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June 20, 2026

Aloha fellow physicians and clinicians, 
 
Jack Lewin MD here. Please read this 2½ page sort-of-complicated document and answer the 5 short questions at the end. Even yes or no answers will suffice—we need your feedback. It is important.  
 
As background, first, we understand the stresses the entire state is experiencing due to federal underfunding. Hawai`i has the highest cost of living and among the lowest per capita reimbursement levels in Medicare, which also affects Medicaid. SHPDA is developing compelling data with nationally respected economists as ammunition for the Governor and our Delegation to get Congress to lift our federal reimbursement to at least the national average, as Alaska accomplished a decade ago. We note this may take a while. Second, we are also grateful to Governor Green MD for negotiating a delay of 6 months to HMSA’s practice transformation model back to FFS, but we are aware the issue still looms.  
 
Today we ask again for your advice on how best to deploy the new 5-year CMS Rural Health Transformation Program (RHTP) funding to help. SHPDA is managing a big chunk of RHTP funds in two buckets. This includes the Rural Health Information Networks bucket, which funds $45 million-a-year for EHR purchases, upgrades, training, and interfaces along with several other important IT connectivity and data analytics projects statewide. We also manage the $25 million-a-year Rural Value-Based Initiative bucket prioritized by CMS for AHEAD grant preparation for hospitals, health centers, and independent practices and groups. Funds to 
hospitals and health centers will flow through two parallel contracts; but for the diversity of independent practices and groups we need a different approach.  
 
At a high level, we are considering creating a statewide Clinically Integrated Network, or CIN, that would help prepare interested practices for future participation in the AHEAD model, but which also could evolve into a clinician-owned Accountable Care Organization, or ACO, capable of maximizing the Medicare Shared Savings Program (MSSP) opportunities, as significantly superior to MIPS. A CIN generally refers to a network of providers that works together on care coordination, quality improvement, data sharing, and value-based care goals while allowing practices to remain independent. Top CINs typically benefit from a highly experienced management services organization (MSO) to manage administrative burdens, technology and data integration, network expansion, and practice transformation expertise, but the CIN must be 100% clinician led and managed. The CIN would serve both primary care and specialist physicians and clinicians. Once operational, the CIN could contract with insurers on quality incentives for practices across all lines of business to create additional resources. 

In addition, a newly released CMS program called Advanced Primary Care Management (APCM) program – it is a kind of virtual ACO concept that is somewhat complicated to implement --could provide a big boost in Medicare practice revenue. The CIN/MSO can provide technical assistance to make this new CMS option achievable. 

Meanwhile the CIN could also provide direct “pass-through” funding to practices for care coordination and offer other AHEAD-focused practice improvement incentives using the RHTP funds. The money can’t be used to augment physician or APRN income; but can be used to hire care coordination and support staff. The goal is to help practices organize around value-based care, receive technical support, prepare for ACO/MSSP participation if desired, improve bottom lines, and do so in a physician/clinician owned and managed model. 

This is still a working concept, and we need your direct feedback before we move the RFP forward. We apologize for how complicated this seems, but we will help folks navigate through this and also maintain compliance with what CMS requires. Under the revised concept, participating providers would be asked to complete a limited set of required activities: 
 
1. Enroll in the statewide CIN development process: This would include signing a short Letter of Intent and providing basic practice-specific information, such as Tax Identification Numbers, locations, payer mix, patient demographics, and the approximate geographic distribution of patients seen over the last two years. 
2. Engage in CIN development: This would include attending or viewing up to ten one-hour webinars, responding to short monthly polls or surveys, and participating in an expenses-supported, one-day statewide meeting in Honolulu, or completing the remote equivalent. The purpose would be to get practical provider feedback on the goals, governance, and participation requirements of the CIN and related ACO pathway. 
3. Adopt or use certified EHR technology: Practices would either currently use certified EHR technology, or CEHRT, or agree to upgrade or implement CEHRT with State-supported assistance by June 2028. This will allow for CIN-supported HI HIE ADT data feeds and other IT benefits. 
4. Report quality information: Practices could submit MIPS data through the CIN if desired in 2027. However, the Advanced Primary Care Management (APCM) option may be a superior path for primary care practices leading to ACO development, and with different reporting requirements.  
 
We will be creating different options for helping practices for primary care, specialists, and those willing to embrace more of the AHEAD vision. That said, under the current concept, practices could receive $1,000 for submitting the CIN Letter of Intent; up to approximately $17,000 for full engagement in CIN development activities, including surveys and the statewide meeting or remote equivalent; $5,000 for participating in MIPS using CEHRT and submitting quality reports; $5,000 plus eligible expenses for voluntarily connecting to the HIE/ADT feed and establishing a transitions workflow; and $10,000 for voluntarily enrolling in a State-supported MSSP/ACO pathway by August 2027. For practices that voluntarily participate in APCM, the concept includes time-limited staffing support of $50,000 in 2027, $40,000 in 2028, $30,000 in 2029, $20,000 in 2030, and $10,000 in 2031, with the expectation that practices would build sustainable care management revenue over time. Current estimates suggest APCM-related activities could generate approximately $860 per enrolled patient per year, with a target of starting at around 20 patients in year one and growing to at least 100 patients by 2031. 
 
The RHTP benefits eligibility would include physician/clinician practices in rural areas but also include some urban physicians serving rural areas or patients. 
 
The key question for us is whether this revised structure is workable for independent and rural-serving providers. For those interested we will get together to explore all of this in that statewide meeting soon. But for now, there is RHTP deadline urgency that requires we move expeditiously.  
 
Please let us know: 
1. Are you interested and would you participate in this structure? 
2. Are the required activities reasonable? 
3. Does the opportunity overcome the potential administrative burden? 
4. Are there any requirements that would prevent independent practices from joining? 
5. Briefly, what would need to change for this to work in our real world? 
 
We request your answers and any thoughts, concerns, or questions by Friday, June 26, if possible. We are trying to incorporate provider feedback quickly so that we can finalize and move the RFP forward without losing more time. Procurements take a lot of time to process here. Please email your responses to jason.espero@doh.hawaii.gov or to 
Kelly Withy MD/AHEC if you received this from her. 
 
We really appreciate it.  
 
Mahalo to all --- Jack 
 
Jack Lewin MD, Administrator, SHPDA 
John.lewin@doh.hawaii.gov 
808-587-0787 

cc:  Barbara Yamashita, Jonas Yee, Jason Espero, Paula Doan, Ian Withy-Berry
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