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SUMMARY 

The work of primary care providers (PCPs) and their organizations is being incented to change,  because 

the payment methodology used by Medicaid (and increasingly by Medicare and private payers) will be 

changing significantly in the very near future. These incentive changes recognize the value of “whole 

person care,” which refers to care that better meets the needs of patients by addressing not only acute 

medical problems but also chronic health conditions, the provision of preventative health services, 

addressing behavioral health needs and the social problems often associated with medical problems. 

This broader approach has been shown to improve care by overall improving a patient’s health and 

quality of life, as well as reducing unnecessary office visits, ER visits, hospital admissions and specialty 

referrals.  

The new payment models will emphasize health care entity accountability for high value care (outcomes 

divided by cost) by using capitated and “bundled” payments, rather than current fee-for-service 

payment models. Many primary care organizations will find it a challenge to provide the needed care 

while surviving financially under these new conditions.  

We are using the term Whole Person Medical Home (WPMH) for a primary care organization or practice 

that has successfully adopted such an approach. We are proposing the creation of a North Central 

Washington Primary Care Transformation Collaborative that  will utilize a collaborative approach to 

implementation of this care model in North Central Washington, in different legal entity practices. 

 

WHAT IS A WHOLE PERSON MEDICAL HOME? 

A homeless diabetic patient is unlikely to successfully manage diabetes without a stable living situation, 

and appropriate nutrition.  A patient facing domestic violence, untreated substance abuse, food 

insecurity or many other health-related social problems is in a similar dilemma. The PCP cannot solve all 

of these health determinants, but is in a unique position to be able to guide the patient to a team 

capable of providing the appropriate assistance, including community health workers, housing 

specialists, mental health providers and others. With the requirement for face-to-face encounters lifted 

under payment methodologies other than FFS, PCPs would have the ability to use their time, as well as 

the rest of the team’s efforts in the patient’s best interest. Only patients requiring face to face visits with 

the PCP to meet their needs would be seen in person; more would be in touch via email and phone, and 

the PCP would have an increased opportunity to assure that health related psychological and social 

issues are addressed more appropriately. This approach has much in common with the Patient Centered 

Medical Home, but goes well beyond it. There is substantial evidence that this approach does improve 

value in healthcare. In addition, PCPs and their staff find that this is a more satisfying way to practice. 

But the transition is not easy. 

 

HOW WOULD THE PRIMARY CARE COLLABORATIVE HELP? 

Preparing for these changes is both complex and risky. Everything from compensation plans and PCPs’ 

work flow, to IT systems and the physical arrangement of offices may have to change. Organizations that 

move away from fee-for-service care to prepare for new payment systems will need to invest resources 

in this change process, and will likely have an added penalty in the form of reduced fee-for-service 

reimbursement during the transition. Organizations that delay the transition to value based payments, 

and the associated work process adjustments, until the new payment measures are instituted risk a 

significant disruption of their business model when the new system is implemented.  

While each organization or practice must work out these adjustments for itself, collaborative efforts 

across organizations in North Central Washington can reduce the risks to individual organizations.  We 
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can share the positive learnings, and the failures, producing a better care system for all the area’s 

residents. There are many options for collaboration, while maintaining business and financial data 

confidentiality.  All rural primary care providers will need to work collaboratively with other 

organizations to address whole person service needs.  These cannot be met independently. We need to 

establish a common processes for care coordination with hospitals, specialists, behavioral health 

organizations, and social service organizations.  There is no other way to have a successful, long term 

viable health care system in North Central Washington. 

 

As examples, the Collaborative may address the following: 
 

1. Access to after-hours phone or on-line advice from a nurse (who can utilize the patient’s medical 

record, and is usually backed by a PCP and often by a pharmacist) helps patients succeed with their 

treatments while avoiding unnecessary ER visits. But small clinics often cannot afford to do this on their 

own. Cooperative efforts to implement such services can be developed by the Collaborative. 
 

2. Well over a dozen organizations in the state already have special grants to provide consultation and 

training to providers, but they are not well coordinated. The Collaborative can be a mechanism through 

which these training and consultation resources can be matched to the needs of Collaborative members, 

without each provider organization having to deal with a dozen transformation projects. More effective 

sharing of training and consultation services will result. 
 

3. Primary care organizations can collaborate to develop IT capabilities they will need to track Whole 

Person Care screening data, activities such as Community Health Worker home visits, and 

metrics/standards such as those that come with integrated Medicaid contracts. 
 

4. Developing transition plans and dealing with change management issues will be important for every 

provider organization. Without straying into business issues that must remain confidential, Collaborative 

members will have opportunities to learn from each other in developing and refining these efforts. 
 

5. By covering a large proportion of the region’s population, the Collaborative will be well positioned to 

attract outside funding to support the transition. 

 

BECOME A PART OF THE COLLABORATIVE 

Join this effort, or learn more about it, by contacting one of these founding members: 

 

 Peter Rutherford, CEO, Confluence Health, peter.rutherford@confluencehealth.org 

 Peter Morgan, Board Member, Family Health Centers, ptrmrgn@gmail.com 

 Patrick Bucknam, CEO, Columbia Valley Community Health, pbucknum@cvch.org 

 Kevin Abel, CEO, Lake Chelan Community Hospital, kabel@lcch.net 

 Other? 

Administrative support and staffing for the Collaborative will be provided by the North Central 

Accountable Community of Health. At this point no costs or fixed obligations have been established for 

membership, though we expect that members will hold one another to some level of accountability for 

participation and progress toward transformation objectives. 
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SOME ASPECTS OF A WHOLE PERSON MEDICAL HOME 

___________________________________________________________________________ 

 


