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• “Creating High-Quality Results and Outcomes Necessary to 
Improve Chronic (CHRONIC) Care Act” of 2017 (S. 870)

crafted in open, 
bipartisan process in Senate; passed unanimously out of 
Finance Committee in May 

Above: Senators Ron Wyden (D-OR, left) and Orrin
Hatch (R-UT), ranking member and chair,

Senate Finance Committee





*As  described in his Senate confirmation hearings, January 2017, and subsequent speeches







actual savings are 

probably being underestimated

• Savings are growing with longer program participation







 Specific focus on creation of
new Physician-Focused Payment 
Models and new process for
approving these models



“MIPS APM” =
Payment model  
created by CMS
for participants in 
Medicare Shared
Savings Model Program
ACOs that do 
not currently accept
downside risk. 



Medicare Shared Savings Program ACO’s  – tracks 2 and 3

Next Generation ACO Model



Source: Deloitte-NEHI report at https://www2.deloitte.com/us/en/pages/life-sciences-and-health-care/articles/macra.html





• Value over volume

• Improve quality at no additional cost, maintain quality while decreasing cost, or both

• Encouragement of greater integration and care coordination across practitioners and settings

health of population served, while also supporting the needs and 
preferences of individual patients

patient safety 





important incentives for providers to be in these models 

• “These initiatives are complex and can require careful analysis to avoid unwanted 

consequences.” 

• Source: Kunkel C et al, Milliman White Paper, “MACRA and Medicare Advantage Plans: Synergies and potential opportunities,” February 2017. 





similar to Czech Republic for men, Croatia and Mexico for 

women

• US has highest child and maternal mortality

Source: Kontis V et al, “Future Life Expectancies in 30 Industrialised Countries: Projections with a Bayesian Model 
Ensemble,.” The Lancet, published online, Feb. 21, 2017



Source: Anne Case and Angus Deaton, “Mortality and Morbidity in the 21st Century,” Brookings Panel on Economic Activity, May 1, 2017 



What drives overall health status?
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Source: www.countyhealthrankings.org



Social determinants of health 



Influencing Health 



US Imbalance In Health Care 
Vs. Social Services Spending 



Kaiser Permanente Southern California Region: 

Starting by Asking People About Social Needs

Nirav Shah, MD, Senior Vice
President and Chief of Clinical 
Operations for Kaiser
Permanente Southern California
region



Accountable Health Communities 

• New Center for Medicare and Medicaid Innovation model

• $157 million over five years to address “critical gap 

between clinical care and community services in the 

current delivery system” 

• Universal, comprehensive screening for health related 

social needs of community-dwelling Medicare and 

Medicaid beneficiaries

• Needs included housing instability or quality, utilities, food 

insecurity, transportation beyond medical transportation, 

interpersonal violence



Accountable Health Communities 

• 32 cooperative agreements signed : 

 Assistance Track: Provide community service 

navigation services to assist high-risk beneficiaries 

with accessing services

 Alignment Track: Encourage partner alignment to 

ensure that community services are available and 

responsive to the needs of beneficiaries



The Model: Hennepin Health 

• Medicaid demonstration project serving more than 10,500 in 

Minneapolis

• Capitated model

• Integrates safety net health care providers, behavioral health, social 

services and public health – all at risk in shared savings arrangement

• Links patients with vocational training and housing support; avoiding 

one day of hospitalization = one month’s housing cost 

• Early results show decreased ED utilization, inpatient admissions, 

higher rates of optimal care 

Source: R Tiperni et al, “Accountable Communities for Health: Moving from Providing Accountable Care
To Creating Health,” Annals of Family Medicine, vol. 13, no. 4, 367-369.

Above: Behavioral health nurse care 
Coordinator Amber Morgan works with a patient at 
Hennepin County Mental Health Center



Implications for patient populations 

and care delivery

• Lots of chronically ill and disabled people ages 55 and older

• Tens of millions whose care will be managed outside of 

hospitals and nursing homes for cost and convenience reasons  -

- and probably by teams of care providers

• Opportunity – and obligation - for larger role of health system in 

prevention and focus on community/population  health 

• What types of health care organizations are best suited to 

deliver on these goals?  How will they be paid?

• What is the optimal financing, management structure, and 

work force composition of these organizations?  







The End


