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Preparing for 
Value-Based Care

Focus on patient needs and engagement are key 
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It’s so nice to have one person 
throughout your entire claim, 
who knows your story -- your personal story – 
and its impact on you throughout the process. 
It’s amazing to be treated like this.

Real People.  
A Real Foundation.

Angela Chien, MD
Obstetrics & Gynecology 
Kirkland, WA
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s directed by state legislation passed in 2014, and as a primary 
strategy, the Washington State Health Care Authority is well on its way 
to linking 90 percent of physician and other provider payments under 

state-financed health care programs to value-based care by the end of 2021. 
We know the point is to ensure shared accountability for patient well-being and 

total cost of care. And while moving toward paying for value is the goal, doing so 
in an impactful way can be challenging if you don’t have the right tools to manage 
risk. As noted by the HCA itself, getting there will require thoughtful, evidence-
based, collaborative management of physical, behavioral, and social determinants 
of health needs.

We also know that data analysis is an essential part of a value-based payment 
arrangement, offering physicians deeper understanding of their patients and all the 
interactions they’ve had with the health care system. Additionally, data are used to 
determine improvement on performance metrics. But if the data aren't accurate, 
you’re not going to get physician buy-in.

In our cover story (page 9), Sheila Rege, MD, notes there are good reasons for 
practices to proceed carefully. Inaccurate and incomplete data are the biggest 
challenges physicians face when entering into value-based payment contracts and that 
discourages them from taking on downside risk.

Robust patient data that tracks clinical quality, population health, and other 
metrics is key. While insurer data may be elusive, harnessing EHR data and using it to 
drive performance improvement is possible—and necessary. As Micah Thorp, DO, says, 
“You need to have a good idea of where you’re starting to gauge progress.” Rege agrees, 
saying, “Value-based and risk-based only works if you can provide data that shows you 
are improving outcomes and being more efficient.” 

With value-based care, we strive to the ultimate goal that achieves better care, 
better health, and lower costs. And as with many things in health care, the journey to 
that apex will not only be fraught with challenges and frustrations, it also will take 
time to get from here to there. 

Don’t miss the reporting we’ve done in these pages about how some of our 
members are working to get there and let me know how things are working for you. 

One thing we know: this is where health care delivery is headed. And as Secretary 
of Health & Human Services Alex Azar said in a 2018 speech on the transition to 

value-based care, “Change represents opportunity, and 
I exhort all of you to take advantage of the opportunities 
represented by what I've discussed today. Because I 
assure you: Change is possible, change is necessary, and 
change is coming."  

Change Is 
Coming

Jennifer Hanscom
WSMA Executive Director / CEO
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huddle
Touching base with need-to-know news for WSMA members

Works at: Recently retired after 17 years 
with Kaiser Permanente Olympia Medical 
Center, two years teaching, and 12 years in 
private practice.

Speciality: OB-GYN

Why WSMA: WSMA is the only 
professional organization that represents 
the interests and priorities of all 
physicians in Washington state. In this 
changing health care climate, having 
a voice is so important.  WSMA has 
expanded my knowledge and skills on 
advocacy and professional development, 
which I have put to good use.

Top concerns in medicine: Rising cost of 
overall health care (including labs, imaging 
tests, medications, facility fees); decrease 
in primary care physicians and specialists 
graduating, as well as uneven geographic 
distribution; lack of comprehensive 
mental health providers/programs in our 
communities; need for strong mentorship 
for graduating OB-GYNs. 

Why my specialty: I love my female 
patients from young to the very old.  
Each patient has a unique story and 
it’s an honor to be a part of their  
care team. Some of my patients are  
my best teachers.

Best advice:  Be thankful to everyone 
you encounter—not just your patients, 
but also the janitor, receptionist, lab tech, 
your supports, etc.

Honored: One of four recipients of 
WPMG's Lifetime Achievement Awards.

Recommended reading: “Mindset” by 
Carol Dweck: It provides insights on the 
“fixed” mindset and “growth” mindset 
and how to motivate individuals and 
groups to succeed. 

Dr. Iriye attends most of the 
WSMA's events, including 
the annual Leadership 
Development Conference, 
where the ice cream social 
is a popular festivity.

Member Profile 
Annie Iriye, MD, MPH

Having a voice is so important. 
WSMA has expanded my 

knowledge and skills on advocacy 
and professional development.”

“

NOV. 1 
Health benefit exchange open 
enrollment begins

NOV. 5 
General election

NOV. 15 
Washington End-of-Life Coalition 
Annual Meeting

NOV. 16-19 
AMA Interim Meeting 

DEC. 2-8 
National Influenza  
Vaccination Week

DEC. 15 
Exchange open enrollment ends

DEC. 31 
Your WSMA membership ends 
(Don’t forget to renew at wsma.org!)

For a calendar of WSMA,  
state specialty, and county  
medical society events, visit  
wsma.org/calendar.

Hold the Date 
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Newsmakers

 Albert Brady, MD, of Selah has received the Leonard 
Tow Humanism in Medicine Award from Pacific 
Northwest University’s College of Osteopathic Medicine. 
Dr. Brady is a retired internist and associate professor of 
internal medicine at the university. 

 Anthony Chen, MD, of Tacoma 
received the National Association 
of County and City Health Officials’ 
2019 National Advocate of the 
Year award for his efforts to build 
relationships with members of 
the U.S. Congress. Dr. Chen is the 
director of health for the Tacoma-
Pierce County Health Department.  

 Lauren Noll, MD, of Seattle and Shirou (Erin) Wu, MD, 
of Redmond have received the University of Washington 
Department of Medicine 2019 Medicine Resident and 
Intern Excellence in Teaching Award.

 John Thompson, MD, of Seattle 
has received the 2019 Marvin 
Turck Outstanding Teaching Award 
from the University of Washington 
Department of Medicine. Dr. 
Thompson is a medical oncologist 
and medical director of the Seattle 
Cancer Care Alliance Phase I Clinical 
Trials Program. 

 Gregory Carter, MD, of Centralia has received the 2019 
Outstanding Preceptor Award from MEDEX Northwest, 
the physician assistant education program. Dr. Carter 
is the chief medical officer at St. Luke’s Rehabilitation 
Institute in Spokane.

 Dawn DeWitt, MD, of Spokane 
and Laura Fralich, MD, of Hayden, 
Idaho have been appointed to the 
Spokane County Medical Society’s 
board of trustees. Dr. DeWitt is the 
associate dean of clinical education 
at Washington State University’s 
Elson S. Floyd College of Medicine 
in Spokane. Dr. Fralich is a family 

medicine and neuromuscular medicine physician 
practicing at Kaiser Permanente in Spokane.  

Dawn DeWitt, MD

Bureaucracy is the problem 
I read the latest WSMA Reports and laud the hard work 
you’ve done with multiple institutions to help reduce the 
inefficiencies of practice that drive burnout.   

But a huge elephant in the room is being ignored. What 
grossly reduces physicians’ time with patients are the 
demands by CMS and insurance companies that generate 
complexity and documentation volume. As a result, well-
trained physicians are unable to provide the care they want 
to give and patients are unhappy. Hence burnout.    

It’s time to return to providing the best care 
rather than acceding to every demand for additional 
bureaucracy. We need state medical associations 
and the American Medical Association to stand up to 
government and insurers to demand useful medical 
documentation. It’s time to unburden providers from 
meaningless administrative burden, prior authorizations, 
lab and X-ray requisitions, and prescription requests. We 
need leadership on a national scale to totally remodel 
documentation in a meaningful way. 

The work of getting labs before visits and the other 
projects mentioned in the article are wonderful but won’t 
rescue the practice of medicine and prevent burnout.   

Thanks for your efforts. Just do it!
—Richard Lynn MD, Port Townsend

Kudos on covering climate change
Thank you for the WSMA newsletter on climate change 
and health, a topic we can no longer ignore. Very much 
appreciated!

—Dinah Thyerlei, MD, Everett

Letters to the Editor

Share your thoughts by writing to 
the editors at editors@wsma.org.  
Be sure to include your name, address, and telephone 
number for verification. Letters are limited to less 
than 150 words and are subject to editing due to 
space limitations. Thank you!

What's on 
your mind?
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Practice News
273 codes added, 21 deleted, and 30 revised with the 
2020 release of ICD-10-CM. 2020 codes are used for 
dates of services occurring from Oct. 1, 2019 through  
Sept. 30, 2020. 

New disclosure requirements for physicians and other 
health care providers who have been sanctioned by a 
disciplining authority for sexual misconduct took effect  
on Oct. 1. Guidance from the WSMA is available at  
bit.ly/2ltKMrQ.

Nov. 1 is the new effective date for changes to the Health 
Care Authority’s Apple Health opioid clinical policy. New 
requirements include an attestation that chronic pain best 
practices are being followed when prescribing more than 
the acute policy limit within a 90-day period, and prior 
authorization on claims that exceed the 120 MME limit. 
Learn more at bit.ly/2YhWV5x. 

Ambulatory care practices have until Nov. 29 to enroll 
in AHRQ’s Safety Program for Improving Antibiotic Use. 
Earn continuing education credit and reduce unnecessary 
antibiotic use by participating in this free program. Learn 
more at bit.ly/2n6RODe.

For MIPS-eligible clinicians or groups, exception 
applications for the Promoting Interoperability performance 
category for 2019 are due by Dec. 31.

Frustrated by administrative or regulatory burden at your 
practice? The WSMA’s new policy department wants to 
hear from you. Call 206.441.9762 or email policy@wsma.
org with your feedback or request for assistance.

Don’t forget—transition to the new Medicare card ends  
Jan. 1, 2020. Learn more at cms.gov/Medicare/New-
Medicare-Card. 

For more practice support and news, visit wsma.org. 

And the  
Winners Are…

Our members are heroes every day in 
our book, and that’s why we created 
the newly minted “Apple Awards” to 
recognize recipients for the work they do, 
going above and beyond the call of duty 
in leadership, contributions, and service. 

WSMA President Tom Schaaf, 
MD, presented the 2019 Apple Award 
winners during the opening session of the 
Annual Meeting of the WSMA House of 
Delegates on Oct. 12. 

The recipients are:

Darryl Potyk, MD, received the 
President’s Unsung Hero Award, which 
recognizes the WSMA member who 
offers extraordinary service to the 
profession to make Washington state 
the best place to practice medicine 
and receive care. Dr. Potyk received 
the award in recognition of 25 years of 
leadership, teaching, patient care, and 
community contributions. 

Pierce County Project Access received the 
Community Unsung Hero Award, which 
recognizes community contributions to the 

health and wellness of our state’s citizens. 
PCPA received the award in recognition 
of its mission to provide donated care for 
patients in need in Pierce County. 

Matthew Grierson, MD, received the 
Early Career Member of the Year Award, 
which recognizes a WSMA member for 
their service to the early career members. 
Dr. Grierson received the award in honor 
of his work in mentoring, supporting, and 
encouraging our early career members.

Five WSMA members received the 
Grassroots Advocate Award, which 
recognizes their advocacy efforts and 
activities supporting WSMA legislative 
priorities. They include: Avanti Bergquist, 
MD; James Burkman, MD; Lucinda 
Grande, MD; Alan Melnick, MD; and 
Chelsea Unruh, MD.

To read more about the Apple Award 
winners, visit wsma.org.  

Darryl Potyk, MD (left), 
received the inaugural  
WSMA President's Unsung 
Hero award on Oct. 12.
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Vintage
 WSMA

After the end of 
World War I in late 
1918, the impact of 
care for returning 
veterans increased 
across Washington 
state, as elsewhere. 
Perhaps that’s why 
on the first day of the 
1919 Annual Session of 
the House of Delegates, 
WSMA President 
Dr. H.P. Marshall felt 
compelled to appoint 
a “Committee on 
Advisory Fee Bill for  
the War Risk Bureau.” 
The committee’s 
charge was to take up 
the question of fees with the Insurance Commission. By the second 
day of the meeting, Drs. S.W. Mowers, C.W. Sharples, and C.H. 
Thomson suggested a long list of “proper fees to be charged by the 
physicians of this state in the care of returned soldiers.” In terms of 
the cost of care 100 years ago, those were surely the good ol’ days. 

Overheard

If you think about 
it, playing the long 
game is just what 
we do at the WSMA. 
We are not only in 
the game; we’re in 
it for the long haul. 
That’s what makes 
us the largest 
medical association 
in the state."

—WSMA PRESIDENT BILL HIROTA, MD,  
IN A SPEECH TO THE  

WSMA HOUSE OF DELEGATES,  
OCT. 13, 2019

Medical Fees

Physical exam  
with urinalysis: 

Office calls: 

Residense [sic] &  
hospital calls: 

Minor operations: 

Tonsillectomy: 

Albee operation on spine: 

Assistant’s fees: 

Anesthesia: 

$5

$1.50

$2

$10

$35

$150

$5

$2
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fter 15 years at the helm 
of Physicians Insurance 
A Mutual Company—and 
a total of 37 years in the 

insurance industry—Mary-Lou Misrahy 
is retiring. As president and CEO of PI, 
her accomplishments include growing its 
membership to more than 8,500 insureds 

in five states, providing those clients with risk-
management consulting, continuing medical 
education, claims administration, and 
myriad services designed to increase patient 
safety, support the independent practice of 
medicine, and decrease care-team burnout. 

She joined PI in 2004, creating a 
climate of doing the right thing and giving 
back to the community. “We put together 
a really good team,” she says. “The board 
of directors showed courage to say, 
‘We believe in this company,’ and they 
supported everything that had to be done 
to rebuild and put us on a firm footing.”

Along the way, she’s demonstrated an 
innate ability to fix things and to develop 
and implement company strategies, in 
addition to earning a reputation as a 
compassionate leader. 

“Mary-Lou’s primary contribution to 
the medical-liability insurance industry 
is her real concern for the physicians and 
health care providers who work every day 
to help patients,” says Gloria H. Everett, 
president and CEO of The Mutual Risk 
Retention Group. 

WSMA CEO Jennifer Hanscom has 
seen that concern firsthand over the years 
of partnership between the WSMA and 
PI. “Mary-Lou’s top priorities are always 
what’s best for the well-being of physicians 
and patient safety,” she says. “Her big-
picture view of health care delivery, her 
integrity, and her creativity have made a 
big difference. We wish her well, even as 
much as we will miss her.”  
Note: This article was adapted from a longer tribute 
at phyins.com/MLMtribute. 

Mary-Lou 
Misrahy 
Her strong leadership  
leaves Physicians Insurance 
poised for the future.

Celebrating a Legacy

Mary-Lou Misrahy, CEO, 
Physicians Insurance
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The patient’s situation made 
maintaining hygiene difficult, and 
Dr. Rege worried it could cause her to 
develop skin infections during radiation. 
Plus, she had other chronic medical 
issues, including uncontrolled diabetes 
that once caused dangerously elevated 
blood pressure. Dr. Rege and her staff 
put systems in place to achieve the best 
outcome possible for the patient. They let 
her shower at the clinic and delivered food 
and warm clothing to the car she called 
home. They called her daily to remind her 
to take her medications. 

When the patient needed more help, 
Dr. Rege’s staff negotiated with a hotel to 
house her for the remainder of treatment. 
“There was a lot more time and care that 
we had to do for her,” Dr. Rege says. 

The patient is now doing well, a 
function of value-based care being 
applied across the clinic’s patient 
population, Dr. Rege says. 

“We really try and not highlight who 
is on a risk-based contract. We focus on 
keeping people out of the emergency 
room,” she says. “So, we’re going to accept 
a risk-based contract, but we’re really 
going to bring everyone else to that level.”

As public and private payers undergo 

a major transition to value-based care 
(VBC) models, Dr. Rege hopes physicians 
can continue to care for this type of 
vulnerable patient, and those with 
treatment challenges, without the patient 
or the practice getting short shrift. 

“All of us want to do better for our 
patients; everyone is trying to reduce 
what I call the hassle factor in medicine,” 
Dr. Rege says. “But as we’re going through 
these dramatic changes in how we pay for 
care, we have to make sure the vulnerable 
people, the people having a harder 
time either accessing care or tolerating 
treatment, don’t suffer. We also have to 
make sure incentives are aligned to allow 
physicians to care for them.”

A dramatic shift in focus
It seems like only a few years ago that 
VBC entered the lexicon of health care 
buzzwords. This reimbursement model 
rewards physicians for meeting agreed-
upon quality metrics. It can also penalize 
them when those metrics aren’t met. 

If you’ve been sitting on the fence 
about VBC, you may no longer have the 
option of waiting, says Micah Thorp, DO, 
a nephrologist and clinical researcher 
with Northwest Permanente. 

When a homeless cancer patient 
came to Northwest Cancer Clinic in 
Kennewick for radiotherapy, Sheila 
Rege, MD, a radiation oncologist 
and co-founder of the clinic, knew 
treatment would be challenging. 

Preparing for 
Value-Based Care
With the transition from a fee-for-service payment 
model, the state’s physicians are working to ensure the 
most vulnerable patients aren’t left out. BY RITA COLORITO
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“Value-based is going to be the primary 
form of payment in the not-too-distant 
future. It’s coming pretty fast and you’ve 
got to get ready for it,” says Dr. Thorp, who 
also serves as vice president of business 
strategy for Kaiser Permanente. 

At the state level, the Health Care 
Authority’s Healthier Washington 
initiative plans to drive 90 percent of 
state-financed health care—more than 
2 million people on Medicaid and those 
who receive public employee, state 

school employee, and retiree benefits—to 
value-based payment by 2021. At the 
federal level, the Centers for Medicare 
& Medicaid Services has rolled out eight 
value-based care models since 2018, 
with the triple aim of better care for 
individuals, better care for populations, 
and lower cost. 

The aim of VBC models is to allow 
physicians to concentrate on taking care 
of patients. “For value-based care to work, 
it’s important for providers to free up 

their PCPs. They can really drive savings 
in other areas,” says Mark Mantei, CEO 
of Vancouver Clinic. “This isn’t a model 
built on seeing 30 patients a day. This is a 
model that takes up more time, but we’re 
rewarded for that because your patients 
don’t end up in the ER or hospital.”

Vancouver Clinic began transitioning 
to VBC for its Medicare population six 
years ago, after realizing traditional 
Medicare was no longer sustainable. 
Earlier this year, it partnered with 
Humana to open a dedicated primary 
care clinic in Southwest Washington 
designed to serve Medicare Advantage 
beneficiaries and those on Dual Eligible 
Special Needs Plan (those who qualify 
for both Medicare and Medicaid); it also 
accepts commercial insurance. 

The clinic’s integrated care team 
includes doctors, nurses, nutritionists, 
and health coaches. Representatives 
from both Humana and the Agency on 
Aging and Disabilities of Southwest 
Washington hold office hours several 
days a week to help patients navigate 
their benefits and manage outside 
factors that affect health outcomes, 
such as housing, transportation, mental 
health, and home care. 

Despite a 40 percent higher-than-
average risk adjustment factor for the 
clinic’s Medicare population, it’s had some 
amazing successes already that speak to 
the power of value-based care, Mantei 
says. “We saw patients that were in the 
hospital 16 times last year before that 
clinic was implemented. And since then, 
they’ve only been in the hospital once.”

Despite challenges, smaller practices 
and specialties can benefit
Dr. Thorp oversees contracting with 
external providers in areas where Kaiser 
Permanente lacks a local specialty 
presence. These physician groups 
often struggle with transitioning from 
an efficiency mindset to a utilization 
mindset, the latter of which is central to 
value-based care, he says. 

“Fee-for-service drives great 
efficiency. It also does terrible things to 
utilization,” he says. “The value-based 
model basically says, ‘Let’s treat people 
with what they actually need’ rather than 
just treating them with a lot of stuff they 
don’t need, but doing it very efficiently.”

Having enough high-quality baseline 
data is another issue physicians struggle 

Tips on Transitioning to Value-Based Care
FOCUS ON MEDICARE. Through Medicare Advantage plans, Medicare beneficiaries 
have a built-in structure that aligns with value-based care, says Mark Mantei, 
CEO of Vancouver Clinic. That’s where they’ve seen the most success with VBC. 
Currently, 65 percent of Vancouver Clinic’s Medicare population—more than 14,000 
patients—is enrolled in a Medicare Advantage plan with one of three insurers.

ONLY TAKE RISKS FOR THINGS YOU CAN CONTROL. The real benefit of value-
based contracting comes from risk sharing, says Micah Thorp, DO, vice president 
of business strategy for Kaiser Permanente. Too often, groups try to take risks 
for things they have no ability to control, and that’s not healthy for anyone, he 
says. While larger hospitals or physician groups can more easily handle the risk 
associated with total-based care contracts, where they receive a lump-sum payment 
for overall care, smaller, specialty clinics do better by focusing on episodic value-
based proposals, payments based just on that one specialty. “Smaller practices can’t 
take that hit if someone has a heart attack while they’re having, for example, knee 
surgery,” he says. 

UNDERSTAND THE DRIVERS OF RISK. For the risks you are measuring, it’s also 
critical to know what drivers can influence those risks, so you can adjust the 
payments or the modeling as the population changes. “The biggest driver of risk is 
probably age, which one can see in the premium costs of older patients. If a group 
has a disproportionately old population, they are going to need to make sure that 
they aren’t benchmarked against a younger population of patients,” says Dr. Thorp. 
“Most of the time populations are ‘risk adjusted,’ but sometimes inappropriately. 
Physicians need to understand what is included in risk adjustment and what is not.”

HAVE ADEQUATE MEASUREMENT SYSTEMS IN PLACE. VBC contracts contain 
agreed-upon metrics your practice will have to meet to qualify for bonuses. “If you’re 
relying on an insurer or another company to measure your outcomes and risks, you 
need a verification system in place,” Dr. Thorp says.

EDUCATING THE PUBLIC IS KEY. Vancouver Clinic partnered with insurance 
providers and brokers to educate seniors on Medicare Advantage plans. “There’s a 
lot of education that needs to go on about choice,” Mantei says. “These plans are all 
configured differently, and the brokers can help patients figure out which one will 
cover them best, often at no additional cost.”

INVESTMENT IS NECESSARY. VBC models often require investments of time and 
physical resources. To earn quality and financial performance bonuses, Vancouver 
Clinic invests in programs proven to keep people out of the hospital. For congestive 
heart failure patients, for example, a nurse might make house calls or buy them 
a digital scale. “We’ll make that investment of time and effort because if patients 
know they are gaining weight because they’re retaining fluids, we can get them in to 
see their doctor instead of sending them to the ER,” Mantei says. “It’s a small thing 
that makes a big difference.”

PARTNER WITH PAs. Physician assistants were created in the image of the medical 
profession, and, like MDs and DOs, are trained in clinical diseased-based medicine, 
making them well-suited to work collaboratively with physicians, says Eileen Ravella, 
PA-C, and president of the Washington Academy of Physician Assistants. "When 
viewing how best to identify patient population risks for value-based care, PAs 
are uniquely aligned with our physician providers to essentially speak the same 
language and provide a financially effective resource for our physician partners.”
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with in negotiating and implementing 
VBC contracts, Dr. Thorp says. “You 
need to have a good idea of where you are 
starting from to gauge progress,” he says, 
adding that electronic medical records 
can provide a wealth of information to 
track clinical quality, population data, 
and other metrics. Robust patient data, he 
says, also safeguards against a common 
criticism of VBC—that physicians will 
take a lump-sum payment and withhold 
services to meet metrics. 

To position her practice to best 
take advantage of VBC models, Dr. 
Rege entered into a joint venture and 
management contract with 21st Century 
Oncology, a large national physician-
owned oncology group.  

“Value-based and risk-based only 
work if you can provide data that shows 
you are improving outcomes and being 
more efficient,” which is something 
Dr. Rege says her clinic lacked. It made 
sense to partner with 21st Century 
Oncology, she says, because they have 
experience managing risk-based 
contracts and could provide the 
necessary investments to train her 
team and conduct financial reporting. 

To better serve patients, it’s 
important to be able to access a 

patient’s health records in a HIPAA-
compliant manner in and outside 
the office, says Dr. Rege. Northwest 
Cancer Clinic also benefited from 21st 
Century’s more advanced medical 
records capabilities. “We were on the 
same system, but they were able to beef 
it up,” she says. “[And] they already had 
an existing contract with an electronic 
medical record provider to generate all 
those reports that would be needed by 
the insurance companies.”

Risk adjustment is another major 
concern when transitioning to a capitated 
payment system. It’s even more so with 
cancer treatment, says Dr. Rege. 

“We don’t know what causes someone 
to do great with cancer treatment and 
what causes some people to end up in the 
ICU,” she says. “In a value-based system, 
we have to figure out a way that sicker 
patients aren’t left out. And so far, no 
insurance company knows who’s going to 
do okay on treatment and who is going to 
have trouble.”

Northwest Cancer Clinic’s VBC 
contracting has flexibility to account 
for that uncertainty, Dr. Rege says. The 
corporate office of 21st Century Oncology 
acts as a “shadow team,” she says, that 
helps her staff assist patients who are 
struggling with treatment by acting as an 
intermediary with insurers. 

She warns physicians and practices 
against entering into VBC systems with 
rigid metrics. “If a patient is an outlier, 
it’s important to have the flexibility with 
insurance providers to discuss next steps,” 
she says. An open dialogue with insurers 
allows Dr. Rege to manage costs while 
providing patients the best care possible. 

As Medicare is driving the larger 
health care space toward VBC, Dr. 

Rege expects it to drive oncology 
reimbursement as well. For now, 
Northwest Cancer Clinic’s VBC 
contracts are in the commercial 
insurance space. Medicare oncology 
care model (OCM) pilot projects are 
only a few years old. “While quality and 
cost performance results across OCM 
practices continue to improve, only 
33 percent of practices have earned a 
performance-based payment so far,” Dr. 
Rege says. As these models evolve, she 
remains hopeful Medicare and Medicaid 
will keep the health of both the patient 
and the physician practice in mind.

Despite some of the challenges faced 
by smaller clinics, Dr. Thorp says he’s 
seen some of the biggest benefits of VBC 
among smaller physician practices. 
“You’re getting a guaranteed per-patient, 
per-month money. It can stabilize cash 
flow,” he says.

One of the biggest rewards for 
Northwest Cancer Clinic’s VBC 
contracting has been eliminating 
prior authorization for evidence-based 
treatment, a huge time saver for both 
physicians and patients, Dr. Rege says. The 
clinic receives capitated payments specific 
to each cancer type, with care decisions 
following established clinical guidelines. 

“You have to reduce the cost for the 
practice in some way,” Dr. Rege says. 
“If a bunch of your staff is doing prior 
authorizations and documentation, 
that’s time the staff could’ve spent on the 
patient. So when a patient comes in, we 
can say, ‘This is what you need.’ If they 
say, ‘Can we start now?’, we can say, ‘Yes, 
we can.’ ” 

Rita Colorito is a freelance journalist who 
specializes in writing about health care.Sheila Rege, MD Micah Thorpe, DO

Quoted

“Value-based is going to be the 
primary form of payment in 
the not-too-distant future. It’s 
coming pretty fast and you’ve 
got to get ready for it.” 

—MICAH THORPE, DO
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Independent practices face daily 
challenges to stay open.
BY PAT CURRY 

Cognitive 
Dissonance

For 10 years, Carl Berliner, MD, has been a solo family 
practitioner. He runs his practice out of a renovated house in 
Mt. Vernon, a community of 30,000 known for its annual tulip 
festival. His patients range in age from two days old to their late 
90s. It brings him great joy, he says, to have delivered a third of 
them, many of whom call him “Dr. B.” 

Being a solo practitioner gives him what he calls “agency,” 
the ability to control his day and his practice. A lot of physicians 
traded agency for better pay “and now they wish they hadn’t,” 
he says. 

“It’s just enormous, that ability to make extra time in your 
schedule and treat patients the way you think you should.  … 

I always have this joke that I’m the last happy 
doctor in Washington. I live frugally enough 
that I weather these insanities. ‘Cognitive 
dissonance’ is the term I use.” 

The dissonance comes from trying to make 
enough money to keep the doors open.

“I don’t like to talk about finances, but we are 
a business and have to pay bills and pay staff,” he 
says. “We say we want healthy families, then make 
that almost impossible to happen. … Keeping up 
with the rules and fighting over every $14 charge 
is very discouraging. In the execution, you feel 
like you’ve been run over by a tractor.” 

And then there are the day-in and day-out 
challenges in getting approval from insurers 
to perform even the most standard levels of 
medical care. 

“Prior authorization is an enormous time 
suck,” he says, “and it’s a reason why so many 
[physicians] are demoralized. At the end of 
the day, I don’t leave with a smile because 
for six of the drugs I prescribed, I needed to 
click another radio button. I had a pregnant 
woman I prescribed prenatal vitamins for 
and the insurance company required prior 
authorization. On the form, I wrote, ‘You are the 
worst insurance company ever.’ ”

Difficult decisions with few options
Without relief, some physicians have found that 
they have no choice but to shut down and go 
on someone else’s payroll. In August, Cascade 
Family Medical Clinic in Centralia closed after 
more than 40 years. 

Eric DeMun, MD, and Christopher Yarter, 
MD, posted on the clinic’s website that the 
practice was “one of a shrinking group of 
small, independent primary care clinics that 
is suffering from increasing administrative 
burdens, rising costs of health care delivery, and 
a reimbursement system that has not kept pace 
with these costs. We have been unable to recruit 
physicians to partner with us in the face of these 
changes and have been unsuccessful in finding 
larger companies willing to buy the practice and 
keep it open.”

Many physicians in small practices in 
Washington state face the same kind of gut-
wrenching decisions. Eric Frankenfeld, MD, 
FACE, FACP, is an endocrinologist in solo 
practice in Bellingham, a physician-shortage 
area. This summer, he sweated out a lease 
renewal; the rent increase would determine if 
he stayed in business or retired. He negotiated a 
two-year lease instead of five years, enough for 
him to decide to keep at it a bit longer.

He’s been aware for 25 years that it was “no 
way to make money,” he says. 
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“I thought it was me, that I’m not 
enough of a hustler, not in a busy-enough 
practice, whatever,” he says. “Then I 
talked to other colleagues over the years 
and found out they were doing worse 
than I was. You need a gimmick if you’re 
going to make money in medicine. The 
gimmick is you perform a nice expensive 
procedure like endoscopy. Internists 
in general, and nonprocedural sub-
specialists without a gimmick, need to get 
themselves employed.”

At 66, Dr. Frankenfeld says that as long 
as he can break even, fund his pension 
and his staff’s pensions, he will continue 
to practice. He is ready to retire, though, 
from his second career as a hospitalist, 
which he has done half-time for 10 years. 

The burden of fees and taxes
Working both as a solo practitioner and 
as a health system employee has been 
an eye-opener, he says, especially when 
it comes to state fees and taxes. With 
the state eyeing drastically increasing 
physician licensing fees, Dr. Frankenfeld 
wondered if it might be time for him 
to think about closing the doors on his 
private practice.

“This may be what does it for me,” 
he says. “My reimbursements certainly 
haven’t doubled in the last few years. How 
does a license become that valuable to me?” 

He says the “biggest burr in my 
saddle” is the business and occupation, or 
B&O, tax. 

“I think that is the most unfriendly 
thing to small businesses,” he says.  

The B&O tax, which is applied on 
a business’ gross revenues, has been 
a long-standing point of contention 
for independent physicians, says Sean 
Graham, WSMA’s director of government 
affairs. A bill passed last year added a 20 
percent surcharge on certain industries 
with a significant number of highly 
educated workers, with the additional 
revenue going to higher education.

The fiscal impact of the tax increase 
on the physician community over the 
next two years is estimated at about $50 
million, Graham says. Hospital systems 
were exempted from the tax surcharge 
as they are classified separately for the 
purposes of B&O. 

WSMA strenuously opposes the 
B&O tax on all segments of health care 
and “vehemently” fought the surcharge, 
Graham says. Repealing the tax on 
physicians will be the “A-1 priority of 
WSMA for the 2020 legislative session,” 
he says. 

“It’s simply a wrongheaded tax 
increase on a couple of levels, among 
them that it further increases the cost 
of health care,” he says. “And it puts 
independent practices at a competitive 

disadvantage, jeopardizing access to care 
for patients in many communities.”

The WSMA will be rolling out a 
broad advocacy campaign on repealing 
or ameliorating the B&O tax in the next 
legislative session and will be asking our 
physician members for their help. 

“We’ll be working to raise awareness 
of the impact of the surcharge on 
patients and physicians, as well as to get 
physicians directly connected to their 
legislators,” he said.

Mark T. Anderson, MD, a founding 
member of the independent Mill Creek 
Family Practice in Mill Creek, is one of 
the physicians who has volunteered to 
share his concerns with elected officials. 
His practice is “still doing OK,” but faced 
with lower reimbursements, burdensome 
documentation and preauthorization 
requirements, and the B&O tax increase, 
it’s getting harder and harder to compete 
against hospital-based primary care clinics.   

“We are one of the very few 
independent family practice clinics left,” 
Dr. Anderson says. “We would like to 
continue to practice independently.”  

Pat Curry is WSMA Reports’ senior editor.

Carl Berliner, MD

Mark T. Anderson, 
MD

Eric Frankenfield, 
MD

Sean Graham

Quoted

Helping Physicians with Practice and Policy Concerns
WSMA’s new policy department can assist members with practice and policy 
concerns, including administrative and regulatory burdens. Members have access to 
policy experts who can provide information and guidance on the latest health care 
policies and proposals, such as:

• New state legislation eliminating the personal and philosophical  
  exemption for the MMR vaccine. 
• The state’s prescription monitoring program.
• Medical record retention.
• Medicare’s Merit-based Incentive Payment System. 

The information members provide to the policy team helps determine WSMA’s 
state and federal policy agendas. Jeb Shepard, WSMA’s director of policy, notes that 
over the summer, the WSMA started hearing from members who were waiting on 
licensure applications to be approved by the Washington Medical Commission, with 
some physicians being sidelined for several months. 

“We brought the issue to the Medical Commission and we’re working with them to 
improve their licensing process. At the same time, we were able to flag the outstanding 
applications brought to our attention by WSMA members and get those approved so 
that physicians and physician assistants could begin providing care in our communities. 

“It’s vital we hear from WSMA members about the pain points they are experiencing. 
If we don’t hear from you, we don’t know and can’t get to work on your behalf.” 

To contact the WSMA policy team, call 206.441.9762 or email policy@wsma.org.

13November/December 2019 wsma.org



IIn the delivery of high-quality medical 
care, few challenges are more frustrating 
for physicians than dealing with an upset 
or dissatisfied patient. Moreover, this 
can lead to a breakdown in the physician-
patient relationship, resulting in mistrust, 
poor communication, and perhaps even a 
malpractice claim. 

Several surveys conclude that patient 
dissatisfaction commonly stems from 
perceptions that they are being rushed through 
the office visit, that their concerns are not being 
addressed, and that the physician has little 
interest in their problems. Another common 
source of dissatisfaction is lack of information 
regarding treatment, tests, or prognosis. 

This feeling of being “unimportant” or 
“discounted” is often exacerbated by a long 
wait in the reception area, followed by a long 
wait in the examination room before seeing the 
physician. In addition, patients often report 
that staff rudeness and “billing issues” have 
been the catalysts for an unpleasant exchange. 

Other patients may become difficult because 
of overwhelming fear, high stress, confusion, 
unrealistic expectations, or depression. The 
manner in which you initially respond to a 
patient’s concerns will have a great impact on 
the ultimate outcome of the situation. 

p h ys i ci a ns  i nsur a nce

Patience, empathy, and 
follow-through are key to 
resolving issues.
FROM PHYSICIANS INSURANCE

Responding to 
the Dissatisfied 
Patient 
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Regardless of the merit of the accusations, 
the techniques you employ are the same. Here 
are several time-tested strategies for working 
with a dissatisfied patient: 

• Remain calm in tone and posture:
An angry patient will tend to mirror your 
demeanor. Be objective; do not take the 
anger personally. Expressing an angry 
or defensive tone will effectively end the 
communication.  

• Listen, listen, listen: It is very important 
that you try to identify the real issue that is 
frustrating your patient. Careful listening 
involves the use of appropriate body 
language: nodding, maintaining eye contact, 
and sitting at the same level as the patient 
demonstrate a caring attitude and help 
defuse anger. 

• Be patient: Avoid interruptions and do not 
tell the patient to “get to the point.”  

• Paraphrase: Paraphrase the patient’s
statements to confirm you understand. 
Periodically repeat back what you have heard 
until you are satisfied the patient is finished.

• Confirm and validate: You can validate the 
patient’s feeling without admitting 
wrongdoing or agreeing with the patient. 
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Statements such as “You sound 
upset about the slow healing of 
your infection” communicate your 
understanding. If it is clear the patient 
has a valid concern, acknowledge it.  

• Be honest: Tell the patient exactly 
what options are available, what you can 
do, and, importantly, what you cannot 
or will not do. If another member of 
your practice needs to be involved in 
a decision, let the patient know that 
you need to consult with that person 
before providing an answer. 

• Follow through: Do not forget 
promises you have made. The patient 
will not forget. If you agree to action, 
take it.

When issues arise, it is important to 
have a candid dialogue with the patient 
to better understand the source of their 
dissatisfaction. For consistency, it may be 
beneficial to establish a point person to 
ensure cohesive communication. If the 
patient’s behavior becomes inappropriate, 
it may be necessary to establish clear 

behavioral standards that will be expected 
during future interactions. 

The designated point person should 
meet with the patient and explain 
the practice’s expectations. Here are 
guidelines for the meeting: 

• Clearly identify the inappropriate 
    behavior or actions. Explain why the      
    behavior is not acceptable. 

• Listen carefully to the patient’s 
    response to identify any unresolved  
    or previously unidentified issues. 

• Describe and document your 
    expectations of the patient. Also      
    document the patient’s acceptance or  
    rejection of your expectations. 

• Communicate these expectations to  
    the staff so that everyone is on the  
    same page regarding this patient. 

• Consider using a “patient contract”  
    or “patient-care agreement” that  
    identifies the consequences—such  
    as termination of care—for breaching  
    the terms.  
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Laying the 
Groundwork for 

Good Patient 
Experiences

Clarify your office’s policies and 
expectations at the beginning of 

the physician-patient relationship, 
using a brochure, for example. Inform 
patients about the services you offer, 
your hours of operation, and contact 
information. Include your policies on 
no-shows and tardiness, after-hours 
care, prescription refills, billing, and 
patient rights and responsibilities. 

A brief biography of the professional 
staff, in a patient brochure or on 
your website, creates an instant 
familiarity that reduces patient 
anxiety and helps build rapport. 

Allow additional time for a new patient 
during their first visit; with more time, 

you can familiarize the patient with your 
practice and answer any questions. 

Be sure your staff fully understands 
your office policies, expectations, 

and protocols. The time you invest in 
dealing with these issues will provide 

many rewards, including office 
harmony and happier patients.
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Payment based on value-based care is “coming 
pretty fast and you’ve got to get ready for it,” as  
Dr. Micah Thorp says in this month’s cover feature. 
And while numbers for commercial insurers 
are harder to come by, generally speaking, where 
Medicare leads, others will soon follow. 

by  t h e  nu m b er s

On the Path to  
Value-Based Care 

Sources: 1. Washington State Health Care Authority (hca.wa.gov/assets/
program/2018-vbp-survey-analysis-public.pdf); 2. Centers for Medicare & Medicaid 
Services (cms.gov/blog/quality-payment-program-releases-2017-physician-
compare-data-and-sees-increases-clinician).
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Percentage of Apple Health (Medicaid) 
payments made in value-based arrangements1.

# of clinicians participating in Medicare 
Advanced Alternative Payment Models (APMs) 

in 2018 (up from 99k in 2017)2.

Percentage of Medicare payments made in 
value-based arrangements1.

# of clinicians participating in  
Medicare MIPS through APMs in 2018 

(compared to 341k in 2017)2.

Percentage of eligible clinicians participating in 
MIPS in 2018.
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Physicians must stop accepting inequitable care as 
inevitable and start organizing to bring it to an end.  

BY DANIEL LOW, MD

Do No Harm thus, acceptable. This convention of normalcy must 
stop. Patients deserve health care providers who 
advocate for their best interests.

What might this look like? It means taking 
responsibility as physicians to not just organize 
to benefit ourselves financially—which has been 
the historic norm (e.g., the American Medical 
Association’s partnership with the Sunbeam 
Corporation, the American Heart Association’s 
exploitation of its heart logo for profit over health, 
the American Academy of Family Physicians’ 
collaboration with Coca-Cola, etc.)—but rather to 
organize for our patients. Specifically, this would 
mean formally supporting campaigns targeting 
health inequities. 

Fortunately, we don’t have to look far for obvious 
opportunities. Study after study over the last 30 
years has shown that income inequality drives poor 
health outcomes and may be one of the central 
causes of poor health in the United States. In 
Washington state, this is perpetuated by regressive 
tax systems—Washington ranks last in the country in 
disproportionately burdening low-income earners—
helping guarantee the poor stay poor and continue 
enduring harm that we, as physicians, claim we will 
not do. We can instead follow the lead of groups like 
Washington Physicians for Social Responsibility, 
which advocates for cleaning up our tax code and 
enacting a capital gains tax. 

As we discuss value-based care, we too often 
excuse rising health care costs as unrelated to our 
individual responsibility because physician salaries 
are not the cause for increasing costs. But such 
claims, while true, are red herrings. They distract us 
from the reality that increasing economic inequality 
is arguably the central force driving poor health 
outcomes in our communities, and economic 
inequality is something we can address. 

Continuing business as usual—or trying to 
incrementally alter payment models in value-based 
care without addressing the structural violence 
enacted by our tax system—is a formula to ensure we 
continue harming disenfranchised individuals and 
communities. Ultimately, if our value is to do no harm, 
we must attack a system that guarantees unequal care 
to those who are different. We must organize, and we 
must support the redistribution of resources, putting 
our own pocketbooks on the table.  

This opinion piece was submitted by Daniel Low, MD, a family 
medicine resident physician at Swedish Cherry Hill in Seattle and 
an alternate delegate from King County Medical Society to the 
WSMA House of Delegates.

In the midst of ever-increasing health care 
costs, we are obligated to think about and practice 
value-based care. What sadly is too often lost in this 
conversation, however, is the definition of “value.” 
What are our values? 

As physicians, we have all proclaimed via 
the Hippocratic Oath that we will “first, do no 
harm.” Yet, current data seems to suggest that this 
theoretically unifying value reflects more of a distant 
ideal than a guiding principle. 

By now, it is well known that black patients 
are less likely to be treated for pain in emergency 
departments, women are less likely to be treated 
for heart disease, immigrants are less likely to 
receive care, and those who are economically 
disadvantaged are more likely to suffer early 
morbidity and mortality. 

While acknowledged as unfortunate, these 
disparities are generally viewed as inevitable, and 

Patients deserve 
health care 

providers who 
advocate for their 

best interests.
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We’re stronger together. 
Renew your WSMA membership now!

STAY WITH US

RENEW TODAY!
wsma.org/renew  

or by phone at 206.441.9762.

Questions? Email membership@wsma.org 
for personal assistance.


