
Utilization and 

Choosing Wisely

Tom Evans, MD

TCPi 2018 Learning Community 



Provider

Payment

Care 

Delivery

Information

Distribution

Delivery System Reform Requires Focus

Help!!



TCPi: 5 Phases of Transformation

Source: CMS TCPI PTN Information Webinar, 
November 20, 2014.

3





How It Began……

• In 2010, Howard Brody, MD, published Medicine’s Ethical 
Responsibility for Health Care Reform – The Top Five List in NEJM

– Challenged specialty societies to identify five tests/treatments 
that were overused and provided no meaningful benefit to 
patients

– Internal Medicine was the first to respond, followed shortly by 
FM and Pediatrics

• There are now more than 80 societies that comprise just 
over one million clinicians that are now part of Choosing 
Wisely

• Furthermore, 19 other countries have started their own 
Choosing Wisely campaign 



Scope of the Problem

• In 2017, a survey sponsored by the ABIM Foundation found:

– 75% of U.S. Physicians reported the frequency with which 
physicians order unnecessary tests is a “serious problem” for 
America’s healthcare system

– 69% reported physicians ordered these tests at least once 
weekly

• Over $750B annually spent in unnecessary care in U.S.

– $395B estimated due to physician-driven waste

– Unnecessary labs, imaging studies, and chasing incidental 
findings of uncertain clinical significance 



• ABIM survey found that physicians exposed to Choosing 

Wisely campaign were: 

– less likely to order unnecessary tests – nearly 1/3 reduction, 

or 59% to 43%

• Another study found that while overall awareness was 

only 40%, those who were aware were, “significantly 

more likely to report reducing the number of 

unnecessary tests or procedures in the last 12 months”



Benefits of Choosing Wisely

• Evidence-based recommendations

• Avoids potentially unnecessary testing

– Decreases likelihood of identifying findings of doubtful or no 

clinical significance

– Avoids risk of complications of invasive procedures, medications

– Avoids unnecessary (and sometimes prolonged) surveillance 

• Reduces costs: physical, emotional and financial

• This is, quite simply, better medicine



Some Examples of CW 
Recommendations

• Society of General Internal Medicine (5)

• American Academy of Family Physicians (15)

• American Academy of Pediatrics (10)



Society of General Internal 
Medicine

• DO NOT recommend daily home glucose testing in Type II diabetics 

on oral medications

• DO NOT perform routine general physicals and lab testing in 

asymptomatic adults with no chronic medical conditions or health 

concerns

• DO NOT perform routine preoperative testing before low risk 

procedures

• DO NOT recommend cancer screening in patients with life 

expectancy less than 10 years



American Academy of Family 
Physicians

• DO NOT prescribe antibiotics for mild to moderate sinus infections 
unless symptoms last for at least 7 days, or worsen after initial 
improvement

• DO NOT prescribe antibiotics for otitis media in children between 
ages 2-12 where observation is an option

• DO NOT require a pelvic exam or other exam in order to prescribe 
oral contraceptives

• DO NOT routinely screen for prostate cancer using PSA or DRE

• DO NOT screen adolescents for scoliosis



American Academy of 
Pediatrics

• Neuroimaging is unnecessary in a child with a simple 
febrile seizure

• CT scans are not necessary in the immediate evaluation of 
minor head injuries (use PECARN criteria)

• Cough and cold medicines should not be prescribed or 
recommended for children under four years of age.

• Antibiotics should not be used for apparent viral respiratory 
illnesses (sinusitis, pharyngitis, bronchitis, bronchiolitis) 



The “Iowa Five”

• DO NOT image the spine in patients with nonspecific low back pain, 
and do not image the spine for low back pain within first 6 weeks 
unless “red flags” present

• DO NOT image the brain for uncomplicated headaches

• DO NOT image the brain in the evaluation of syncope if the 
neurologic exam is normal

• Avoid unnecessary use of head CT/MRI in the evaluation of minor 
head injuries

• DO NOT order sinus CT or indiscriminately order antibiotics for 
uncomplicated for uncomplicated rhinosinusitis



Compass PTN 
Utilization Measures

• DO NOT image the spine in patients with nonspecific low back 
pain, and do not image the spine for low back pain within first 6 
weeks unless “red flags” present

• DO NOT prescribe antibiotics for mild to moderate sinus 
infections unless symptoms last for at least 7 days, or worsen 
after initial improvement

AND

• Employ techniques to avoid ED Utilization
(Cases avoided through the “Call me First” Campaign
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Objectives

• Discuss TCPi and next steps for clinicians and 

practices

• Recognize how these collaborative programs will 

affect quality improvement and facilitate whole-

system transformation

• Explain the power of aims-based collaborative 
learning to achieve new levels of performance



Healthier People

Better Care
Smarter 

Spending

Three-part AimDelivery System Reform

The Triple Aim

National CommunityState
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Health Care and GDP





Medicare Shared Savings Program (MSSP)

Department of Health and Human Services (HHS) 
Secretary Azar said in March that program “results have 
been lackluster,” and Centers for Medicare & Medicaid 
Services (CMS) Administrator Seema Verma singled out 
one-sided risk ACOs for “increasing Medicare spending… 
encouraging consolidation in the market place, reducing 
competition and choice for our competition.” Verma 
concluded that “our system cannot afford to continue 
with models that are not producing results.”

What an Opportunity!

Health Affairs Blog, July 22, 2018 13

https://www.hhs.gov/about/leadership/secretary/speeches/2018-speeches/value-based-transformation-of-americas-healthcare-system.html?language=en
https://www.cms.gov/Newsroom/MediaReleaseDatabase/Fact-sheets/2018-Fact-sheets-items/2018-05-07.html
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PTNs Market Exemplars
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Compass PTN Definition of 

Exemplar Practices

• Phase Progression: Phase IV or V

• Provide a “Story Worth Emulating”

– Practice can demonstrate (articulate and display) on at 

least 2 of the 4 TCPi Service Delivery Aims

• (Outcomes, Utilization, Hospitalization, Tests and Procedures)

• Patient and Family Engagement (PFE)

– Reporting on at least 3 of the 6 PFE measures



A Story Worth Emulating

• Patient-centered Goal
– What was the envisioned purpose of change

• Intervention
– What did you do to change care

• Data
– What measures? How did you use to inform process?

• Results
– What happened?

• Patient-centered Impact
– How was care improved from the patient’s perspective?



On the Horizon…



“On the Horizon”                 

Take Home Points

• It’s really going to happen.  It can’t not happen.

• From “more is better” to “better is more”

• You can run, but you can’t hide. Data is the 

currency of improvement.  

• Run hard on this last lap…maximize the 

resources available (i2i, ICE, QIAs, etc.)

• Become an Exemplar 





Documentation Pearls for Surviving Payment for Performance
surviving value based medicine

Steve Adams, MCS, COC, CPC, CRC, CPMA, CPC-I, PCS, FCS, COA

email: steve.adams@inhealthps.com

web: thecodingeducator.com

../Hyperlink Openning.pptx


Payment for Performance

The goal of P4P is to improve quality and 
outcomes for patients. Reaching this goal 
is based on a set of changes in the way a 

patient receives care and the way 
providers quantify that care back to the 
plan via reporting, validating and coding 

of services.



Discussion Points

1. Quality Payment Program (QPP)

2. Accountable Care Organizations (ACO)

3. Clinically Integrated Network (CIN)

4. Bundled Payment Models (BPM)

5. Risk Adjustment Models (HCC and RAF)



QPP



Quality Payment Program (QPP)

CMS rewards high value, high quality Medicare clinicians 
with payment increases - while at the same time reducing 
payments to those clinicians who aren’t meeting 
performance standards.



Merit-Based Incentive Payment System (MIPS)

MIPS combines parts of the Physician Quality Reporting 
System (PQRS), the Value Modifier (VM or Value-based 
Payment Modifier), and the Medicare Electronic Health 
Record (EHR) incentive program into one single program:

1. Quality

2. Cost

3. Promoting Interoperability

4. Advancing Care Information





Clinicians have two tracks to choose 
from in the Quality Payment Program 
based on their practice size, specialty, 
location, or patient population:

1. Merit-based Incentive Payment 
System (MIPS) or

2. Advanced Alternative Payment 
Models





Quality



Cost - 2018



Quality – New for 2018



Alternative Payment Models (APM)
APMs give us new ways to pay health care providers for the 
care they give Medicare beneficiaries. For example:

1. From 2019-2024, pay some participating health care 
providers a lump-sum incentive payment.

2. Increased transparency of physician-focused payment 
models.

3. Starting in 2026, offers some participating health care 
providers higher annual payments.



Accountable 
Care 

Organizations



An ACO is a group of providers—
potentially including physicians, 

hospitals, post-acute providers, and 
others—who are collectively 

responsible for the care outcomes 
of a patient population. 







Still Have 
Four 
Measures

Quality – more measures –

but it’s all providers doing this

Cost – only certain specialties

Promoting Interoperability – on your 
own

Advancing Care Information – done 
by ACO





Tobacco Cessation Codes

The CPT Codes:

99406: Smoking and tobacco cessation counseling; intermediate, 
greater than 3 minutes, up to 10 minutes, 

99407: Smoking and tobacco cessation counseling; intensive, greater 
than 10 minutes, 

The Diagnosis Codes

• ICD-10 code F17.210 (dependent tobacco use disorder), or 

• ICD-10 code Z87.891 (history of tobacco use). 

If used with E/M, don’t forget modifier 25



The HCPCS Code

G0444 - Annual Depression Screening – 15 minutes 

ICD-10: Z13.89

Frequency: Annually

MCR Reimbursement: $17.13

Annual Depression Screen



Quality 
Measure



At the end of the year, the ACO will 
have you “fill in gaps” that CMS 

state might be missing from specific 
patients assigned to your ACO –

Good news is, several providers are 
also providing data that you might 

have overlooked



Clinically 
Integrated 
Networks



Clinically Integrated Network (CIN): 

A CI program involves a network of otherwise independent 
physicians who collectively commit to quality and cost 
improvement. To support these efforts, physicians in the CI 
network may—under a "safe harbor" from antitrust law—
negotiate collectively for commercial payer contracts, with 
joint contracting seen as "reasonably necessary" to support 
investment (of both time and resources) in performance 
improvement and ensure cross-referrals among participating 
providers. 



A clinically integrated network (CIN) 
and an accountable care organization 
(ACO) have similar goals, though they 

are structured in different ways. 

This doesn’t mean they are mutually 
exclusive, however. In fact, a CIN often 
serves as the physician network arm 

of a larger ACO



Like an ACO
You might have: 

• Chronic Care Coordinators

• Prescription Drug Advocates

• Case managers for coding

• Transitional Care Coordinators

•Annual Well & Preventive 
Healthcare Staff



Bundled 
Payment 
Models



Bundled Payment Models

Payers typically set the bundled payment amount at the 
historical price for providing care to a patient undergoing a 
certain procedure or managing a specific condition. The 
historical price is typically adjusted for regional price variations 
and patient characteristics as well as discounted to promote 
cost reductions. – Good for Surgeons







CMS Findings

We observed a statistically significant decline in Medicare allowed 
payments for five ACH initiated Model 2 clinical episodes: transient 
ischemia, MJRLE, medical non-infectious orthopedic, hip and femur 
procedures except major joint, and urinary tract infection. 

In the Year 3 annual report, based on the first two years of the 
initiative, only MJRLE had a statistically significant decline in 
Medicare allowed payments. The average reduction in Medicare 
payments across these five clinical episodes was 6.7% greater than 
what we would have expected without BPCI. 

The statistically significant declines in total payments for the 
inpatient stay and 90 day post-discharge period were driven by a 
reduction in PAC utilization, particularly IRF and SNF use…



HCC and Risk 
Adjustment 

Models



HCC/Risk 
Adjustment Factor

This allows insurance 

companies an opportunity to 

forecast future expenditures on 

each patient within the risk 

model.





HCC



HCC (Hierarchical Condition Category)

▪ Per CMS, the diagnosis codes are recorded per 
year, meaning each condition must be 
documented and coded each year. 

▪ Diagnoses that demonstrate similar resource   
usage are categorized together. 

▪ CMS designed the equation so that the average 
Medicare FFS patient has the score of 1.00.

How It Works:
E11.9 ICD-10

19 HCC

RAF

Score = .105



Equation

Add Up the total RAF 
score at the end of the 
year for a patient (don’t 
double dip)

Multiply by the 
conversion factor

.4 x 9,000 = 3,600



Typical Southern 
Medicare Patient

• HTN- I10 Risk Score = 0

• DM – E11.9 Risk Score = .105

• HPL – E78.2 Risk Score = 0

• 65 Y/O male Risk Score = .307



Goal















Final 
Thoughts I 
Share With 
My Clients



Three Questions

What Percentage of the Shared Savings do 
You Share with your Providers?

Who Pays Me?

Who Controls My Patients?



Discussion Points

1. Quality Payment Program (QPP)

2. Accountable Care Organizations (ACO)

3. Clinically Integrated Network (CIN)

4. Bundled Payment Models (BPM)

5. Risk Adjustment Models (HCC and RAF)



Questions?



Any Questions

Direct: 706-483-4728

E-Fax: 770-709-3698

E-mail: steve.adams@inhealthps.com

Web: www.thecodingeducator.com

Twitter: @thekingofcoders

Instagram: kingofcoders

Facebook: facebook.com/kingofcoders

http://www.thecodingeducator.com/
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TCPI Disclaimer

“The project described was supported by Funding 
Opportunity Number CMS-1L1-15-003 from the U.S. 
Department of Health & 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.” 
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Introduction to Sanford Health

COMPASS PTN partner organization
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Sanford Health
Clinic Practice Locations



Sanford COMPASS Team

Clinic Improvement Advisors

Dan Heinemann, MD

Clinical Lead

Molly Clark, MHA, PharmD

Co-Program Manager

Sanford Health Leadership

Kate Syverson, MSW, LICSW, CPHQ

Laura Scott, MBA

Fargo Region

Sammi Davidson, BS

Bemidji Region

Stacey Will, MSB, BSN, RN

Bismarck Region

Hadeel Tanash, MPH, RN

Bemidji Region

Jennifer Weiss, BS

Sioux Falls Region

Kathy Bacon

Program Coordination

Enterprise Clinic Services

Tessi Ross, MPA, BSN, RN, CPHQ

Program Manager
Taylor Slack, MS

Quality Strategist



Sanford Network Information

• 284 total practices
−113 Primary Care practices
−171 Specialty practices

• 1592 enrolled providers in 4 states
−All Sanford employees

• Enterprise Clinic & Physician Leadership sets 
organizational goals and initiatives

• Regional and local leaders manage 
operations and align to organizational 
strategy 



Our Transformation Approach
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Strategic Plan:
Performance Improvement (PI) Plans
Clinic and Clinical Services Strategic Plans

• We develop annual PI plans for each market including 
Hospital and Ambulatory measures.  

• How do we select measures? 
−Based on improvement needs in the areas of patient care, 
patient safety, and patient experience. 

−Consistent with local, regional, and national quality agendas. 

−Analyze payer data to determine opportunities 

−Data driven and leadership supported

• Strategic Initiatives selected at enterprise level

• Clinic and Clinical Services Strategic Plans 
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Data Transparency
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• Prioritize internal data availability for PI plan measures

• Quality Dashboard

• Visibility Boards

• Executive and Physician Portal

• Sanford Improvement Symposiums 

• Epic Dashboards (future state)



Sanford Improvement Model
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Improvement Advisor Role

13

- Partner with leadership to 
organize, assist, and 
coordinate planning and 
implementation of 
improvement strategies

- Engage with clinic care teams 
to enhance awareness of 
quality measures, develop 
improvement strategies and 
spread best practices

- Collaborate and coach 
leaders throughout the 
organization on improvement 
principles/methodology



Improvement Strategies

•Measure Education and Improvement Strategy Documents
−Hypertension Control

−Optimal Diabetes Care

−Optimal Vascular Care

−Optimal Asthma Control

−Asthma Education and Self-Management

−BMI Screening & Follow-up Plan

−Depression Remission at 6 & 12 months

−Depression Screening & Follow-up Plan

−Breast Cancer Screening

−Colorectal Cancer Screening

−Cervical Cancer Screening 

14



Success Stories

Hypertension Control & Depression Remission
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Excellence in Hypertension Control

Sanford and COMPASS PTN goal:
Improve Hypertension Control (<140/90)
Collaborate with clinic teams to assess current state; 
develop, educate and implement best practices; 
monitor improvements to achieve and sustain high-
performance 

Sanford Journey:

- Began our initiative in 2013-2014 

- Blood Measure Measurement Standardization
• Started in a single regional market (Fargo), spread to all markets by the 

beginning of 2015
• Education to front-line clinical staff on the importance of obtaining accurate 

blood pressure measurements

• Implementation of standard process for blood pressure measurement to 
ensure accuracy of measurements across all clinics

• Implementation of the blood pressure measurement algorithms in all clinics

- Future interventions became more robust and widespread

- Lessons learned: Start small, then spread;  Start with one change

16



Hypertension Control Interventions

• Use of Clinical Practice Guidelines and RN Protocols for Hypertension treatment

• Development/utilization of Healthy Planet patient registry in our electronic medical record 
to identify individuals not meeting hypertension goals and initiate patient outreach

• Real-time notification of patients not meeting optimal goals (i.e. EMR Best Practice Alerts, 
huddles)

• Identify patients who are not reaching optimal care goals and who are appropriate for 
health coaching  taking into account patient readiness 
• Utilization of Motivational Interviewing, working with patient to develop goals

• Development  and personalization of a care plan with patient and family (when appropriate)

• Consideration of depression and/or behavioral health screening tools or IHT referral

• Addressing substance abuse concerns

• Identification of appropriate care team members to follow-up with patients not meeting goal 

• Aggressive treatment and targeting of patients who are close to goal

• Drawing lab work prior to appointments

• Personalizing follow-up treatment plans when goals not met

• Scheduling follow-up appointments prior to leaving the clinic

• Data transparency

17



Hypertension Control Performance

• 2017 Million Hearts Hypertension Control 
Champion by the CDC & CMS

• 86.11% in 2015 and now at 88.6% in 2018 
(d=153,129)

−Improved HTN control for over 5,000 
patients

−Better control of blood pressure has 
been shown to significantly reduce the 
probability that undesirable and costly 
outcomes occur 

• Stroke, MI, Heart Failure

• Decision to stay at 140/90 for internal 
clinical practice guidelines

18



Health & Wellness Strategy:
Depression Toolkit

Collective obligation to provide 
our patients with pathways to 
achieving a positive lifestyle

 Screen

Diagnosis

Treat

Reassess

19

At Sanford Health, approximately 7.83% 
(n=47,779) adult patients aged 18+ had 
an encounter dx of major depression in 

the past year



Health & Wellness Strategy
Depression Toolkit
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1) Understand the Why

2) Measurement Overview

3) Diagnostic Precision

4) Improvement Strategies

5) Clinical Practice Guidelines

6) Patient Engagement

7) Cross-Cultural 
Considerations



Results

21

Enterprise Rates Improved for both measures:

Jun-16 Jun-17 June-18

6 Month Remission
8.02% 10.80% 11.3%

12 Month Remission
N/A 7.45% 10.2%

6 months:
June 2016 (968/12071) 
June 2017 (1257/12343)
June 2018 (1237/10919)  

12 months:
June 2017 (868/11578) 
June 2018 (992/9709)  

*Note the decline in denominator = due to improved 
diagnostic precision and change to ICD10

c
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Colorectal Cancer Screening



Exemplar Practice 
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Sanford Health
Fargo Children's Clinics

• Introduction
−Provides care for over 25,500 patients & PCMH Certified (Patient-Centered Medical Home)

−Active Patient and Family Advisory Council 
−Provides multi-disciplinary care
• RN Health Coach, Social Worker, IHT, Respiratory Therapist, Panel Assistant

−Integrated with multiple Pediatric Specialty providers
• Cardiology, Endocrinology, General Surgery, Oncology, Rheumatology, Infectious Disease, 

Orthopedics

• Outstanding Achievement
−Well Child Visits First 15 Months – NDBCBS Fargo Region Data
• Baseline rate - 65.4%, Current Rate - 72.4%
• Around 70% of the NDBCBS patients eligible for Well Child Infant visits are attributed to Fargo 

Children’s Clinics

−Asthma
• Optimal Asthma Control: Baseline rate – 70.3%, Current Rate – 73.9%
• Asthma Action Plan: Baseline rate – 66.2%, Current Rate – 74.1%
• Use of Appropriate Medications for Asthma – 68% to 80% ($247,136.94 cost savings)



Closing Remarks
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Phase Progression Analysis

• Graduated 22 practices into an APM on January 1, 2018

−Comprehensive Primary Care Plus (CPC+)

• Phase Breakdown after our June 2018 follow-up PAT submission:

26

Phase Practice Count

Phase 1 0

Phase 2 40

Phase 3 55

Phase 4 156

Phase 5 33



Rural Challenges & Approach

• Enderlin Clinic, ND (population 868)

- Expanded hours to meet the needs of the plant

• Mountain Lake Clinic, MN (population 2,102)

- Mammo truck – one person fills the schedule

• Ellendale Clinic, ND (population 1,286)

- Oakes Mammo truck shifted to Ellendale 

• FIT Mailing Pilot

• Community Fridge Partnership 

27



Key Takeaways

• Transforming Clinical Practice is a marathon
−Organize, empower, and nurture your TEAM
• Develop a strategic plan
−Start somewhere and start small – grow from there

• Right care, Right time, Right person

• Educate and train your team 
−Examples:  Health Maintenance Protocols, Co-visits

−Daily huddles and regular team meetings
−Incorporate new roles into your clinics
• Partner with tele-services in rural settings

−Engage and activate your patients
−Optimize the use of your EMR

−Use data to drive improvement

−Celebrate with your team

28



Questions??
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Moving to an ACO – Lessons Learned

Antonio Rios, M.D., FACP, CPE
Chief Physician Executive



- 330+ providers (220 physicians and 110 

APP’s

- 26 specialties, medical and procedural, 

inpatient and outpatient

- Achieved MIPS score of 99.24% with an 

upward adjustment of 1.98% (TCPI work 

is paying off!)

NGPG



NGPG’s Current State
• The Medicare Shared Savings Program (Shared Savings 

Program) facilitates coordination among providers to 
improve the quality of care for Medicare fee-for-service 
beneficiaries while reducing the growth in health care 
costs. 

• NGPG joined in creating our local HP2 (CIN) ACO, and 
began participating as a group 1/1/18.

• 2018 is a reporting year. 2019 will be our first performance 
year.

• NGPG is currently in the process of operationalizing quality 
for optimal performance in 2019. 



Lessons Learned…



• Find out what successful ACOs know:

– Annual Wellness Exams
– HCC Coding to drive better quality performance 

and higher savings
– You’ll need analytics of ALL the data you have

Identify data needs and resources



- Look at prior MIPS performance scores to 
identify risk for ACO performance challenges

- Identify the ACO measures that pertain to 
your first year (reporting measures only) and 
your 2nd year (has BOTH reporting and 
performance measures)

Lessons learned…



• Identify reporting needs

• Robust validation of data during reporting 
year

• Design and test intervention plans for when 
metrics are heading in wrong direction

Build your data structure



• Have a quality professional or other subject 
matter expert work closely with IT to ensure 
correct CMS numerator/denominator 
definitions.

• Share the measure definitions with all staff

Build your data structure



Educate, Educate, Educate
• Assume most providers don’t truly know 

much about Accountable Care 
Organizations

• ACOs are run by providers,
not insurance companies

• Staff needs to be educated



Educate: Stop the Rumors Early

• Rumor: ACOs don’t improve quality.
– Fact: ACOs outperformed published 

benchmarks for quality and patient experience.

• Rumor: CMS won’t give money back.
– Fact: ACOs generated over $372 million in 

savings while improving patient care. The ACOs 

qualified for $445 million in shared savings 

payments.

CMS quality and financial performance results, 2014



Educate: Stop the Rumors Early

• Rumor: It’s a fad, let me get back to work.
– Fact: CMS announced that 99 more ACOs have 

joined the ACO Shared Savings program in 

2017. 79 ACOs renewed their participation 

bringing the total number of Medicare Shared 

Savings ACOs to 572.



• Providers need education on what impacts 
the outcome at the end of the year, and how 
shared savings are calculated
– Is it care coordination or patient safety? 

– Is it preventive health?

– Is it population health?

– Is it patient experience?

Educate, Educate, Educate

Yes, to all of 
these 4 

‘domains.’



Data, and More Education

• Involve providers in identifying improvement 
opportunities

• Empower quality and operations leaders to 
intervene when metrics are moving in the 
wrong direction (IT or process flow)

• Re-educate and coach staff to standard 
work

• Assist in IT prioritization
• Revise standard work as necessary



Data, and More Education

• Be transparent in sharing patient experience 
data

• Let providers learn from each other best 
practices
– Collaboratives

– PODS (by region or specialty)

– “Encourage” participation via Q&C bonuses
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