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CONTEXT AND LEVEL-SETTING

Context for This Technical Assistance
– DSRIP provides opportunity to build provider capability as it
relates to VBP; VBP adoption can reinforce and sustain DSRIP
investments
– Providers’ understanding of the core capabilities needed to
succeed in VBP varies greatly
– ACHs must also understand the needed capabilities, the
current state of these capabilities among their provider
partners, and how they can leverage DSRIP funds to support
development of capabilities moving forward
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Level-Setting: HCA’s Definition of
VBP

HCA’s
Definition of
VBP:
Categories 2C
through 4B

EXAMPLES:
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FFS with bonus
payments for
quality performance

Episode-based payments Capitation (full or % of
with upside only, or
premium populationupside & downside risk
based payment)

Level-Setting: HCA’s VBP Targets
90% of provider payments under State-financed health care programs—i.e., Apple
Health (Medicaid) and the Public Employees Benefits Board (PEBB)—must be made
through a VBP arrangement as defined on the previous slide by the end of 2021

By 2022, 90% of
payments must be in
an arrangement that
is higher than 2B

By 2022, 50% of payments must be
in a Category 3 or 4 arrangement
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INTRODUCTION TO CAPABILITIES
NEEDED FOR SUCCESS IN VBP

Provider Capabilities Needed for VBP
Success in VBP
Value-based contracts hold providers accountable for the cost and/or
outcomes for specific populations and/or services

• While VBP arrangements vary in complexity and provider risk, success in
any requires providers to be able to effectively measure and influence the
quality and cost of care provided
• The presence and maturity of a number of underlying capabilities
influence whether providers will perform well in their VBP contracts
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Key Elements of VBP Capabilities
Infrastructure components required to manage VBP contracts successfully
Governance and
Organization

Provider
Engagement

• Leadership buy-in
and organizational
vision

• Staff education
• Provider network
identification and
engagement

• Workforce
development

• Referral
management

• Effective practice
management system

• Engagement with
and links to nonphysician staff/
organizations

• Revenue cycle
management
• Performance
management

• Co-location (if
applicable)

• Legal evaluation,
contract
management

• Performance
feedback and
management

• Change
management
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Care
Coordination/
Management
• Single point of
assessment
• Coordination of
care/services
across specialties
and sites of care

Technology and
Analytics
• Data aggregation
• Data exchange
and
interoperability

• Development of
comprehensive
care plans

• Evidence-based
population
health
management
systems

• Patient
engagement

• Performance
monitoring

• Evidence-based
case
management

Links to Social
Determinants of
Health
• Patient social needs
assessment
• Knowledge of/
access to services
and organizations
• Integration into
clinical and care
management
protocols
• Development of
“value case” for
addressing social
needs
• Social services
referral staff/
programs

Needed Capabilities Will Vary by VBP
Arrangement
VBP arrangements can differ widely, even within the same category. The capabilities needed will
depend on the specific terms of the arrangement. Still, VBP arrangements with higher levels of risk will always
require greater provider capability.
Less Risk

More Risk

Categories 1-2B

Categories 2C-3A

Category 3B

Category 4

Governance and
Organization

Governance and
Organization

Governance and
Organization

Governance and
Organization

Provider
Engagement

Provider
Engagement

Provider
Engagement

Provider
Engagement

Care Coordination/
Management

Care Coordination/
Management

Care Coordination/
Management

Care Coordination/
Management

Technology and
Analytics

Technology and
Analytics

Technology and
Analytics

Technology and
Analytics

Links to Social
Determinants

Links to Social
Determinants

Links to Social
Determinants

Links to Social
Determinants

Level of Capabilities Required
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Low

Medium

High

Role of ACHs in Advancing VBP
Capabilities Among Providers

Potential Roles for ACHs


Educator – Ensure providers are aware of State’s VBP targets and different VBP models, and that they have access to resources and

information on VBP readiness; ensure provider and non-provider partners understand capabilities needed for VBP and stakeholder roles in
each, as applicable
 HCA, MCOs, others will need to further support/educate ACHs so that they can in turn educate a broader array of providers within
their regions



Convener – Connect providers with one another and/or with non-physician organizations, like CBOs, counties, etc., as needed;
and communicate regularly with all relevant parties, including providers, MCOs, CBOs, etc.



partner

Developer of Regional Strategy –
 Assess current state (i.e., which capabilities described here do provider partners have in place today? which are missing? how does
this vary across region, provider type, etc.?)
 Identify provider needs at regional level (where are there common needs/gaps? which capabilities need the most development?)
 Determine feasibility of regional “solution” (determine which capabilities in need of development may benefit from regional or
statewide intervention/initiative)
 Develop strategies/plans to address needs, leveraging existing resources or resources already under development (e.g., MCO and
other payer programs to help support providers)
 Leverage DSRIP and other programmatic resources to support efforts identified and agreed upon by region
 Monitor progress



Advocate/“Champion of Practice Transformation” –



Driver of Sustainable Reforms – Support provider capabilities being built in way that will not add to overall system costs in long-run

Provide support to and advocate on behalf of providers and other
partners in context of developing VBP capabilities (e.g., support aligning quality measures or increasing access to data)

and are in line with direction MCOs are headed on VBP (e.g., consider to what extent development of each capability will support the
provider in advancing relevant HEDIS measures or meeting other MCO contract requirements)

DEEPER DIVE INTO CAPABILITIES
NEEDED TO SUCCEED IN VBP

Governance and Organization
Success will depend on the work of dedicated leaders representing multiple
stakeholders and implementation of effective management systems.
Key Elements
• Leadership buy-in and organizational vision (how
supportive is the organization’s leadership of the
move to VBP?)

process adherence, monitoring and oversight,
reporting)

• Effective practice management system (handling the
organization’s administrative and financial matters)

contracts with payers, provider partners, referral
network, etc.)

• Organizational risk management (e.g., coordinating
• Workforce development (understanding how the
care across providers, managing the transition of an
organization’s workforce needs to change in the move
individual from an inpatient setting back to a longto VBP, as well as the workforce training and resources
term care setting to avoid a readmission, etc.)
needed to support behavior change)
• Legal evaluation, contract management (e.g.,

• Revenue cycle management (the ability to capture
charges, code appropriately, successfully submit
claims, or encounters, if in a capitated arrangement,
reconcile accounts receivable vs. payments,
develop/implement financial plan, etc.)
• Performance management (clinical and financial
measurable goal-setting, metrics development,
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• Change management (managing the potentially
substantial amount of change required to shift from a
volume-based payment model to a value-based one—
for example, changes to processes, to job roles, to
organizational structures, and to types and uses of
technology)

Governance and Organization, cont.
Less Risk

More Risk

Categories 1-2B

Categories 2C-3A

Category 3B

Category 4

FFS with No Link to Quality
or Value, FFS + Foundational
Payments for Infrastructure
Development, or Pay-forReporting

Pay-for-Performance
(e.g., bonuses for quality
performance) or APMs Built
on FFS Architecture with
Shared Savings (upside only)

APMs with Shared Savings
and Downside Risk (e.g.,
episode-based payments for
procedures, comprehensive
payments with upside/
downside risk)

Condition-Specific or
Comprehensive PopulationBased Payment, or
Integrated Finance &
Delivery System

Providers entering into Categories
2C, 2D or 3A arrangements will
need a basic structure in place to
perform oversight, compliance and
business strategy functions (e.g.,
they will benefit from effective
practice management and revenue
cycle management systems).
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At higher levels of VBP (i.e., arrangements involving
downside risk), providers will want to formalize this
structure to drive downstream payments; contract
management and change management will be key to
ensuring success under risk-based arrangements.
Capitated arrangements will also require providers to
have advanced financial functionality, including the
ability to pay claims, and may also include reserve
requirements.

Provider Engagement
Two Levels of Provider Engagement:
• It is important for all providers to be involved and supported in fulfilling a role that
will ultimately be expanded or changed based on VBP implementation.
• VBP contractors—that is, the provider organizations that contract directly with the
MCO—will need to effectively engage and manage downstream providers with
participating roles in the VBP arrangement.
Key Elements
For Provider Organizations:
• Staff education (ensuring all staff are aware of
changes and rationale behind making these
changes; understanding importance of effort)
For VBP Contractors:

• Referral management (development of protocols,
processes and systems for referrals to
downstream/partner providers or organizations)
• Engagement with and links to non-physician
staff/organizations

• Provider network identification and engagement • Performance feedback and management
o Effective incentives for downstream provider
(determining which providers you should enter into
behavior change
a VBP arrangement with and outreaching to those
o Mechanism for reporting on performance
“downstream providers”)
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Provider Engagement, cont.
Less Risk

More Risk

Categories 1-2B

Categories 2C-3A

Category 3B

Category 4

FFS with No Link to Quality
or Value, FFS + Foundational
Payments for Infrastructure
Development, or Pay-forReporting

Pay-for-Performance
(e.g., bonuses for quality
performance) or APMs Built
on FFS Architecture with
Shared Savings (upside only)

APMs with Shared Savings
and Downside Risk (e.g.,
episode-based payments for
procedures, comprehensive
payments with upside/
downside risk)

Condition-Specific or
Comprehensive PopulationBased Payment, or
Integrated Finance &
Delivery System

VBP contractors entering into riskfree or lower risk arrangements with
MCOs may focus on identifying and
engaging (less formally) networks of
providers or non-physician
organizations (e.g., CBOs) that will
help them perform well under the
arrangement.
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Providers entering into higher risk
arrangements will want formal
provider network management
structures in place (e.g., written
agreements, referral protocols,
formalized incentives for downstream
providers, a mechanism for reporting
back on performance, etc.).

Care Coordination/Management
Underlying most successful VBP contracts is a formalized care coordination process,
often tiered or tailored based on risk and linked with strong, evidence-based case
management.
Key Elements
• Single or coordinated “point of entry” for assessment
(minimizing duplication with respect to patient
assessment of patient medical, behavioral and other
needs)
• Coordination across specialties and sites of care
o Health risk management
o Health promotion/wellness
o Links to behavioral health, as needed, e.g., colocation of services
o Post-discharge follow-up
o Adherence to treatment plans
o Facilitation with referrals
o Identifying and addressing gaps in care
• Patient-centered comprehensive care planning
o “Map” journey through system
o Identifying “hand-offs” and individual roles
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o Integrated into care management platforms/
population health management systems
o Widely available to entire care team
o Monitoring by care managers and providers
o Part of care coordination protocols

• Patient engagement
o Patient activation
o Health management programs
o Virtual services

• Evidence-based case management
o Development and use of common clinical protocols
o Delivering patient-centered care
o Disease management (acute and chronic)
o Medication management
o Pharmacy links
o Links to long-term care and supportive services,
other services

Care Coordination/Management,
cont.
Less Risk

More Risk

Categories 1-2B

Categories 2C-3A

Category 3B

Category 4

FFS with No Link to Quality
or Value, FFS + Foundational
Payments for Infrastructure
Development, or Pay-forReporting

Pay-for-Performance
(e.g., bonuses for quality
performance) or APMs Built
on FFS Architecture with
Shared Savings (upside only)

APMs with Shared Savings
and Downside Risk (e.g.,
episode-based payments for
procedures, comprehensive
payments with upside/
downside risk)

Condition-Specific or
Comprehensive PopulationBased Payment, or
Integrated Finance &
Delivery System

Providers engaging in lower
risk VBP arrangements need
to develop care coordination
protocols and processes
across the network and
identify shared quality
targets.
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At higher levels of VBP, providers will need to develop
more sophisticated care management capabilities,
establish referral agreements that link patients to social
support services, track quality metrics related to
outcomes rather process, etc.; minimizing duplication
will be key.
Providers in Category 4 will need to have robust care
management capabilities across the continuum of care,
have a clinical culture that is evidence-based and datadriven, and coordinate effectively with non-traditional
providers and community organizations.

Technology and Analytics
Success in certain VBP contracts will require providers to incorporate data from multiple
sources to focus clinical and care coordination resources on high-risk or high-utilizing patients
and monitor performance and population health.
Key Elements
• Data aggregation (claims, clinical, utilization, other)
o Potential data/data sources: Claims, encounters, costs,
continuity of care documents, care plans, lab tests,
pharmacy data, social services databases/records,
registries, health and/or socio-behavioral risk
assessments, patient surveys, chart review, utilization
management systems, telehealth/remote monitoring
o Seamless/real-time data aggregation across sources
o Secure data storage via clinical data repository

• Data exchange/interoperability

• Evidence-based population health management
systems
o Stratifying patients by diagnosis, health status, level of
socio-behavioral risk, utilization patterns/gaps in care,
treatment prescriptions or adherence, provider panel,
facility, demographics, etc.
o Flagging patients as hard to reach or hard to manage
o Stratifying patients for relevant care coordination,
program, outreach and/or care team assignment
o Use of predictive modeling capabilities to identify
defined sub-populations

o Ability to exchange data with external providers, plans,
• Performance monitoring
HIE
o Develop quality and utilization benchmarks/standards
o Ability to make use of data (e.g., for purposes of decision
o Track utilization, adherence to protocols and guidelines,
support, notifications to providers, secure messaging,
variations in care and outliers at provider, facility and
dashboards/scorecards, population health management)
sub-population levels, etc.
o Interoperability (real-time) with care coordination
o Build and utilize data-informed financial models (reports,
platform and EHR
dashboards/scorecards, etc.)
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Technology and Analytics, cont.
Less Risk

More Risk

Categories 1-2B

Categories 2C-3A

Category 3B

Category 4

FFS with No Link to Quality
or Value, FFS + Foundational
Payments for Infrastructure
Development, or Pay-forReporting

Pay-for-Performance
(e.g., bonuses for quality
performance) or APMs Built
on FFS Architecture with
Shared Savings (upside only)

APMs with Shared Savings
and Downside Risk (e.g.,
episode-based payments for
procedures, comprehensive
payments with upside/
downside risk)

Condition-Specific or
Comprehensive PopulationBased Payment, or
Integrated Finance &
Delivery System

Providers entering into
Categories 2C through
3B arrangements must
be able to identify highrisk patients and
connect them to care
management/
coordination.

Providers in higher risk arrangements need robust
technology and analytics capabilities, including (but
not limited to):
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Ability to aggregate, use and share data from various
sources, across continuum of care
Versatile patient risk-stratification
Geographic hot-spotting
Systems to track patient utilization (advanced VBP may
require full utilization management capabilities)
Seamless provider access to population health
management/care management systems & clinical data
Data security infrastructure
Ability to receive, process and pay claims

Links to Social Determinants of
Health
Health care costs and quality are closely tied to issues beyond the traditional health care
system (e.g., community inclusion, housing, employment, criminal justice systems, and
environmental health).
To be successful at managing cost and quality, providers must have an approach to addressing
traditional health care services that takes into account these social determinants of health.
Key Elements
• Assessment of patients’ social needs (e.g., needs related to housing, employment, justice system,
environmental health, others)
• Knowledge of and access to available services and organizations (understanding which organizations or
agencies can help address patient needs; confirming availability of services; providing relevant
information to patient)
• Integration into clinical and care management protocols (ensuring care management team is aware of
patient needs and services/organizations available to help)
• Development of “value case” for linking to social determinants of health (provider/staff understanding
of the importance of addressing patients’ social needs)
• Social services referral staff /programs (workforce/other resources available to connect patient with
needed services/organizations and ensure continued access, as appropriate)
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Links to Social Determinants of
Health, cont.
Categories 1-2B

Categories 2C-3A

Category 3B

Category 4

FFS with No Link to Quality
or Value, FFS + Foundational
Payments for Infrastructure
Development, or Pay-forReporting

Pay-for-Performance
(e.g., bonuses for quality
performance) or APMs Built
on FFS Architecture with
Shared Savings (upside only)

APMs with Shared Savings
and Downside Risk (e.g.,
episode-based payments for
procedures, comprehensive
payments with upside/
downside risk)

Condition-Specific or
Comprehensive PopulationBased Payment, or
Integrated Finance &
Delivery System

Providers entering into VBP arrangements with
low or medium levels of risk should be able to
assess patients’ social needs and refer patients
to social support services impacting these
needs; they should also ensure—to the extent
possible—that social needs are known by care
management team and covered by care plan.
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Providers with higher levels
of risk should build on this
and have a more formal
structure in place for
ongoing coordination with
community organizations to
address wide array of social
determinants.

Questions or Comments?
Questions can be asked now or sent to your MVP Action Team representative
or regional coordinator

APPENDIX:
GLOSSARY OF ACRONYMS

Glossary of Acronyms
•
•
•
•

•
•
•
•
•

ACH: Accountable Communities of Health, see more at https://www.hca.wa.gov/abouthca/healthier-washington/accountable-communities-health-ach
APM: Alternative payment models, see more at https://hcp-lan.org/groups/apm-refreshwhite-paper/
CBO: Community-based organization
DSRIP: Delivery System Reform Incentive Payment demonstration, see more at
https://www.hca.wa.gov/about-hca/healthier-washington/medicaid-transformation,
https://www.hca.wa.gov/assets/program/Medicaid-demonstration-terms-conditions.pdf
or http://www.kff.org/medicaid/issue-brief/an-overview-of-delivery-system-reformincentive-payment-waivers/
FFS: Fee-for-service (traditional payment model for provider reimbursement, where
providers are paid a set amount of each service provided to a patient)
HCA: Washington State Health Care Authority (the State Medicaid Agency)
HCP LAN: Health Care Payment Learning & Action Network, see more at https://hcplan.org/
MCO: Medicaid Managed Care Organization
VBP: Value-based payment (model for paying providers that ties payment with outcomes
through rewards for high quality and/or cost-effectiveness; defined by HCA as Categories
2C and higher in the HCP LAN APM framework (see slide 5 or
https://www.hca.wa.gov/assets/program/vbp_roadmapw-ah.pdf)

