Indicators Data 
Sources

Risks/Assumptions

Goal
Reduce hospitalization and readmissions to 
detoxification level of care by 25% for high risk 
patients in the next year

1.Reduced re-hospitalization 
rates
2. Reduced readmissions 
rates

Medicaid 
data

Objectives/Outcomes
1. 75% of patient population will attend outpatient 
substance use services within 7 days of discharge
2. 100% of patient population will have medication 
reconciliation at time of discharge

Percent of high risk clients 
receiving care coordination/ 
care management

EHR Coordinated/managed 
care will improve health 
outcomes

Outputs
1. Refer 100% of clients deemed high risk to care 
coordination services
2. All clients discharged on medication receive 
coordinated services with PCP or outpatient 
provider

1. Percent of clients with 
established care pathways
2. Percent of high risk 
clients referred to care 
management

EHR Care pathways will be 
followed and patients will 
be referred

Activities
1. Identify common indicators used to stratify risk
2. Design and implement data registry
3. Identify operational workflows to support risk 
stratification processes

1. Indicators selected
2. Data registry protocol 

in place
3. Staff implementing 

workflows

Organization 
protocols

Monthly staff 
meetings

Staff are given the tools 
and resources to 
effectively implement this 
approach



Break



Root Cause Analysis: 

Understanding and Overcoming 

Challenges and Inefficiencies



What if Things Aren’t Going as 

Planned?

• Root cause analysis is a process for identifying the 

underlying causes of a problem

• Purpose: Understand what happened, why it 

happened, and determine how it can be avoided in 

the future (what changes need to be made)

• When to utilize root cause analysis:

– When designing an intervention, project or 

program

– To analyze adverse events or individual patient 

cases

– When projects or interventions aren’t going as 

planned



How Does this Tie to VBPs?

Determine 
cause of 
problem

Eliminate or 
mitigate the 

cause

Eliminate or 
mitigate the 

problem

• Value-based payments 
require quality 
improvements

• Root cause analysis 
addresses systemic 
problems – making long-
lasting quality improvement 
attainable

• Root cause analysis should 
be a routine part of quality 
improvement efforts



Determining the Root Cause

• Tool: Fishbone Diagram

• Process: The 5 Whys

1. Identify the specific problem you want to 

address

2. Ask why the problem happens (potential 

causes)

3. Repeat – continue to ask why until you come 

to the root cause of the problem

• Focus on the CAUSE and not the SOLUTION 

(we will get there!)



Problem:
Unable to report on metrics

Data not being collected 
consistently

Staff unclear on expectations 
of data collection

Nobody was designated to 
collect the data

No data collection workflow 
was communicated

No data collection workflow 
was developed



Problem
(Effect)

Cause 1 Cause 2

Cause 3 Cause 4

Sub-cause

Sub-cause Sub-cause

Common Cause 
Areas:
Process
People
Management
Environment
Materials



Activity: Develop a Fishbone Diagram

• Working in your small group, determine a 

problem that one or all members are currently 

experiencing

• Using a flipchart and markers draw your 

fishbone

• Using the selected problem, walk through the 5 

whys to determine root cases of problem



Turning Insight into Action

• Root cause analysis will give you insight into all potential 

causes of a problem

• Next, you need to identify management change based on 

the outcome of root cause analysis

• Process

– Identify criteria that will guide the selection of 

solutions to the problem (cost, value, benefit to org)

– Evaluate potential solutions based on criteria

– Decide on a course of action

• Prioritize: You often won’t be able to address all problems 

at once, identify your priorities, start with low-hanging fruit



Root Cause Analysis Debrief

• What did you discover from the process?

• How would you facilitate this approach at your 

organization?

• How will you translate this into action/change?

• How are you tying the results to your metrics?



Questions?



• Goal: Set the vision of the transformation strategy

• Comprised of both clinical and administrative 

leadership

• Example of potential members:

– Chief Executive Officer 

– Chief Program Officer 

– Chief Operating Officer 

– Chief Financial Officer 

– Chief Medical Officer

– Administrative Leadership (Vice 

Presidents/Middle Management/Information 

Technology/Human Resources/ Quality 

Improvement)

Steering Committee



Upcoming Webinars

Webinar Date Time

Webinar #2
Wednesday, November 

15, 2017
11:30-12:30pm

Webinar #3
Friday, 

December 15, 2017
11:30-12:30pm

Webinar #4
Wednesday, 

January 17, 2018
11:30-12:30pm



Thank you!

The project described was supported by Funding Opportunity Number CMS-1G1-14-001 from the U.S. Department of Health and Human Services, 
Centers for Medicare & Medicaid Services. The contents provided are solely the responsibility of the authors and do not necessarily represent the 
official views of HHS or any of its agencies.


