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(1) 

IMPROVING VALUE-BASED CARE FOR 
PATIENTS AND PROVIDERS 

WEDNESDAY, JUNE 26, 2024 

HOUSE OF REPRESENTATIVES, 
SUBCOMMITTEE ON HEALTH, 

COMMITTEE ON WAYS AND MEANS, 
Washington, DC. 

The Subcommittee met, pursuant to call, at 3:00 p.m. in Room 
1100 Longworth House Office Building, Hon. Vern Buchanan 
[Chairman of the Subcommittee] presiding. 

Chairman BUCHANAN. The subcommittee will come to order. 
Good afternoon. Thank you to the witnesses for being here today 

to discuss the crucial issue before us: improving value-based care 
for patients and providers. 

Simply put, the current system, fee-for-service, that model in 
health care is not working. Paying for each medical service without 
regards to the patient’s outcome leads to inefficient care delivery, 
providers’ burnout, and no improvement on patient’s care. This is 
not the way health care should be delivered in our country. 

In contrast, value-based care emphasizes providing actual quality 
care to the patient while improving their health outcomes, healthy 
outcomes, and generating savings instead of incentivizing and pay-
ing providers based on how many patients they see through a given 
day. 

In 2023, only 17 percent of Medicare providers participated in 
the value-based care payment system under traditional Medicare, 
while some studies show that Medicare Advantage is up to 40 per-
cent participation in the value-based care delivery. 

If implemented correctly, value-based care will lead to lower 
health care spending costs and a healthier life. In fact, studies 
show that value-based care can result in annual health savings 
systems of nearly $700 per patient, and improve the healthy out-
comes. 

While this transition towards health value-based care has been 
a commendable and bipartisan initiative in the past for the Centers 
for Medicare and Medicaid, innovation has in many ways dropped 
the ball in moving on to something at least cost effective. 

Value-based care has a lot of promise. But to fully transition 
Medicare to this model, we need CMMI to pursue models that save 
money and instill transparency and accountability so that we can 
truly incentivize patients to live a healthier life. 

Chairman BUCHANAN. I am pleased at this point to recognize 
the gentleman from Texas, Mr. Doggett, for his opening statement. 
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Mr. DOGGETT. Well, thank you, Mr. Chairman. Thank you for 
the hearing, and our witnesses for appearing today. 

Improving quality of care while reducing cost to the taxpayer and 
patients is certainly a worthy goal we all share. While I support 
paying for value over volume, efforts to achieve that so far have 
achieved very mixed results. Over the last decade, the Center for 
Medicare and Medicaid Innovation has launched more than 50 
models, but only six have delivered actual savings and two dem-
onstrated some improvement in quality. 

I like the concept of value-based care. It is just the implementa-
tion that I find problematic. With this modest track record, I think 
our goal today, with your help, is to dig deeper into why these mod-
els have struggled, identify the success stories, and use lessons 
learned to improve Medicare payments. 

One of the primary challenges, I think, is that in achieving 
value-based care we still struggle over what value really means. 
Marginal improvements are often treated as of high value, and 
some supposed improvements have not been validated as indicators 
of true clinical improvement. While providers are asked to provide 
literally reams of data, it is unclear whether we are collecting the 
right data or using appropriate methodologies in analyzing it. 

Some of us sat in this very room and heard years back the grand 
promise of Medicare Advantage. It was going to provide great value 
by expanding beneficiary choices, reduce health inequities, and 
save taxpayer dollars. More for less, it certainly has actually re-
sulted in our having to pay billions of dollars more in Medicare Ad-
vantage payments than for traditional Medicare, and for some peo-
ple actually lower quality. 

Costing an average of 22 percent more than if the same bene-
ficiaries had remained in traditional Medicare, Medicare Advan-
tage is being dramatically overpaid. Some estimates range as high 
as $83 billion in wasted taxpayer dollars this year. That is enough 
money to provide hearing and vision coverage to the nearly half of 
beneficiaries with hearing loss, and one-third who struggle with vi-
sion. 

MA plans aren’t just getting paid more to deliver the same care 
that could be received under traditional Medicare; they are some-
times covering less care. MA plans continue to interfere with the 
doctor-patient relationship through burdensome prior authorization 
requirements, step therapy, and other management tools. One 
study found that 82 percent of prior authorization denials that 
were appealed were ultimately overturned and found to be nec-
essary and appropriate, but that is still a problem particularly for 
smaller health care practices to engage in those appeals. 

For the care that is delivered, many physicians face inadequate 
payment. We learned at an earlier hearing that a number of Medi-
care Advantage plans are actually paying less, 20 percent less, 
than traditional Medicare. So we have higher spending, skimping 
on care, and underpaid doctors all as—under—all done under the 
brand of value. 

While some alternative payment models appear to show greater 
promise and achieve the outcomes that we are seeking, they must 
be carefully designed to avoid repeating the failures of Medicare 
Advantage. These models also should serve as the back door—or 
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should not serve as the back door for further privatization of Medi-
care. 

I share the concern that I have heard directly from Austinites in 
my hometown about ACO REACH, which has allowed some entities 
convicted of fraud to participate. One review of the model found at 
least 10 companies convicted of fraud, including 4 Medicare Advan-
tage insurers convicted of hundreds of millions of dollars of fraud 
for submitting unsupported diagnosis codes to receive inflated pay-
ments. Similarly, private equity-owned practices and management 
companies continue to expand in Medicare through alternative pay-
ment models. 

As part of today’s discussion we do need greater attention on im-
proving the Medicare physician fee schedule. Providers are right-
fully wanting to see payments that keep pace with inflation, as rec-
ommended by the independent Medicare Payment Advisory Com-
mission. We also continue to underpay primary care providers who 
offer some of the most important and high-value preventive care. 
And, of course, Medicare Advantage plans, which now cover more 
than half of beneficiaries, may reimburse less than the fee sched-
ule. To achieve greater value, payment reform must include MA re-
form. 

I look forward to the insights you have to offer. Thank you. 
Mr. DOGGETT. And I yield back, Mr. Chairman. 
Chairman BUCHANAN. Thank you. And I will now introduce 

quickly the witnesses. 
Dr. Chouinard is the Chief Medical Officer of Main Street 

Health. 
Mr. Nuckolls is CEO of Coastal Carolina Health Care, and a PA 

for Coastal Carolina Quality Care. 
Dr. Philip is Chief Medical Officer of Duly Health and Care. 
Dr. Berenson is the Institute Fellow at the Urban Institute. 
Thank you for joining us today. Your written statements will be 

made part of the record, and each have five minutes for your oral 
remarks. 

Mrs. Chouinard, you may begin. 

STATEMENT OF SARAH CHOUINARD, CHIEF MEDICAL 
OFFICER, MAIN STREET HEALTH 

Dr. CHOUINARD. Chairman Buchanan, Ranking Member Dog-
gett, and members of the subcommittee, thank you for the invita-
tion to participate in this hearing. My name is Sarah Chouinard, 
I am a family physician. I was born in Huntington, West Virginia, 
where I went to medical school and trained in a rural family medi-
cine program. For almost 20 years I worked in rural West Virginia 
as a frontline doctor. During that time I was leading a Federally 
Qualified Health Center, where we saw 48,000 patients annually. 
Today I have the pleasure of being chief medical officer at Main 
Street Health, the nation’s largest rural, value-based care business. 

In rural America patients are sicker, often more economically 
disadvantaged, and geographically isolated. There are 20 percent 
less primary care physicians and 85 percent less specialists in rural 
areas compared to urban. The uneven distribution impacts the 
health outcomes in rural populations. The people? Salt of the 
Earth. But the problems are real. If I could summarize the key les-
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son learned from my almost 20 years as a rural doctor, it would 
be this: Rural health care is the biggest health inequity in the 
United States. 

In the fee-for-service model, there is little time or room for 
projects when things are even really going well. Previous dem-
onstration projects created to address problems like social deter-
minants of health have not typically had the potency to transform 
practices because they are executed off the side of the desk, and 
they are fraught with challenges. Add to that a lot of projects are 
grant funded, and when the grant expires, so does the care that 
goes with it. 

For example, when I was at Community Care of West Virginia, 
I co-chaired CMMI’s Transforming Clinical Practice Initiative. It 
was designed to support over 140,000 clinicians in sharing quality 
improvement lessons learned to try to lead to better outcomes and 
reduced costs. It had solid objectives, and I was excited to lead the 
charge. Unfortunately, during that project, West Virginia became 
ground zero for the opioid epidemic. As you can imagine, trans-
formation took the back seat. 

The problem with health care in rural America is not the physi-
cian community. Rural doctors are bright, and focused, and com-
mitted. They love their patients. They are pillars of their commu-
nities and very invested. The problem is that it is too hard for pa-
tients in rural communities to execute on their care plans. We have 
an opportunity before us with value-based care to build a model 
that addresses this key challenge. 

Let me give you an example. Let’s take a patient. We will call 
him Roger. Roger has chronic obstructive pulmonary disease, and 
in order to stay well he has to have a nebulizer machine that he 
plugs into the wall to deliver medicine to his lungs. And as long 
as Roger had both his medicine and the machine, things went pret-
ty well. Well, Roger falls on hard times and is unable to keep up 
with his bills. As such, Roger can’t use his nebulizer. In the month 
that that happened, this patient ended up in the emergency room 
three times and was admitted to the hospital. All of that was to-
tally avoidable, very expensive, and completely inefficient. 

But there is a path forward. In my role at Main Street Health 
we are solving problems just like Roger’s with our value-based care 
model that leverages the unique relationships that PCPs have with 
their patients. What Roger really needed was an extra set of hands 
to support him navigating his utility bill. Main Street’s model has 
three key pillars. 

First, we expand the care team by adding someone we call a 
health navigator. It is someone we train, who we hire from the 
community, and they become experts in resource navigation, re-
sources that impact patient outcomes. In Roger’s case, his health 
navigator helped him get his power restored. He got control of his 
chronic condition and stopped going to the emergency room. Focus-
ing on these types of non-medical needs is essential to improving 
the health outcomes in rural areas. 

Second, we also give patients a flat payment that is per patient 
that we pay by taking on all the risk in our value-based care ar-
rangements. This is up-front, reliable revenue that providers can 
count on. 
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And then, finally, we don’t require practices to adopt any new 
technology. Instead, we integrate with their existing Electronic 
Health Records so that there is no need for them to learn a new 
system, and it creates a better experience for the doctors and for 
the patients. 

So while there are many challenges in rural health care, I re-
main an optimist on the possibility of improving care in rural 
America. I see that possibility every day at Main Street, where we 
partner with over 3,800 rural providers across 26 states. 

Thanks for the invitation to testify, and I really appreciate being 
able to share my experiences. 

[The statement of Dr. Chouinard follows:] 
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Chairman BUCHANAN. Thank you. 
Mr. Nuckolls, you are now recognized. 

STATEMENT OF STEPHEN NUCKOLLS, CEO, COASTAL CARO-
LINA HEALTH CARE AND PA, COASTAL CAROLINA QUALITY 
CARE 

Mr. NUCKOLLS. Chairman Buchanan, Chairman Smith, Rank-
ing Member Doggett, Ranking Member Neal, and distinguished 
members of the subcommittee, thank you for holding today’s hear-
ing. My name is Stephen Nuckolls, and I serve as the chief execu-
tive officer of a physician-owned, multi-specialty medical practice 
that serves several rural counties in eastern North Carolina. 

Our practice was established in 1997, with the goal of maintain-
ing physician independence, wanting to manage our patients under 
a program that incentivized health. That opportunity arrived with 
the Medicare Shared Savings Program. We were among the first 27 
to join in April of 2012, and one of only five to receive upfront fund-
ing from Medicare’s Innovation Center. 

Throughout our tenure in the program, our savings rate has 
steadily increased, and for last year we are projecting a savings 
rate of 15 percent. Cumulatively, we have saved $84 million, net-
ting $28 million in savings to Medicare. This is a 900 percent re-
turn on the $3 million upfront investment from the Innovation 
Center. 

In addition to this financial return, our assigned patients have 
received significantly better care. We have reduced hospitalizations 
by 39 percent and reduced ED visits by 28 percent. During this 
time our colorectal and breast cancer screening rates, along with 
blood sugar control for patients with diabetes, have ranked in the 
top one percent of the program. 

We achieved this success by implementing common-sense pro-
grams and strategies, including improving access to care, enhanc-
ing our quality programs, providing home visits, revising provider 
and staff compensation systems, and creating appropriate incen-
tives to ensure engagement from our specialty providers. 

I offer four opportunities for Congress to ensure that value-based 
care is sustainable and can grow. 

First, continue Advanced APM incentives. Most of the top per-
formers in the MSSP are independent medical practices who have 
transitioned to downside risk. Our organization was initially hesi-
tant to take on this risk, but the five percent AAPM bonus was a 
crucial incentive. It encouraged us to make this important move, 
and remains essential for retaining and attracting staff and pro-
viders, especially now as inflation has vastly outpaced the reim-
bursements we receive from Medicare and other payers. 

Second, address incentives across the continuum of care. Many 
people refer to ACOs as primary care models. While performance 
of primary care physicians is critical, our group’s success dem-
onstrates that the higher levels of quality and savings that can be 
achieved when physicians across specialties work together. For in-
stance, our cardiologists help with key quality metrics, train our 
PCPs on appropriate referrals, help ensure appropriate use of high- 
cost medications and other treatments. 
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Unfortunately, many important specialties have joined larger 
systems that can offer higher compensation due to higher reim-
bursements under fee-for-service. The financial incentives provided 
by our ACO and MACRA’s five percent bonus payment have al-
lowed us to narrow the compensation gap with these systems, and 
help achieve our goal of remaining independent. 

Third, removing regulatory burden. I believe more organizations 
would join and performance could improve if the program included 
more non-financial incentives—allowed organizations to provide 
beneficiary incentives. For example, providers in ACOs are still 
subject to the same coding reviews as those who do not participate. 
Since these organizations are taking on downside risk, isn’t it rea-
sonable to exempt them from programs designed to control the fee- 
for-service model? 

Similarly, wouldn’t it make sense for providers in these programs 
to offer incentives comparable to what Medicare Advantage plans 
provide, such as waiving beneficiary cost shares to encourage pre-
ventive care? 

Finally, ensure that programs who are successful can remain in 
the programs. 

In closing, we have enjoyed exceptional performance in the 
MSSP. But unfortunately, our ACO is unlikely to renew our con-
tract when it ends at the end of this year. The program’s bench-
marks are established based on organization’s most recent costs. So 
when you perform well, like we have, the benchmarks are lowered. 
CMS has yet to adequately address the benchmark ratchet, and 
doing so is essential to the long-term viability of the program. 

Early on we were advised by a prominent health system consult-
ant to avoid actions that could harm our profitable fee-for-service 
operations. We chose not to follow his advice, and I am proud that 
our organization has taken these steps for both our patients and 
the Medicare Trust Fund. However, it is not yet clear from our ac-
tions if our actions will be in the organization’s best long-term fi-
nancial interests. Thank you. 

[The statement of Mr. Nuckolls follows:] 
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Chairman BUCHANAN. Thank you. 
Dr. Philip, you are now recognized. 

STATEMENT OF DR. MATTHEW PHILIP, CHIEF MEDICAL 
OFFICER, DULY HEALTH AND CARE 

Dr. PHILIP. Thank you, Chairman Buchanan, Chairman Smith, 
Ranking Member Doggett, and respective members of the sub-
committee. I appreciate the privilege of being able to share our ex-
perience. My name is Matthew Philip. I am an internal medicine 
physician and interim value-based care chief medical officer at 
Duly Health and Care. 

Duly is one of the largest independent medical groups, multi-spe-
cialty medical groups in the country, and serves over a million pa-
tients in both urban and rural contexts in Illinois, Indiana, Mis-
souri, and Iowa. We have grown to about 90,000 value-based care 
lives in Medicare Advantage and ACO REACH, and we are very 
proud of that. 

Over the years, as I would share my experience with senior ex-
ecutives at different health systems both locally and across our 
great nation, I would hear a similar refrain from each of those ex-
ecutives: Value-based care sounds great, but we make money when 
patients are sick, not when they are healthy. 

In fact, one president of a large, local hospital actually asked me, 
‘‘How can I increase emergency room visits and hospitalizations?’’ 
When he saw the look on my face, he said, ‘‘Oh no, just from a 
business standpoint how would I do that.’’ 

While that is shocking to hear, the horror of that kind of hit 
home when my father was diagnosed with an aggressive kind of 
leukemia about eight years ago. I saw a system that was geared 
towards sending patients to emergency rooms and hospitals, and 
every path seemed to lead us back there. Thankfully, by calling in 
a lot of favors and years learning how to navigate the health care 
system, we were able to prevent every emergency room visit and 
hospitalization, and my father is doing well today. In fact, he is 
babysitting the grandkids so I can testify here. 

Now, not every patient has a happy ending to that story. In fact, 
for far too many patients, health care happens to them instead of 
happening for them. And my goal is that if we can reduce three key 
barriers, value-based care can fulfill the promise it was initially 
created for. If we address greater alignment, reducing regulatory 
burden, which has already been mentioned, and better data shar-
ing, we should see much larger participation and better patient 
outcomes. 

In terms of alignment, improving hospital-based alignments can 
decrease a lot of friction in the system. In fact, my father’s story 
exemplifies this. Many times we are building systems around hos-
pitals with coordinators in hospitals and physicians in and around 
hospitals to provide patients with choice and alternatives. Better 
aligning reimbursement with investments in value-based care can 
also make a big difference. For instance, right now, if we invest in 
value-based care, the return on that investment may take 12 to 18 
months to realize. That causes decreased investment to maintain 
solvency while we are waiting for that reimbursement to hit home. 
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Decreasing regulatory and administrative burdens also would im-
prove the care for individual providers, patients, patients, as well 
as medical groups. Ranking Member Doggett already mentioned 
this in his remarks, but value-based care is—aligns directly with 
how physicians were trained. They want patients to do well, they 
want to prevent problems from happening, and they want the 
whole person to receive the care that they desire and they deserve. 
But often times the refrain I hear from my partners is there is so 
many boxes to check. All those boxes, all those prior auths that 
have been mentioned decrease that provider-patient relationship 
because they are so busy checking boxes on a computer screen. 
That really undermines the care, that trusted bond between a pro-
vider and a patient, which is the bedrock of achieving great out-
comes in health care. 

Reducing burdens to launch new and innovative programs is also 
another key. Duly created a mobile integrated health care program 
with a paramedic group in the State of Illinois. We were approved 
by the Illinois Department of Public Health for paramedics to go 
into the home to meet patients where they are, instead of always 
expecting them to meet us where we are. We have seen improved 
outcomes with that, preventing [sic] care, treating crisis early, in-
stead of waiting for them to get worse. 

And in rural health this can make a dramatic difference because 
of the disparities that have already been mentioned in health care 
that—especially in rural communities, leading to increased mor-
tality in rural communities, as well. Can you imagine the dif-
ference if paramedics could go to the home, provide intravenous 
care for patients while they are making their one or even two-hour 
trips to their local hospital? This could also help rural health care 
systems, as well. 

Finally, data lags. Improving data lags could make a dramatic 
difference in health care by improving outcome and preventing 
fraud and identifying it early. An example of this is in the Quality 
Withhold program in ACO REACH. Duly has still not received our 
quality outcomes for quarter one, and it is almost the end of June. 
If we don’t know how we are performing, how are we supposed to 
improve those outcomes? So we are creating internal solutions to 
try to help that. 

CMS alerting value-based care groups of irregular spending 
above trend could have prevented issues like the DME spending, 
similar to our local bank describes to us when our spending meets 
irregular practices. 

In conclusion, value-based care has come a long way, but there 
is still a lot of opportunity. It would be helpful if PTAC proactively 
sought feedback from groups like ours, and CMMI included that 
feedback in their reports. 

Thank you to the Ways and Means Subcommittee for this incred-
ible opportunity. 

[The statement of Dr. Philip follows:] 
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Chairman BUCHANAN. Thank you. 
Dr. Berenson, you are now recognized. 

STATEMENT OF DR. ROBERT BERENSON, INSTITUTE FELLOW, 
URBAN INSTITUTE 

Dr. BERENSON. Thank you. My name is Robert Berenson. I am 
an institute fellow at the Urban Institute. The views I am going 
to express today are my own, and should not be attributed to the 
Urban Institute as trustees or its funders, and I am going to be de-
claring some contrarian views so it was important to say that. 

I very much appreciate the opportunity to provide testimony to 
the committee as it attempts to determine why the value-based 
payment approach is adopted in the Affordable Care Act, and the 
Medicare Access and Chip Reauthorization Act, better known as 
MACRA, have not succeeded in improving quality or lowering the 
rate of spending growth, and what changes might be warranted. 

It is a subject that I have been deeply involved with throughout 
most of my career as a practicing general internist in a small prac-
tice just eight blocks from here on Capitol Hill, where the people 
live, as medical director of a PPO in two physician independent 
practice associations, as a senior official at CMS in the Clinton Ad-
ministration in charge of provider payment policy, as vice chair of 
MedPAC, and as an initial member of the Provider-Focused Pay-
ment Model Technical Advisory Committee, or PTAC. So I have 
had broad experience, both as a clinician and as a policy wonk. 

I am a proponent of the need to move to value-based care, im-
proving quality while decreasing wasteful spending and ensuring 
access. However, I believe that value-based payment as the mecha-
nism to promote better care delivery has gotten off track and needs 
a thorough reevaluation and reformulation. Many of the concepts 
that I comment on here are embedded in MACRA. 

First, using quality measures and performance-linked payment 
incentives, known as pay-for-performance, has not worked to im-
prove quality, and has failed at a very high cost in actual adminis-
trative resources and, perhaps more importantly, in opportunity 
costs. The preoccupation with ratings has suppressed professional 
interests in other, more effective initiatives to improve quality, in 
my opinion. In fact, CMS deserves credit for reducing the adverse 
effects of the MIPS by exempting nearly 500,000 clinicians from 
the program, and by providing only minimal bonuses and penalties. 
The program did not blow up because CMS understood that there 
were some flaws in the concepts, in my opinion. 

Beyond MIPS, in a recent review of the Quality Bonus Program 
for Medicare Advantage plans, my Urban Institute co-author and 
I concluded that pay-for-performance programs across all Medicare 
providers in MA plans has not worked as envisioned, and deserves 
a critical congressional review about whether to continue this ap-
proach. Pay-for-performance has proved both conceptually flawed 
and operationally dysfunctional. 

Next, although the physician-oriented MSSP ACOs have had 
modest success, as you have heard, programs on alternative pay-
ment models has lagged because Congress and CMS have failed to 
address the serious flaws of the Medicare physician fee schedule, 
leaving it as an unstable foundation on which to place alternative 
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payment models. While fees diverge—when fees diverge substan-
tially from production costs as endemic in the fee schedule, physi-
cians’ behavior is affected to a large extent, making the marginal 
incentives in APMs insufficient to counter the direct incentives 
from the distorted fee levels. 

Further, how clinicians spend their time and what services they 
provide, order, or refer for have as much or more to do with value 
received as do APMs. Currently, the fee schedule produces too 
many technically-oriented services and not enough time spent by 
clinicians in all specialties with patients in diagnosing, explaining, 
and counseling, and in managing care, especially for patients with 
multiple serious chronic conditions. 

In short, the fee schedule should not be in a separate silo from 
APMs as now, both in Congress and in CMS. 

In my written testimony I also addressed the need for a technical 
advisory panel in CMS for improving the process for setting fees, 
the opportunities to enhance fee schedule with bundled payment, 
including prospective per capita payments, and why the PTAC, of 
which I was an initial member, hasn’t worked out as envisioned. 

I also comment on the AMA’s request for an annual update based 
on the Medicare Economic Index. Although a partial MEI update 
for practice expense portion of fees has merit, this time, in contrast 
to the trade with repealing the SGR in MACRA, Congress should 
ask for a different and more viable quid pro quo: concrete measures 
to improve the accuracy of the fee schedule. 

Thank you for the opportunity to testify today. I look forward to 
answering your questions. 

[The statement of Dr. Berenson follows:] 

VerDate Sep 11 2014 03:56 Dec 07, 2024 Jkt 057159 PO 00000 Frm 00038 Fmt 6633 Sfmt 6602 E:\HR\OC\A159.XXX A159rf
re

de
ric

k 
on

 L
A

P
8M

3W
LY

3P
R

O
D

 w
ith

 H
E

A
R

IN
G



33 

VerDate Sep 11 2014 03:56 Dec 07, 2024 Jkt 057159 PO 00000 Frm 00039 Fmt 6633 Sfmt 6602 E:\HR\OC\A159.XXX A159 In
se

rt
 o

ffs
et

 fo
lio

 0
24

 h
er

e 
57

15
9A

.0
24

rf
re

de
ric

k 
on

 L
A

P
8M

3W
LY

3P
R

O
D

 w
ith

 H
E

A
R

IN
G



34 

VerDate Sep 11 2014 03:56 Dec 07, 2024 Jkt 057159 PO 00000 Frm 00040 Fmt 6633 Sfmt 6602 E:\HR\OC\A159.XXX A159 In
se

rt
 o

ffs
et

 fo
lio

 0
25

 h
er

e 
57

15
9A

.0
25

rf
re

de
ric

k 
on

 L
A

P
8M

3W
LY

3P
R

O
D

 w
ith

 H
E

A
R

IN
G



35 

VerDate Sep 11 2014 03:56 Dec 07, 2024 Jkt 057159 PO 00000 Frm 00041 Fmt 6633 Sfmt 6602 E:\HR\OC\A159.XXX A159 In
se

rt
 o

ffs
et

 fo
lio

 0
26

 h
er

e 
57

15
9A

.0
26

rf
re

de
ric

k 
on

 L
A

P
8M

3W
LY

3P
R

O
D

 w
ith

 H
E

A
R

IN
G



36 

VerDate Sep 11 2014 03:56 Dec 07, 2024 Jkt 057159 PO 00000 Frm 00042 Fmt 6633 Sfmt 6602 E:\HR\OC\A159.XXX A159 In
se

rt
 o

ffs
et

 fo
lio

 0
27

 h
er

e 
57

15
9A

.0
27

rf
re

de
ric

k 
on

 L
A

P
8M

3W
LY

3P
R

O
D

 w
ith

 H
E

A
R

IN
G



37 

VerDate Sep 11 2014 03:56 Dec 07, 2024 Jkt 057159 PO 00000 Frm 00043 Fmt 6633 Sfmt 6602 E:\HR\OC\A159.XXX A159 In
se

rt
 o

ffs
et

 fo
lio

 0
28

 h
er

e 
57

15
9A

.0
28

rf
re

de
ric

k 
on

 L
A

P
8M

3W
LY

3P
R

O
D

 w
ith

 H
E

A
R

IN
G



38 

VerDate Sep 11 2014 03:56 Dec 07, 2024 Jkt 057159 PO 00000 Frm 00044 Fmt 6633 Sfmt 6602 E:\HR\OC\A159.XXX A159 In
se

rt
 o

ffs
et

 fo
lio

 0
29

 h
er

e 
57

15
9A

.0
29

rf
re

de
ric

k 
on

 L
A

P
8M

3W
LY

3P
R

O
D

 w
ith

 H
E

A
R

IN
G



39 

VerDate Sep 11 2014 03:56 Dec 07, 2024 Jkt 057159 PO 00000 Frm 00045 Fmt 6633 Sfmt 6602 E:\HR\OC\A159.XXX A159 In
se

rt
 o

ffs
et

 fo
lio

 0
30

 h
er

e 
57

15
9A

.0
30

rf
re

de
ric

k 
on

 L
A

P
8M

3W
LY

3P
R

O
D

 w
ith

 H
E

A
R

IN
G



40 

VerDate Sep 11 2014 03:56 Dec 07, 2024 Jkt 057159 PO 00000 Frm 00046 Fmt 6633 Sfmt 6602 E:\HR\OC\A159.XXX A159 In
se

rt
 o

ffs
et

 fo
lio

 0
31

 h
er

e 
57

15
9A

.0
31

rf
re

de
ric

k 
on

 L
A

P
8M

3W
LY

3P
R

O
D

 w
ith

 H
E

A
R

IN
G



41 

Chairman BUCHANAN. Thanks for your testimony. We now 
move to the Q-and-A session. 

Mr. Smith from Nebraska. 
Mr. SMITH of Nebraska. Thank you, Mr. Chairman, and thank 

you to all of our witnesses, certainly, for sharing your perspective, 
very valuable insight. I think that value-based care doesn’t get 
enough discussion here. So I am glad that we can have this hearing 
today. 

There have been, you know, successes. I think one of the most 
noteworthy successes of the various value-based care initiatives the 
Medicare program has attempted over the last couple of years with 
ACOs, and so they show higher performance metrics on a wide 
slate of quality measures, including diabetes and blood pressure 
control, cancer screenings, tobacco cessation, and even depression 
screening and follow-up. We all know that is important. With their 
current success in mind, I want to draw attention to one of the 
main challenges for ACOs in rural areas. And as you know, work-
force shortages exist in a very acute manner. And also we want to 
focus on the importance of non-physician providers of primary care. 

While we do value our rural physicians, there simply are not 
enough to meet the needs of our rural health systems, not just in 
Nebraska but across America. Many of my constituents rely on pri-
mary care provided exclusively by nurse practitioners or physician 
assistants, but under current law these clinicians have to refer 
their patients to an outside doctor in order for their patients to be 
assigned to an ACO. 

My bill, the ACO Assignment Improvement Act, which I recently 
reintroduced with Representative Kilmer, would allow nurse practi-
tioners and PAs to directly assign their patients in ACOs without 
the additional visit, allowing them to more easily benefit and more 
efficiently benefit from the coordinated care ACOs offer. 

On a different note, I would also like to highlight legislation I 
have worked on for some time which would provide for more over-
sight and accountability of CMS’s Centers for Medicare and Med-
icaid Innovation, or CMMI. While the potential for fiscal savings 
and improved patient care is obvious, CMMI has roundly failed in 
achieving these goals, as was noted in CBO’s assessments from last 
fall. 

The Strengthening Innovation in Medicare and Medicaid Act, 
which has previously had bipartisan support, includes a variety of 
common-sense proposals to make sure CMMI model testing actu-
ally lines up with its original mission. An agency tasked with de-
signing innovative payment policies to save taxpayer dollars and 
improve patient experiences must be protected from politicization 
and abuse. 

Rather than existing as a tool for presidents to end-run around 
Congress and implement sweeping changes to Federal law, CMMI 
should focus on its original intent, testing limited models, evalu-
ating results, and expanding and certifying successes while wind-
ing down failed initiatives as quickly as possible. 

My legislation would implement simple, common-sense protec-
tions that would minimize whiplash to patients and providers 
pushed into or pulled out of mandatory models they knew were 
destined for failure. Standards for the initial size and scope of mod-
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els, requirements to consider impacted stakeholder feedback, and 
even targeted judicial review will ensure future CMMI models are 
designed to scientifically test, then either expand or wind down pol-
icy proposals, rather than make sweeping, unilateral changes. 

So Dr. Berenson, since CMMI’s creation, there has been strong 
bipartisan concern about CMMI models appearing to exceed in-
tended payment incentives for cost savings and quality improve-
ment. What, in your opinion, would be the most practical measures 
that Congress could take to protect CMMI from political abuse, and 
also ensure models are aligned with the goals of controlling costs 
and improving care? 

If you could, turn on your microphone there. 
Dr. BERENSON. I am sorry about that. Clearly, CMMI’s record 

has been mixed. I am not sure that it has been politically-directed 
problems, but I guess the point I would make here is that often— 
well, I will go back to the PTAC experience that I had. I was on 
PTAC for three years. We got some very good proposals from a 
range of physicians who identified problems in how they were de-
livering care, and had ideas about what they needed for improve-
ment. 

What they did not need was a full-scale model that a—that 
CMMI had to test. What they needed were coding improvements 
and payment improvements, and the basic fee schedule. The large 
majority of their recommendations—my response, and I think I 
convinced other members of PTAC—were we could solve this prob-
lem with some coding initiatives in the fee schedule. 

So I think that CMMI should be focused on a few basic models, 
and ACO seems to be the major one that has some legs, and should 
not be sort of trying to solve every problem through a full-scale 
model. Here is where I distinguish between a payment method and 
a full-scale model. We need to improve the methods, and that can 
happen in the fee schedule. People think that fee-for-service and 
the fee schedule are synonymous concepts, but we already pay for 
bundled payments in the fee schedule in a number of ways. We 
could enhance that, and go through and make those improvements 
through normal notice and comment rulemaking, and not have to 
do it all through the through the CMMI approach. 

Mr. SMITH of Nebraska. Okay, thank you. Thanks again to all 
of our witnesses. 

I yield back. 
Chairman BUCHANAN. Mr. Doggett, you are recognized. 
Mr. DOGGETT. Dr. Berenson, one of the concerns that I have 

had is the reclassification of inpatient hospital information con-
cerning observation stays. That, as you know, can have big con-
sequences for the patient when they get the bill, and relates to 
what Medicare covers. 

Years ago in this committee I secured approval of modest legisla-
tion to at least provide notice to the patient, which became law, so 
that they would know about the two-midnight rule. I am also a 
long-time supporter of our colleague Joe Courtney’s legislation that 
is designed to ensure that observation counts toward eligibility for 
skilled nursing home care. 
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Can you elaborate a little on your testimony concerning the gam-
ing of hospitalization data and the flaws in relying on that as a 
quality metric? 

Dr. BERENSON. Yes. The initial—well, in reference to the hos-
pital readmission program, or readmission reduction program, the 
initial sort of reviews of the program were that it was a modest 
success, but it turned out that research demonstrated that it was 
only a success because observation stays were not included in the 
calculations. 

Similarly, Medicare Advantage plans claim that they had re-
duced hospital stays compared to traditional Medicare, or research 
studying that issue had concluded that Medicare Advantage plans 
had reduced spending—I am sorry, had reduced hospital stays 
when compared to traditional Medicare. 

But it turned out that they were more aggressive at getting pa-
tients reclassified as observation stays in which the patient—the 
payment is done through the outpatient part B approach, rather 
than as a part A inpatient stay. And when you add it up, all of the 
true inpatient stays, their observation stays, and their ER visits as 
follow-up, they actually had higher readmissions of events with— 
higher readmission events. So that issue exists. 

The readmission penalty is one of the major flaws or failures of 
pay-for-performance. It turns out that by—with this incentive to re-
duce readmissions, it revealed a major equity problem that hos-
pitals in low-income areas, which lacked the ambulatory care, the 
community resources or family resources to treat a patient safely 
on an outpatient basis were adversely affected compared to hos-
pitals in more affluent areas. 

And then, ultimately, what happened was that studies are begin-
ning to show that readmissions—reduced readmissions compromise 
quality, in particular for patients with congestive heart failure. So 
that is when my colleague and I reviewed the history of ambulatory 
care sensitive conditions as a quality measure, and have raised 
questions about whether it is even a valid quality measure, even 
though it is being used widely across research and policy. 

So we are—the pressure to have measures and to rank hospitals 
or physicians or MA plans is driving bad science, rather than cre-
ating good science. So that is my concern. 

Mr. DOGGETT. How would you reform the Quality Bonus Pro-
gram to ensure genuine improvements? 

Dr. BERENSON. Well, the Quality Bonus Program for MA plans, 
one of the basic flaws with it is it is the only program that is up-
side only. The MIPS program, one of its virtues is that, as it was 
designed, the penalties were going to pay for the rewards. And as 
I said earlier, CMS has successfully minimized the impact of that. 
In MA it is upside only. And in fact, three and four-star plans are 
getting paid very generously. 

The critique is fairly major. We would do a basic reevaluation of 
whether it is achieving anything other than providing windfall 
profits for MA plans outside of what they are doing. The research 
shows that MA plans provide about the same quality as traditional 
Medicare, no better, no worse, and yet they are receiving huge bo-
nuses for achieving these scores. 
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There are some excellent MA plans. I don’t want to imply that 
MA is—should be done away with or anything. There are incen-
tives, but the—it is one of the problems with moving to full capita-
tion. The plans receive a big slug of money from the Federal Gov-
ernment, and then have a direct incentive to try to deny care. That 
is how they have used it. 

I am a big believer in having blended payment models, part fee- 
for-service, part capitation. It is complex, but I think that is the 
kind of conversation we should be having. 

Mr. DOGGETT. Thank you very much, and thanks to all our wit-
nesses. 

Chairman BUCHANAN. Mr. Kelly of Pennsylvania. 
Mr. KELLY. Thank you, Chairman. 
And Dr. Berenson, thank you for describing it as complex. I don’t 

know that anybody on this panel, other than Dr. Wenstrup, who 
is a doctor, understands this business model. I have no idea why 
people would go into medicine today, including my roommate at 
Notre Dame who had three daughters, and I said, ‘‘So, Jed, are the 
girls going to join your practice?’’ 

He says, ‘‘What are you talking about? I don’t want them to go 
anywhere near this, and I can’t wait to get out of it myself.’’ 

So having said that, I would rather talk to somebody that actu-
ally relies on the revenue to drive the business model. I am going 
to cede my time to Dr. Wenstrup, because I am fascinated how we 
expect non-productive policies to have any influence on the quality 
of what we do deliver. 

So Dr. Wenstrup. 
Dr. WENSTRUP. Thank you, I appreciate that, and I want to 

thank you all for being here today. 
When I first got to Congress, and I am diving into these issues 

on health, I thought, man, we must have a lot of really bad doctors 
in our country that are doing bad things all the time. We better 
crack down on them. We better make sure they are doing the right 
thing. And so all these programs—okay, I guess maybe we should 
incentivize good outcomes, you know, I guess we need to do that 
because maybe people aren’t doing the right thing. 

I didn’t find that in my community in Cincinnati. If there was 
a bad doctor, they generally rose to the surface, and you knew who 
it was, and it took care of itself, you know, they lost privileges, or 
their society came down on them. That is all it took. The threat of 
malpractice is enough for you to adhere to community standards 
and do the best for your patients because you are an entrepreneur, 
and the only way your business grows is by taking care of people 
and doing it well. 

We have gotten way too involved, way too involved. And I under-
stand the value of positive outcomes. That is how your practice 
grows. I never cared what Washington thought. I thought what my 
referring doctors thought. I thought about what my patients 
thought and what the community thought, what my reputation 
was. That is what drove good outcomes. Nothing Washington did 
had anything to do with those successes. And we in medicine today 
do not put enough value on the healthy human life. That is where 
the savings come, is the healthy human. 
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I so appreciate you, Doctor. I am going to mispronounce your 
name, Dr. Chouinard. And, you know, I have covered Appalachia. 
I know what you are talking about, and I so appreciate what you 
had to say. 

You know, I am a co-lead on the Value in Health Care Act, and 
it is a bipartisan bill, and I think it makes some changes to the 
program parameters. But even if passed, it is going to need review. 
Because if we are doing something that just—you know, what I 
have seen over my time, my pay kept going down, down, down in 
fees for service, and I didn’t give up on my time with the patient 
because that, to me, was sacrosanct. But it did increase paperwork, 
and it did increase costs within my office. 

And yes, thank you for that, because it is very scary. [Laughter.] 
Anyway, but the value of the healthy human life is unbelievable. 

I know when I first took my kids to the pediatrician I was like, ‘‘I 
came here to this practice.’’ 

They said, ‘‘We might have your chart in the basement.’’ They 
pulled out the chart. There was a three-by-five card stapled in it, 
and it had the date, and it just said, ‘‘Okay.’’ Okay. And guess 
what? The doctor kept me healthy. And when there was something 
to be done—there was more to it, but we have gone so far to docu-
menting, documenting, documenting. The real document is how 
that patient feels at the end of the day. That is all that matters, 
and that is what we should be concerned about. 

So prevention is key. You know, you talk about how do I increase 
my admissions and fill more beds and do all this? That is not the 
answer for the future. It is not. I am a podiatrist. Arizona, one 
year, thought it would be great under Medicaid to drop podiatric 
services. Guess what? Their costs went way up, because we do a 
lot of prevention, prevention of ulcers, and we are the first to detect 
vascular disease, neuropathy, things like that, right, congestive 
heart failure. We get patients into the right care. That went away. 
Their costs went way up, amputations soared. They begged them 
to come back. 

But this is where the savings is, is in the value of the healthy 
human life. I say to insurance companies, why don’t you 
incentivize—if you have a group, a business maybe that has 100 in-
sulin-dependent diabetics, maybe you put into the plan that they 
have no co-pay three times a year to go to their doctor. You will 
probably prevent hospitalizations and increased costs because they 
are being checked up on. 

My time is up, but I am not done. I guess I will get to go back 
when it is my time and ask some questions, but I hope—I want you 
to chime in on what I had to say. [Laughter.] 

Thank you. 
Chairman BUCHANAN. Mr. Thompson of California. 
Mr. THOMPSON. Thank you, Mr. Chairman. Thanks to the wit-

nesses for being here today. 
You know, you will find on this committee that we most certainly 

have our disagreements, but I think there is a lot of bipartisan 
agreement on a couple of main points in regard to health care. I 
think we would probably all agree that health care is too expen-
sive, and health care spending is out of control. Pay-for-service 
model has some major flaws, with consequences for both patients 
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and the U.S. Treasury. And I think we all agree that we should try 
and maximize the value to patients with each dollar that we spend. 

And before I ask a question that I have, I just want to circle back 
on the whole idea of rural health care. And I represent a very rural 
district, and I know the issue fairly well. My wife is a health care 
provider in that rural district. But I think it is important that we 
recognize that underserved is underserved in a rural area, in an 
inner city, or in a suburb. And so we do have our challenges in the 
rural areas, but that—we are not alone. 

Dr. Berenson, one area where I think there is a bright spot, if 
you will, is in the advancement of technology. I have long been a 
proponent of telemedicine, and I have worked a lot in that space, 
but we also have artificial intelligences quickly moving forward. 
And there is other areas of rapid advancement in technology. Can 
you speak to how you see that benefitting some of the challenges 
that you have heard—that you know about and that you have 
heard from my colleagues and myself today? 

Dr. BERENSON. Well, I assume you are referring mostly to com-
munication technology, which underlies telemedicine with patient 
portals and much more—— 

Mr. THOMPSON. Well, information technology as it pertains to 
the delivery of health—— 

Dr. BERENSON. Yes. 
Mr. THOMPSON [continuing]. Care and the accessibility of 

health care. 
Dr. BERENSON. Yes, no, it is a major development. And it 

makes the point where the desire to improve value-based care, 
which would have robust use of telecommunications, meaning 
phone calls, email, texts, patient portal communications with doc-
tors and patients, doctors and other doctors, doctors and phar-
macists, all of that should be going on much more than now. And 
it points to the flaws in value-based payment—or current payment, 
let’s put it that way. 

CMS correctly, I believe, has a limited definition of telemedicine. 
They basically say telemedicine is for services that are a substitute 
for a face-to-face visit. And yet a lot of the activities that go on and 
should go on are short communications, they are not substitutes for 
visits. 

I remember after I had practiced for 15 years and ran into one 
of my patients when I was doing policy, she thanked me for being 
a very good primary care doctor, and she said, ‘‘You are the only 
doctor who ever called me after a visit to see how I was doing,’’ and 
she very much appreciated that. Well, that is not paid for, and it 
can’t be paid for fee-for-service, because the billing costs are more 
than the value of that phone call. 

And that is what leads me and the Academy of Medicine, which 
made a formal proposal to move, at least for primary care, to a hy-
brid payment model, where a major piece of their—of compensation 
would come from a per-member or per-beneficiary, per-month pay-
ment. It would provide the support for robust communication like 
that outside of fee-for-service. You can’t do that fee-for-service. 

And in fact, I know Steve over here, Dr. Nuckolls, is very much 
part of it. There is going to be a new program that CMMI and CMS 
are mounting, which resulted from NACOs, the Association of 
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ACOs, and the Primary Care Collaborative to move to a hybrid 
payment model for MSSP ACOs that wish to participate in it. So 
we have a much more logical payment model for primary care, 
which isn’t all just fee-for-service. 

And I think we need to get—well, one final thing—I know I am 
talking too much—there has been research showing that primary 
care docs, about 25 to 30 percent of what they do during the day, 
clinically, is not paid for. These are the small ticket items. We don’t 
have much from other specialties about that. But if you—if we had 
a database showing that specialties also are doing that, they could 
be getting payments, as well, lump sum payments to cover that so 
that they don’t have to do unnecessary procedures to cover their 
overhead. 

Mr. THOMPSON. Thank you very much. I yield back. 
Chairman BUCHANAN. Yes, the committee stands in recess and 

will reconvene immediately following the last vote in this series. 
[Recess.] 
Chairman BUCHANAN. Let’s go back to the doctor from Ohio, 

Wenstrup. 
Doc, you are up. 
Dr. WENSTRUP. Thank you. Good to be back with you. Thanks 

for sticking around and waiting. 
I think, you know, the question I have pertains to new ideas, 

new innovations. You all gave great testimonies. As a matter of 
fact, you answered most of our questions in your testimonies, which 
was awesome, so I don’t mind hearing some things being repeated. 
But when you talk about cost savings through prevention, let me 
hear some of your ideas of the things that you are doing that are 
keeping people healthy. 

Dr. CHOUINARD. Thanks for asking. 
So, you know, one of the things that I think is really important 

to think about is the use of mobile technologies for things like dia-
betic eye exams for diabetic patients. So, you know, in rural West 
Virginia I would have patients who would not get their diabetic eye 
screening because it would be a transportation barrier. And so 
making sure that we are supportive of being able to do things that, 
instead of solving the transportation barrier, instead we work with 
new tools that allow people to get services that they need right in 
their communities. 

So there is another project. It was called Bonnie’s Bus. It was a 
mobile mammography unit that would come and set up shop, you 
know, once a month, and allow women who otherwise couldn’t 
make it to a tertiary center to get screening done in place. 

So I think, when I think about prevention, the biggest barrier in 
rural America is getting to the places that can do that. We do some 
things in the office, but, you know, we don’t have a mammography 
suite, for example. So I think that that is an important—it is not 
innovation meaning that technology has been around a long time, 
but I don’t think enough people are leveraging things like that in 
rural primary care. 

Mr. NUCKOLLS. We are also in a rural area. One of the pro-
grams that we set up earlier this year is a low-dose cancer screen-
ing for smokers. We have a lot of smokers in our area, and so we 
really started tracking pack years and making sure we were meet-
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ing the criteria of the U.S. Preventive Task Force. We set up this 
quality measure, even though it is not one of the ones that is in 
the program. But we have been very successful at identifying early 
a lot of cancers. We are spending a little more money as an ACO 
up front, but we know it is an investment in the long-term health 
of our patients. 

One issue came up where the U.S. Preventive Task Force rec-
ommends that we screen everybody up to age 80, but Medicare only 
covers it to age 77. And so this was a predicament in our com-
mittee. And we basically talked about it. And with the—you know, 
we are in the enhanced track, which means we keep 70 percent of 
the—or 75 percent of the savings. 

So in this scenario what I told the doctors was, I said, if we got 
paid by Medicare for this, you would get $100. If you don’t bill 
Medicare for it because it is not covered, you would still get, you 
know, through shared savings, you are only getting an extra $25. 
Does it make sense to not order it for $25? Of course not. So we 
said just do it for these patients. We had that freedom because we 
look at this money as ours, and that we are here to be a protector 
of the Medicare trust funds because we are at risk. 

Unfortunately, the way the budgets are working, our ACO will 
have to do something else next year. There is not enough savings 
once the ratchet comes in and they lower that benchmark. We are 
now 25 percent below our region when we started the program 10 
years ago. We can’t cut costs as much anymore. So the meager sav-
ings that we are allowed to carry forward is not enough to cover 
the cost of these programs, so we will have to do something dif-
ferent next year. But to me, that is something that really needs to 
be addressed. 

Dr. WENSTRUP. Well, let us know what you come up with next 
year. 

Mr. NUCKOLLS. Okay, thank you. 
Dr. WENSTRUP. Thanks. 
Dr. PHILIP. Two quick programs. We created these break-

through care centers that focus on the sickest 5 percent of patients 
that can account for up to 50 percent of health care costs. And we 
have a multi-disciplinary approach, and we found a 20 percent de-
crease in hospitalizations and a 25 percent decrease in readmission 
rates, as well as multiple different areas focusing on that patient- 
physician relationship and utilizing our whole team of resources to 
prevent problems from happening instead of reacting to them. 

The second thing is we created, with AI and machine learning, 
a predictive analytics model that looks at things that physicians 
wouldn’t know about, how many times patients are calling in, how 
frequently they are scheduling visits. So essentially, every call is 
a cry for help from our patients, and we found it is 70 percent accu-
rate in predicting a hospitalization or an ER visit. So we can come 
to them before they even think to come to us. 

Dr. WENSTRUP. Yes, that is—— 
Dr. PHILIP. And then they feel the care that we talk about. 
Dr. WENSTRUP. Thank you. 
Dr. BERENSON. I don’t manage any direct care at this point—— 
Dr. WENSTRUP. Right. 
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Dr. BERENSON [continuing]. So I will defer to my colleagues on 
that question. 

Dr. WENSTRUP. Okay, fair enough. And it is all, listen, really 
helpful. Keep up the good work, and thanks for the feedback. 

I yield back. 
Chairman BUCHANAN. Ms. Chu, California. 
Ms. CHU. Yes. We are here to talk about value and patient care, 

and I would like to talk about private equity because it—this con-
solidation across health care, I think, is affecting patient care and 
also provider compensation. 

I am particularly concerned about the damaging impacts of pri-
vate equity ownership on our entire health system. And Dr. 
Berenson, I understand you have quite a bit of knowledge about 
this. Over the last decade, private equity fund assets have more 
than doubled, totaling $8.2 trillion in 2023. Private equity compa-
nies are aggressively buying out health facilities across the coun-
try, only to sell off their assets three to five years later, after slash-
ing staffing, cutting quality, and jeopardizing access to health care 
for entire communities. The fundamental principle of private eq-
uity, acquiring and selling assets for maximum profits, is entirely 
antithetical to the goals of protecting patients and safeguarding 
taxpayer dollars in the Medicare program. 

As of January, 460 hospitals and one-third of emergency rooms 
in the U.S. were owned by private equity firms, and in 2023 alone, 
private equity owned one-fifth of health care companies that filed 
for bankruptcy. So Dr. Berenson, when a private equity-owned 
healthcare facility closes down due to bankruptcy, what impact 
does this have on patient care, health care costs, and the health 
care workforce? 

And what actions would you recommend Congress take to in-
crease oversight and better understand the impact of private equity 
in healthcare on providers and patients? 

And how can transparency measures help us ensure better pa-
tient care at private equity-owned facilities? 

Dr. BERENSON. The problems you have identified pretty clear-
ly. I have been actually doing a lot of work on the issue of hospital 
consolidation before this big rise in private equity, and did a study 
with colleagues looking at health system audited financial state-
ments to find that even not-for-profit hospital systems had billions 
of dollars sitting in the stock market. In fact, on any given finan-
cial statement, often a health system’s performance, operating mar-
gins were based more on what happened with the stock market 
than it did with their patient care activities. And so that is sort of 
the context around consolidation. 

I have recently then—because private equity has taken off so 
much—have done some reading, I hadn’t actually worked very 
much in private equity. And I am finding that there are some 
unique aspects to private equity that make it even more chal-
lenging for the public good than just providers acting in their own 
interest. And you ticked off some of it. 

So there are—when a community loses a central organization 
like Hahnemann in Philadelphia, it is a major gap in care. 

I was—about six, eight months ago I was reading one of the 
trade press and saw a news story that a private equity company 
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that had bought an emergency room, essentially, that—was now 
the—in charge of the emergency room at a small Tennessee hos-
pital, made the brilliant decision to not have any doctors in the 
emergency room. And lo and behold, there were some quality prob-
lems in that emergency room. This was not rocket science, that you 
need to have some doctors in the emergency room, but the financial 
pressures are such that they will make some very bad decisions. 
Clearly, staff layoffs are a major problem, declining staff ratios, et 
cetera. 

So there is just a long menu that policy people have suggested 
about what to do about it. There are—anti-trust plays a role. There 
needs to be lower thresholds for looking at a potential merger than 
currently exists. One of the problems with private equity is that 
they are sequential purchases, so any given purchase doesn’t hit 
the threshold, but when combined it becomes a mega-system that 
controls a certain service area. 

There could be more attention to mandated staffing ratios, which 
I know is controversial. CMS is trying to do that for nursing homes 
and getting pushback. But I think mandating minimum staffing ra-
tios. 

Limit the share of the acquisition price that is financed with debt 
because what happens now is that the purchased organization is 
the collateral for the debt. And so there is more likely to be bank-
ruptcies and denial of care to the population. 

This is just a little snapshot of—what you are raising is a real 
important question that needs more attention, probably at the 
state level as much as at the Federal level. 

Ms. CHU. Thank you for that thorough answer. 
And I yield back. 
Chairman BUCHANAN. Mr. Davis of Illinois. 
Mr. DAVIS. Well, thank you. Thank you, Mr. Chairman. And let 

me thank our witnesses for their patience and forbearance, and 
they have stayed with us to the end of the day. 

I couldn’t resist coming back because I spent time working at two 
Federally Qualified Health Centers, Dr. Chouinard, when there 
were only 10 in the country, and three of those 10 were in Chicago 
at that time. And so I have watched them grow, develop, become 
a part of rural service. Let me ask you. How impactful would you 
say that the Federally Qualified Health Centers have been in help-
ing provide the services that are needed in rural America, which 
is indeed a disadvantaged area, as well as urban disadvantaged 
areas as well? 

Dr. CHOUINARD. I think that they are a critical part of the so-
lution. And in my experience in central West Virginia, we were in 
nine counties, and in many of those counties we were the only pro-
vider. 

And Federally Qualified Health Centers, it is in their DNA to 
think about quality. They—we have focused on quality measure 
sets, population health management, making sure that people don’t 
slip through the cracks. The care that Federally Qualified Health 
Centers give is excellent. We have really paid attention to making 
sure that the patients who have the most need get the most help. 

So I would be in strong favor of encouraging that Federally 
Qualified Health Centers remain in place. 
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Mr. DAVIS. And so remain as well as—I know that there are 
some areas that still don’t have them, which means that there is 
still opportunity to create more—— 

Dr. CHOUINARD. Yes, sir. 
Mr. DAVIS [continuing]. Than what we actually have. Thank 

you. 
Dr. Berenson, let me ask you, what is trending as we see the con-

tinuous development of health care, whether it is the private eq-
uity-owned centers or hospitals, or the not-for-profit entities that 
most of these operations are? 

Dr. BERENSON. Well, it happens that I was going to bring this 
up if I had a chance. Don Berwick, who was a former acting admin-
istrator of CMS and a major expert on quality and quality improve-
ment, wrote an essay last year in the Journal of the American 
Medical Association which was basically about the pervasive greed 
across the health care system, regrettably. Virtually every party, 
whether it is pharma, insurance, hospitals, and increasingly, doc-
tors with private equity are looking at the loopholes and the pay-
ment systems or otherwise, and figuring out how to do well. 

So I think the culture of health care is really being threatened 
right now, and deserves real attention to figure out. We have got 
to make it more difficult for greed to succeed, I guess, is what I 
would say. 

I wanted to briefly make a comment on the last question about 
FQHCs. I just finished being on the board of the D.C. PCA, which 
is the association of D.C. FQHCs, and I agreed with everything 
that you said, with—one more thing to add is that we are going to 
have—we do have and will have an increasing workforce shortage. 

Nobody wants to go into primary care at the residency level. If 
they do go into, let’s say, general internal medicine, they often be-
come hospitalists and not on the front lines of delivering care. And 
I think the Medicare—to beat a dead horse, the Medicare fee 
schedule is partly the cause of that. It pays so much more lucra-
tively for many of the procedural specialties than it does for pri-
mary care. 

So FQHCs should thrive. They should be—they should continue 
to be created. But we need a workforce, and that includes nurse 
practitioners and physician assistants. We need a workforce. And 
left to current trends, that is going to be lacking. 

Mr. DAVIS. Well, thank you very much. I think they have cer-
tainly been real effective acquisitions to health care delivery. 

Thank you, Mr. Chairman, and I yield back. 
Chairman BUCHANAN. We might have a few more coming, but 

let me just say I maybe am not a doctor, but, you know, you live 
a certain amount of your life, and you go through a lot of different 
things, a lot of things you see. We started a bunch of businesses 
and ended up with, you know, thousands of employees. But one of 
the things—one thing I am pretty good at is, you know, building 
my companies, one of the most powerful things, because human na-
ture is—self-interest is building the proper incentives for, you 
know, consumers of health. 

But I am big on ‘‘be the CEO of your own health.’’ People have 
to take more responsibility. Some might not. Maybe it is not a pri-
ority to them. That is fine. But we need to be educators. We need 
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to bring people more into how they—you know, someone said many 
years ago—maybe it is not true, or maybe it is—that 50 percent of 
people that have their first heart attack don’t see the next day. 
When I heard that 20 years ago—maybe that number someone said 
is somewhat comparable today, or maybe not as much—but I heard 
that. I thought to myself I don’t like the percentage. How do I not, 
you know, get in that category? I don’t want to have, you know, the 
cancer or the heart disease to begin with. And a lot of it—some of 
you can’t prevent, but there is some of it, a lot of it, that you can 
prevent. 

We are spending $4.4 trillion in health care. That is what we are 
spending. And you can compare that anywhere on the planet. 
Someone was telling me today, Vern, you spend so much more, four 
times more than we spend, and you got—our people live seven 
years older. So whether that is true or not, I don’t know. 

But what I have kind of figured out, there is, you know, two 
things that are better than drugs and everything else—especially 
is the whole thing on exercise is medicine. We are built to move. 
And if you don’t, you know, if you don’t want to do that, that is 
fine. I am a cyclist myself. If you don’t want to do that, that is fine. 
But the point is that it does have a huge impact. Someone said it 
gives you three to four more years, longevity and all that. 

Same thing with diet. You know, someone wrote a big column in 
the Wall Street Journal, one of the past Senators. I had dinner 
with him, and you know, his whole thing, he never gave a prescrip-
tion out for food. He gives it out for, you know, drugs, or whatever 
is, but he has changed his mind. He is a doctor, a very successful 
doctor, you know. And he said, but that makes a big difference. 

Now, I read something like 15, 20 years ago because I am always 
reading this little book or this book, and it made sense to me—was 
that it had an equation. And I was trying to figure out because, you 
know, a lot of us, when you—like a yo-yo when you get in your 40s 
or 50s, you gain weight, and lose a little weight, and gain weight, 
but you got to be conscious of it all the time. If you are not, you 
are going up. But this book changed my thinking and changed my 
life from that standpoint. 

What was the equation? It was on the top line they measured the 
most nutritional food. On the bottom line they measured the cal-
ories. So what is the biggest, most nutritional food and the fewest 
calories? And they listed every food that you can consume. I tell 
people I have an 80/20 rule. You know, I am going to go out and 
have an ice cream or go out and do this and that, but 80 percent 
I want to be a little bit more scientific in what I am eating. 

So you put together that formula along with, you know, walking 
two miles a day, five days a week, it makes—it goes a long way. 
We have—I don’t know if it is the right number, but I have read 
40 percent obesity, Type 2 diabetics, and now it is playing with 
children. 

So, I mean, we are in the health care business, but my sense is 
that—I told you human nature, people work their pay plans. And 
the bottom line, when you do fee-for-service, the incentive is there 
to do that. I would rather see us find out how to—find a way to 
how we can have people be more healthy and educate them so that 
they need to see the doctors less than everything else. 
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A lot of doctors, just myself, is they either give you a pill or cut 
you in a sense. That is the way they make money, you know, in 
terms of that. There is a lot of great doctors and trying to do the 
right things, but I have met, you know, some doctors that are more 
interested in your nutritional—just how you are doing, your blood 
counts and all the other stuff. 

So that is kind of my thinking on it. And I read a book that said 
CEO—you need to be the CEO of your own health care. So I 
think—I don’t know how we get there, but I am concerned when 
you take a lot of these operators that come in town and, you know, 
basically buy up everything with a hedge fund or whatever, and, 
you know, a lot of the doctors are complaining, others, hospitals, 
they are not getting reimbursed enough. Well, how is it that all 
these operators can come in where they are looking for 25 per-
cent—I was in business for 30 years before I got here—they are 
looking for 25, 30 percent returns, so they put a million bucks up, 
they are looking for $2.5 million in five years? What are they 
doing? Why are they getting involved in it? Because, obviously, 
they feel like there is a lot of waste and everything else. 

But my point is how do we set up the right incentives? How do— 
I am very big on preventative care the best we can. You know, my 
mother died of colon cancer and, you know, she didn’t have the test 
along the way. And when you finally—she thought she had the flu. 
But there is things like, for example, with lungs, I mean, they do 
something, they say that is the biggest killer of cancer. Why aren’t 
we doing something with that preventatively? 

So that is just how I look at this whole thing, and take a little 
bit different perspective. I think our system is kind of broken. It 
is not—we have got a lot of exceptional doctors, a lot of people do 
their best, but I just hate to see we are, you know, we are spending 
more money than anybody else and we are sicker than anybody 
else. There is something wrong with that. 

Now, you make the argument what—we have the best technology 
and, you know, great machines, you know, they take all kinds of 
X-rays and everything else. But I am interested in all of us being 
healthier. And I think that health starts with diet and exercise. It 
seems very basic, but it is getting back to that. 

A lot of the food I think we eat is part of the problem. It is not 
anybody’s fault in a sense, but there is no nutritional value in it. 
It is highly packaged food. They have taken everything out of 
there. They are eating it, but there is a lot of calories and no nutri-
tion. And I—not everything, but a lot of things. Fruits and vegeta-
bles—set that aside for a minute, but a lot of the things you go in 
a grocery store and you buy, cereal or whatever you are buying, a 
lot of it is not, you know, very good food. And I would question 
whether it is food at all. 

So—but anyway, I wanted to throw that out. That is just my 
general thinking, what I have seen in my own life and others. And 
I just think we have got to find a way to educate people and get 
them more excited about taking a look at this, because we—frank-
ly, and do you know what we spent this year in Medicare, any idea 
how much we sent out in payments? $1.1 trillion this year, $1.1 
trillion. When I got here was like $600 billion. Now it is $500 bil-
lion above that. And so it is pretty crazy. 
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So let’s roll down and, you know, you can be critical or whatever, 
but that is just kind of where I am at, what my thinking is, and 
we will start with the young lady first. 

Dr. CHOUINARD. Yes, I couldn’t agree with you more. Hear, 
hear. Two things come to mind. 

Much like you mentioned, we had a project when I was at the 
FQHC that we called the Farmacy Program, with an F, as in farm 
food, and you could write prescriptions for patients. And we worked 
with local farmers to bring boxes of food to patients. And interest-
ingly, there were a lot of vegetables in there that people didn’t 
know how to cook, and not something that you would eat raw. And 
so we sort of tacked on to that, you know, a couple of cooking in-
structions, cooking cards, et cetera. It was a small study, but we 
had diabetic patients who were poorly controlled. And as a result, 
we think—of the project—their hemoglobin A1C came down, their 
blood sugar came down with no changes in their medicine. So just 
echoing that I think you are right on point. 

The other thing I think that you mentioned is, you know, this 
idea of expanding the care team. You mentioned something about— 
you know, someone on the panel mentioned something about de-
creased ratios of—staffing ratios. I think we have to think about 
expanding our care teams to include, in some cases, I think non- 
credentialed care team members. Main Street has this concept of 
a health navigator as someone who we—you know, we help pa-
tients navigate resources, but they also do things like when pa-
tients have said no to a colonoscopy, they call the patient back and, 
you know, try to turn a no into a yes. Just simply motivational 
interviewing techniques, you know, making sure that the patient 
understands the, you know, the risk-reward. 

So I agree, I think those two things we can do is really focus on 
food and also make sure that, you know, clinicians can practice at 
the top of their degrees and also have these, you know, maybe non- 
clinical people doing that lifting. 

Chairman BUCHANAN. Yes. I am in Sarasota, Florida, but I 
have a doctor that, you know, I work with, but a lot of—he gets 
a lot of new patients from the Midwest and the northeast now, and 
New York more. And he says a lot of them come in, they are 75, 
they are on 6 pills. And he says to them, ‘‘You want to get off half 
of that?’’ 

And they say, ‘‘Doc, what do you mean?’’ 
He says, ‘‘Do you want to get off half of that?’’ 
He says, ‘‘What are you talking about? I have been on it for 10 

years, 6 years.’’ 
He said, ‘‘I want you to start walking two miles a day for five 

days, and I will take you off half of the medicine.’’ 
Now, that might be a little exaggerated, I don’t know, but that 

is kind of what I was told. But my point is there is a lot to be 
said—— 

Dr. CHOUINARD. Yes. 
Chairman BUCHANAN [continuing]. For moving and I think 

more of a—I am more of a plant-based guy. Now, it doesn’t mean 
I won’t eat all the other stuff, but—occasionally, but I try to move 
it from what I used to be to where I am at now, and I never have 
to think about my weight or anything else where I did before. 
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Go ahead. 
Mr. NUCKOLLS. Chairman Buchanan, I think you are 100 per-

cent on target with what you are doing. Our ACO, as I mentioned 
earlier, has reduced our hospitalizations 38 percent, and reduced 
emergency room visits by 29 percent. We have done that through 
a combination of factors. Part of it is this program was set up to 
incent keeping patients healthy, so we are doing all of those things 
that you just talked about with our patients. 

The real question is the innovations that we have done, the in-
centives that we are responding to—this is the invisible hand that 
Adam Smith wrote about, okay—we are following that to help keep 
patients healthy, calling them in between visits, talking to their 
wives about their diet, calling them. Have you been exercising dur-
ing this week? Quick phone calls, quick check-ins to let them know 
you care. And when you do let them know you care, you are going 
to get more of it. 

Chairman BUCHANAN. Yes. 
Mr. NUCKOLLS. What we need is more—it is the benchmark, 

and that is why we don’t have more doctors and more health sys-
tems doing this. Right now fee-for-service is profitable. You men-
tioned earlier about cutting on you. It is more profitable to cut on 
you now than to do the types of things we are. That is why the sys-
tem has not moved more quickly to this model. 

We have got to get the incentives right so that free hand can con-
tinue to empower enterprise, empower provider groups, you know, 
regardless of who owns them, to do the right thing. We have—our 
true north is we want you to treat patients like you would your 
parents. And so if that takes extra time to work with them, we 
spend that extra time with them. And that is why I think we have 
had such great results on this. And if we can just take what we 
do in North Carolina and spread that to other places, I think we 
can solve a lot of problems. 

Chairman BUCHANAN. Yes, I just—again, I just think, if you 
own a business and you got a vision for your company, and you just 
line up a lot of how you pay people with those incentives, and rec-
ognize people that way, you will get that result. 

And my concern is just with the way the system is set up now. 
What is the incentive? 

Mr. NUCKOLLS. Right. 
Chairman BUCHANAN. It is just—and someone said it, maybe 

you said it earlier—the incentive is set up. If I do more, I make 
more. I got to pay the bills and everything else. That is not where 
we want to be. The idea is if you do less and they are healthier, 
then there is an incentive. 

Mr. NUCKOLLS. Yes, and so the whole problem is with the 
benchmark. If we can get the benchmark straight, so it is more 
profitable to do total cost of care arrangements, value-based care, 
you will get more of that. Right now the benchmarks are not set 
that way. 

Chairman BUCHANAN. Yes, go ahead. I got the ladies over 
here, so I got to get going. [Laughter.] 

Dr. PHILIP. Yes, thank you, Chairman Buchanan. That is a 
great question. I agree with everything you said. 
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We have seen very similar evidence. We call it food is medicine. 
Exercise is medicine, as you referenced. So we actually started a 
culinary medicine program because what we realized is many indi-
viduals didn’t know how to cook. And so it is not that they didn’t 
want to eat healthy, they just didn’t know how to do that. And so 
we started training them how to actually cook the meals. 

Chairman BUCHANAN. Beautiful. 
Dr. PHILIP. We did that as a pilot. We saw significant improve-

ments in their health, and it created this virtuous cycle where they 
saw that, wait a minute, if I just eat this, then I have half the 
number of pills, just as you said. And then it created a feedback 
loop. And we are like, hey, if you start exercising, then we can get 
you off the other pills. Then they had less side effects from the 
pills. There is a study showing that if you are on six or more pills, 
the side effects of the new pill are more than the benefit of that 
new pill, as well. 

And so now we are recording those culinary medicine programs, 
scaling it across our network. And we have care allies in the clinic 
that are working with our providers to educate patients on these 
programs because the providers didn’t have that extra 20 or 30 
minutes to go above and beyond. So these care allies can actually 
then connect the dots and be that hub-and-spoke model, where 
they are taking these resources and bringing it to the patients. 

And so it is—one of the things I see is that patients come in and 
they feel almost defeated. They feel helpless. They feel like they 
can’t make a difference. So once you start creating some positive 
momentum, then it then it builds from there. 

Chairman BUCHANAN. Thank you. 
Doc. 
Dr. BERENSON. I am going to give you a personal reflection in 

my own situation, as I have high blood pressure. As a physician I 
have known that for 40 years. And so I have managed my blood 
pressure, diet, exercise, et cetera, but the national control of blood 
pressure has actually declined in the last decade. It is now—with 
the new science coming out of NIH, only 25 percent of the popu-
lation’s blood pressure is in acceptable levels, and as a result we 
have unnecessary heart attacks, strokes, kidney failure. It in-
creases more in minority populations. And yet the standard of care 
still is go in once in a while to have a blood pressure by a doctor. 

And there is this thing called white coat hypertension, where the 
blood pressure is probably not even reliable because people get anx-
ious when they go to the doctor. In my case, I have a home blood 
pressure machine. I monitor my blood pressure, I take control of 
my blood pressure, and I think every patient could be doing that. 

Now, some of the ACOs and Medicare Advantage plans have suc-
cessfully set up programs to get 70, 80 percent of their patients 
under control. But nationally, the performance is dismal, and it is 
an example of where we could have—educate and train patients to 
really take responsibility for managing it. 

And so I agree with your remarks completely, and we have a 
long way to go to actually put it into effect. 

Chairman BUCHANAN. That is pretty good, four for four. 
Mrs. Miller from West Virginia. 
Mrs. MILLER. Thank you, Mr. Chairman—— 
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Chairman BUCHANAN. Thank you. 
Mrs. MILLER [continuing]. And thank all of you for your pa-

tience today. I hope they gave you some nice water and a few 
things to keep you from starving to death while you have seen our 
lifestyle, there is no control. I mean, the last 3 days I have had— 
started—one started at 3:45 in the morning, finished at 10:00 at 
night, you know. But anyway, thank you. 

I am really thrilled. I think you all know that I have somebody 
from a home on the panel, and a very special woman who grew up 
in Huntington, West Virginia, which is where I am from and she 
is from. She was schooled there, went to the university, to the med-
ical school, and practiced in West Virginia for such a long time. 
And she has been a tireless advocate for the people in West Vir-
ginia. 

But it isn’t just—I mean, those same people are in Missouri, they 
are in upstate New York, they are in Tennessee. We are rural. And 
so her life has been so interesting doing that, as well as PEIA, 
which is West Virginia’s Public Employees Insurance Agency. She 
stepped into that as director for quite a while. So she served as the 
Chief Medical Officer at the state’s second-largest Federally Quali-
fied Health Center. And in that role she oversaw clinics across the 
central part of our state. 

Our state is so mountainous, it is so rural. And I have worked 
endlessly on rural health care because it could take you five hours 
to get to the hospital if that is where your physician is. And our 
roads are like this and like this. And if you were a crow, you could 
fly over it, but you can’t. So it is quite a practice—I mean, quite 
a problem sometimes for people to get where they need to be. 

So as I said, I have dedicated my time here and on the health 
committee to help rural West Virginians and rural patients all over 
the country. And people who live in urban areas don’t really com-
prehend the difference. 

Unfortunately, with Medicare’s value-based care models, we have 
now seen multiple instances of the rural providers being left behind 
and unable to participate. According to a 2021 report from the Gov-
ernment Accountability Office, rural providers participate in value- 
based care programs at lower rates than non-rural providers. And 
I don’t know if you have covered any of this because I haven’t been 
with you for the last three hours, but Dr. Chouinard, in your opin-
ion, what are some of the primary factors preventing our rural phy-
sicians from participating in value-based payment systems? 

Dr. CHOUINARD. Administrative burden comes to the top of the 
pile. When you are in small practices, it becomes very difficult to 
dedicate a team to be able to, first of all, understand what the op-
portunity is, and then the tracking that goes along with it, the re-
porting that has to go along with it. 

So I think one of the reasons—you know, at Main Street what 
we are trying to do is take some of that burden off, so that rural 
clinicians have a better glide path to participate. There are other 
aggregators. Primary care associations are another, you know, 
great stopping place for people to find information and to really be 
able to figure out how to participate. 

I think, on top of that, we are just so busy, the demand for care 
is so high, that in order to make that change there are a lot of, you 
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know, technology tools that we need to use, other things that just 
feel like there is sort of this sentiment of throwing up your hands, 
that it becomes too difficult. 

So the reason that I took my job at Main Street—it was a tough 
decision to leave patient care and do something like this—it is be-
cause I think that if—I can create this impact by making sure that 
not only by giving this health navigator to practices who help take 
some of the, you know, daily administrative burden off of clinicians, 
but then also be able to support them in ways that they can stay 
in place. One of my fears is that we lose rural clinicians because 
it is just too darn hard. So if we can support them in those ways, 
I think that is really the most important thing we can be thinking 
about right now. 

Mrs. MILLER. And you know once you have met those people in 
the area, as a physician, you become so engaged with them. It is 
a different thing. 

One particular example of a value-based care model that failed 
to adequately consider rural providers was the CMMI’s Emergency 
Triage, Treat, and Transport, or ET3 model. The ET3 model was 
launched as a voluntary, 5-year payment model to provide greater 
flexibility for EMS providers following a 911 call, and those pro-
viders, including those in the State of West Virginia, were thrilled 
to have a chance to treat certain conditions at the scene of a 911 
call, or to transport patients to alternative sites of care outside of 
the typical emergency room transport. 

And many rural providers were discouraged, however, when they 
learned that CMMI did not adequately consider that not all rural 
communities have an alternate site of care within their model re-
gions, which made them unable to participate in the model. So I, 
with a lot of other West Virginians, sent a letter to the CMS ad-
ministrator last year highlighting this issue, and asking for the 
agency to consider allowing West Virginia to advance a statewide 
demonstration of a treat-in-place model since the state wasn’t able 
to participate in the ET3 model. Not only did CMS deny the state’s 
request, but unfortunately, they then decided to end the ET3 model 
2 years early, rather than remedy the issues that prevented EMS 
providers from participating in the first place. 

Dr. Chouinard, I am sure you are familiar with these issues, par-
ticularly from your time with PEIA, but in your opinion, how can 
CMMI do a better job of integrating small, rural, and independent 
providers into models? 

And what factors of rural care delivery does CMS not seem to 
adequately consider when creating these models? 

Dr. CHOUINARD. One of the things I think is problematic are 
volume thresholds. In the example that you gave, I think there 
were—I can’t remember the exact numbers, but you had to have 
X number of transports in order to participate. Well, the only coun-
ty in West Virginia who met that threshold was Kanawha County. 

Mrs. MILLER. A big one. 
Dr. CHOUINARD. Right. And so, having served in a rural emer-

gency room, lots of patients came in who did not need to be in the 
emergency room. 

Mrs. MILLER. Yes. 
Dr. CHOUINARD. But again, by law, there was really no choice. 
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I think the other thing that contributes to a model like that is 
social isolation and loneliness. Lots of patients who are anxious 
and lonely end up calling EMS. As a result, think they have a 
heart attack and get transferred. By thinking about programs that 
would engage rural seniors to be able to have rural seniors have 
extra support, we—you know, we mentioned these, you know, 
phone calls in between visits, checking on patients, making sure 
that we are getting ahead of things in the vein of prevention, en-
suring that if a congestive heart failure patient is—you know, their 
ankles are swollen or they are short of breath, that we are getting 
ahead of that and bringing them into the office. 

So I do think that your suggestion that we think about the 
unique scenarios, problems, the geographic distance and just the 
volume of people in rural communities should be a thrust of design 
principles in future models. 

Mrs. MILLER. Thank you so much. 
I yield back. 
Chairman BUCHANAN. Thank you. 
Ms. Tenney, New York. 
Ms. TENNEY. Thank you, Mr. Chairman. 
And thank you all to the witnesses. And we also appreciate your 

patience. It is a little bit of a crazy day here. 
I kind of have the similar situation that my colleague from West 

Virginia has. I have upstate New York, which is very rural. My dis-
trict is very sprawling. We have long access to get to medical cen-
ters, and that is why we are just so concerned about how this 
model is working. And I just appreciate your firsthand experience 
on how we are going to move from these fee-for-service to value- 
based systems in Medicare, and especially when it relates to the 
Center for Medicare and Medicaid Innovation. 

So I guess I want to talk a little bit about what the chairman 
had to say on some of the savings and things that we can do in 
this area. And I believe my estimation is I think that CMMI needs 
to rethink the way it engages with participants and relevant stake-
holders to encourage greater participation. And you have cited that, 
Doctor, your own benefit and retention. And also CMMI would be 
better served if it operated more transparently, provided more op-
portunities for the public to actually give the output as to what 
they think their medical outcomes are. 

So I wanted to ask first, Mr. Nuckolls, despite efforts to share 
more information, there are still areas of the CMMI process that 
remain opaque. How can CMMI improve its communication and 
transparency regarding the accountable care organization changes 
and benchmarking calculations? 

I think you alluded to this earlier, but if you could—how can that 
help, and how would it be better to be transparent in, say, a rural 
area where we have real trouble accessing even medical profes-
sionals? 

Mr. NUCKOLLS. Yes, so rural areas are critical as—with the 
way the benchmarking process works. You have critical access hos-
pitals that are paid in a different way than other hospitals are. 
And so CMMI, I think, has a wonderful opportunity to be trans-
parent and to help develop unique benchmarks that can serve rural 
communities. 
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When we first started our ACO, we were in a rural area, and 
rural means underserved. And so when you add more services to 
people, you end up spending a little bit more money on that. And 
so what happened during our first contract period, we ended up 
spending a little more money, and we didn’t—we ended up break-
ing even for our first contract. But after that, once we got control 
of those patients and we started doing a lot of the programs that 
we are talking about, we have been able to reduce our hospitaliza-
tions by 39 percent, our emergency room visits by 28 percent since 
that time. So we have really been able to get out. 

We were part of several CMMI programs—Track 1+, the Ad-
vanced Payment Model, and we are looking at Project REACH, the 
REACH ACOs for next year, perhaps. 

Ms. TENNEY. Okay. 
Mr. NUCKOLLS. And so they do a reasonable job of commu-

nicating with ACOs from a number of the ACOs. I am a founding 
member of the National Association of ACOs. We do a lot of advo-
cacy on behalf of REACH ACOs, as well as traditional ones. But 
CMMI could do better. We need data sooner so that we can respond 
to it. 

Ms. TENNEY. Okay. Well, you know, so you just touched on 
something. It is the cost in rural hospitals. There is some—I have 
a county, actually, in my sprawling, 14-county district where we 
can’t get a provider at all, no physician, no medical doctor into that 
community to run a federally funded health center. I mean, that 
is how destitute we are. 

But when you talk about cost—how do we get to the recruitment 
and retention? Because that is a big problem now. And how do we 
make this program work so we can get the innovation we need 
from the program and a new kind of payment view, and then be 
able to get and attract and keep, you know, our skilled medical 
physicians in these areas? I guess that is, you know, kind of based 
off of what you just said. 

Mr. NUCKOLLS. So I think there are a couple of things. We 
need stable physician payments, as Dr. Berenson said earlier. 

We have to get inflation updates. We have been losing money 
each year. 

Ms. TENNEY. Exactly. 
Mr. NUCKOLLS. We would not be able to recruit into our area 

without the ACO savings. 
Unfortunately, the way the benchmarks are set, we will have to 

leave the program at the end of this year. They continue to ratchet 
down the benchmarks each year, so that will make it very difficult 
in the future for us to recruit into rural areas if we do not have 
those shared savings coming in. 

And the Advanced Alternative Payment Model payments really 
help—have helped defray those inflation—the inflation costs that 
we have had where we have not gotten inflation updates for many, 
many years. 

Ms. TENNEY. Yes, there is—I could do this—I know why Vern 
took so long. There is a lot to talk about, especially in rural hos-
pitals. I am going to—I have one more question for you, but I—— 

Chairman BUCHANAN. Was I that long? 
Ms. TENNEY [continuing]. Wanted to jump to Dr. Chouinard. 

VerDate Sep 11 2014 03:56 Dec 07, 2024 Jkt 057159 PO 00000 Frm 00066 Fmt 6633 Sfmt 6602 E:\HR\OC\A159.XXX A159rf
re

de
ric

k 
on

 L
A

P
8M

3W
LY

3P
R

O
D

 w
ith

 H
E

A
R

IN
G



61 

Could you describe—I mean, we know that this—could you de-
scribe the challenges that are inhibiting these rural providers from 
participating in value-based payment systems, and how we could 
get CMS and Congress to help make sure that our, you know, Ad-
vanced Alternative Payment Methods are met? 

How do we do that and keep, you know, excellent health care in 
our communities? Because we still—we have a very—I think the 
average constituent in my region is a 65-year-old woman. So we 
have an aging community, but they are really in need of health 
care. And I have, I think, one of the highest percentages of Medi-
care recipients in my district of any of the districts in Congress. 

Dr. CHOUINARD. So sort of—— 
Ms. TENNEY. That was a lot. 
Dr. CHOUINARD. Two parts to that question. 
As far as recruiting people to rural communities, I mean, one of 

the things to think about is how do we offer a more attractive way 
to practice medicine. 

Ms. TENNEY. Right. 
Dr. CHOUINARD. No one wants to go in and see 25 patients, 

and deliver 15-minute health care, and also not have an idea of 
what—you know, how sick these patients are or are not. 

And so if we could build models, outpatient primary care models 
where we could, you know, look at a pyramid of our patients and 
understand that the top 10 percent, who are the very sickest and 
the very highest need, what if I could spend an hour with that pa-
tient? What if we could really go through everything that they 
needed to understand about their chronic condition? 

In addition, as I have mentioned before, expand these care teams 
so that there are diabetic educators so that we can do extra work 
with patients. I think that what physicians are afraid of is the— 
it is like looking down the barrel of a gun when you think about 
walking into the—to the morning clinic, and figuring out how to 
get to 5:00 with the demand of inbound requests. 

And in addition, just the fee-for-service sort of churn of seeing 
patients. 

Ms. TENNEY. Yes, I love that idea. I mean, I work hard to take 
care of myself. I am 63 years old. I haven’t been to the doctor in 
four years, mostly because my job is so demanding and I just 
haven’t had time to get my—but I know I follow Chairman 
Buchanan’s rules for being healthy. You know, I eat better, I exer-
cise, I go to his seminars and the books he brings from all these 
doctor experts about how to live a long and healthy life. But that 
is true, though. 

I mean, when I—my physicians are all overwhelmed. You go in, 
and they are on the computer for the whole time talking to you. 

Dr. CHOUINARD. Right. 
Ms. TENNEY. The nurse practitioners are overwhelmed. Every-

body in the system is overwhelmed because we aren’t prioritizing 
the needs of patients based on their health levels. And I think that 
is a great—it was just very insightful, and I know you all know 
that, but I think it is great to hear that. And we really want to 
focus on health care and making sure we get better outcomes. 

VerDate Sep 11 2014 03:56 Dec 07, 2024 Jkt 057159 PO 00000 Frm 00067 Fmt 6633 Sfmt 6602 E:\HR\OC\A159.XXX A159rf
re

de
ric

k 
on

 L
A

P
8M

3W
LY

3P
R

O
D

 w
ith

 H
E

A
R

IN
G



62 

I really think that we could do so much more with CMMI on this 
and—I am sorry, but my time is way over. But I wanted to say 
thank you to all of you. And this is a really important discussion. 

I thank the chairman again for holding this important meeting, 
and all of you for being patient and giving us your insights. Thank 
you. 

Chairman BUCHANAN. Well, thank you. Let me just say I have 
got two documents, one doc for seniors to submit, as well as Con-
gressman LaHood has got a letter we need to submit. 

So, so submitted. 
[The information follows:] 
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Chairman BUCHANAN. I would like to thank our witnesses. 
And I really do, because you have it’s been a long day for appearing 
before us today. 

Please be advised that members have two weeks to submit writ-
ten questions to the answers later in writing. Those questions and 
your answers will be made part of the formal hearing record. 

And with that, the subcommittee stands adjourned. 
[Whereupon, at 5:39 p.m., the subcommittee was adjourned.] 
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MEMBER QUESTIONS FOR THE RECORD 
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