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Minutes 

Welcome, Introductions, and Agenda Overview 

 

Dr. Drew Oliveira of the WHA led the welcome and introductions to 
the May 11, 2026, PMCC meeting.  
 

• The PMCC welcomed new member Dr. Stipica Mudrazija, 
Assistant Professor and William L. Dowling Endowed 
Professor in Health Administration in the Department of 
Health Systems and Population Health at the University of 
Washington. 

• The PMCC bid farewell to  long time PMCC member Larry 
Kessler, ScD. We thank Larry for his contribution to the work 
of the PMCC and wish him all the best in his future 
endeavors.  

• Link to the original May agenda is located here. 



Brief recap of PMCC February meeting Dr. Oliveira provided a high-level recap of the PMCC February 
meeting, including: 
• Judy Zerzan-Thul provided a high-level overview of the “ State of 

the State” including federal changes in 2026, state and agency 
priorities and considerations for the PMCC. 

• The PMCC revisited the CAHPS measures placed on hold in 2025, 
and the Committee did not select any CAHPS measures for 
monitoring on the WSCMS at this time. The Committee expressed 
interest in learning more about alternative ways that health plans 
measure patient experience. 

• The PMCC also revisited the hospital measures placed on hold in 
2025. The committee selected two hospital-based measures to 
add to the updated WSCMS under the monitoring category: 

o Plan all cause readmission- Core 
o Patient Safety composite – Supplemental 

• The Committee agreed that there is value in monitoring hospital 
performance, and they were in support of receiving regular 
updates from WSHA, our rural hospital partners, and reviewing 
the annual Leapfrog results. HCA will work with Darcy 
Jaffee/WSHA to identify the timeline for hospital reporting to 
determine when this information should be brought to the PMCC. 



Alternative ways that health plans measure 
patient experience 

• Introduction to discussion by Laura 
Pennington, HCA 

• Yogini Kulkarni-Sharma, MD from Molina 
Healthcare 

• Lawrence Weiss, Regence Health Plan of 
WA 

 

Background: 
• Consumer Assessment of Healthcare Providers and Systems 

(CAHPS) surveys are a standard survey tool required by Centers 
for Medicare & Medicaid Services. 

• Challenges with CAHPS reporting include: 
o costly for plans and providers to administer;  
o low response rates;  
o significant time lapses between the encounter visit and 

receipt of survey; and 
o an overall lack of actionable data to improve upon the 

patient experience 
• Health plans are using additional tools to assess member 

experience, including: 
o utilizing other survey tools, such as Press Ganey;  
o developing quality initiatives derived from internal 

performance analysis; and  
o direct engagement with providers and members to look 

for real time improvement opportunities 
Presentations: Molina Healthcare 
• Dr. Yogini Kulkarni-Sharma shared that members are “at the 

center of everything we do.” 
o Performance is about clinical performance and member 

experience. 
• CAHPS by itself is not as actionable. 

o CAHPS is limited, as it is a small sample. 
o May not always be reflective of cross system 

performance/situation bias. 
o Align expectations across plans or members 

• Additional ways that Molina measures patient experience: 
o Mock CAHPS survey 

 Shorter than traditional CAHPS survey 
o Post visit survey 
o Medicaid Advisory Committee meets every quarter 
o Developing provider score cards 
o Working with a tool that includes AI 
o Using social media 

Presentations: Regence Health Plan of WA 
• Lawrence Weiss shared that Regence focuses on the “best way to 

understand our members.” 
• CAHPS surveys are broad and the information gathered is limited. 

o They are more of an outcome measure than a proactive 
tool. 

o It looks at how they did over the year and is not 
actionable.  

• Voice of the Customer (VOC) program: 
o Customer focused lens 
o Uses CAHPS proxy measures 
o VOC is a nice complement to CAHPS 

• Asks throughout the customer journey: 
o When did they begin engagement? 
o 6 months follow up ( vs. CAHPS <12 months) 
o When did they use the Regence website? 
o When did they have a provider visit(s)? 
o When did they engage with pharmacy? 



• Regence understands that there is lots of data out there, and 
knowing the specifics of what members need can lead to better 
health outcomes.  

o Ultimately, it is less about the health plan experience and 
more about the member experience with a health 
system. 

• Regence uses the VOC insights and map it back to internal QI 
activities.  

o Timely reporting leads to faster follow up/immediate 
feedback to better understand their problem and address 
it.  

• Traditional CAHPS is used for longer term study and those real 
time efforts resulting from VOC would potentially reflect in the 
long term CAHPS results.  

• Regence has quality incentive program with providers, that 
includes member experience measures focused on: 

o Access 
o Care coordination 

• Regence does predictive modeling for survey responses: 
o Look at collected data to better understand the profiles 

of the members most likely to complete a survey. 
o Focus is on how Regence can “holistically gather and act 

on ongoing feedback.”  
Discussion: 
• Q: Regarding the member surveys you are completing, what is 

the value of information that you gather and share with providers 
in comparison with the information they are gathering directly 
from patients? 

o A: Regence is trying to tie in opportunities identified from 
the broader systems level that could intersect with the 
CAHPS survey results from the provider level.  
 For example, the VOC after visit surveys provide 

more nuanced information about how the 
provider group contributes to overall quality and 
star ratings. Data is often complimentary. 

• Q: Examples of best practices for survey administration: 
o A:Molina: There will inevitably be some [replication of 

themes], but it is important to ask the questions in a way 
that is not duplicative.  

o We may assume patients respond to provider's survey 
more often than when they do the health plan survey. 
Some patients can be a bit defensive about why plans are 
asking about their direct interaction with providers. It is 
important to frame this as the surveys help the health 
plan to connect with specific providers and collaborate on 
quality improvement opportunities. 

• Q: Regarding stratification and population disparities, what do 
plans look at? How do plans work with providers to address 
specific questions that may come up around CAHPS? 

o A: The data may show some statistical differences by 
population, but this is not linked to any one specific thing; 
it is often a combination of factors that may influence a 
member’s access and experience with getting care. It can 



be difficult to infer what is happening from just data 
alone. 

o Additionally, most respondents have something they 
want to talk about (negative bias) and this is not 
necessarily reflective of the general experience. 

o It is important for health plans to proactively bridge the 
gap between outreach and engagement.  
 Using different tools, you can see general themes 

that pop up for members. 
 A combination of factors can give insight into 

who might need more support.  
o Regular touch base with providers can help to identify 

potential barriers and opportunities for improvement, as 
well as offer support. 

o Members may not automatically think to contact their 
health plan for help. They emphasize that they can be a 
partner to help members navigate the system and find 
additional resources.   

• Q: What are some additional barriers to CAHPS surveys: 
o HPs all face similar challenges with CAHPS. 
o Limitations with survey methodology (the expansion of 

email has shown some improvement) 
o More delivery systems are tied to CMS/NCQA surveys, 

and this is administratively burdensome to track, 
especially over a 12-month period. 

o It is challenging to scale to improve all members at any 
place across the network they engage with the  over 
health system.  
 A good challenge to have! 
 How does this feedback translate to the overall 

health system and scores? 
 What are common themes? 
 How do we improve the member experience? 

o This analysis is not set in a point in time but ongoing. 
• What is important for the PMCC to know: 

o  Molina: 
 Don't rush into adding member experience 

measures to the Core set but continue to explore. 
 It’s a very different world so we need to remain 

open to other ways to measure and improve 
experience.  

o Regence: 
 Regardless of how you measure it, how can we 

bring the members’ voice to the forefront? 
 Many ways to measure but we need to be able to 

do something about it.  
• Next Steps: 

o The Committee will continue to explore this topic in the 
future.  

 
Please send any additional questions to  HCAPMCC@hca.wa.gov  
 

mailto:HCAPMCC@hca.wa.gov


Presentation from WSHA on the Medicaid 
Quality Incentive program  (MQI) 

Tracy Wellington from WSHA shared background on the MQI 
program. Link here 

• Background: 
o Voluntary initiative  
o Allows eligible WA hospitals to earn a 1% incentive 

payment by meeting specific quality improvement 
targets.  

• Most prospective payment systems hospitals 
will qualify 

• Critical Access Hospitals (CAHs) are not 
eligible for financial incentive but may receive 
merit Achievement in Excellence Awards 
from WSHA. 

o The program focuses on improving care for Medicaid 
(Apple Health) enrollees through “data-driven 
measures, including health equity and disparities 
action plans.” 

• Performance results: 
o Measure Thresholds are reviewed annually. 

• Members ask for the information early; 
WSHA wraps up by Spring to make sure there 
is ample time to kick off discussions with 
public partners. 

o Each of the measure thresholds and point awards is 
an opportunity for an eligible hospital to participate 
in recognition and/or receive the awards based on 
hospital performance.  

o Points are awarded for each quartile or quantile. 
o For each measure, hospitals can earn 0 to 10  
o points. 
o Points are averaged across all applicable measures 

and hospitals with an average score of 5 and above 
are considered eligible for the increase. 

o Hospitals that don’t submit measures will not attain 
any points. 

• Next Steps: 
o The QVS data submissions were previously handled 

by a 3rd party vendor. This year, WSHA will be 
compiling the results. 

o WSHA Performance Pulse dashboard is newly 
launched for members.  

• Discussion: 
o Q: Is the Sepsis campaign on the WSHA webpage? 

• A: This should be, WSHA will confirm. 
o Q: With a point system, how are measures weighted? 

Is it based on priority? 
• A: The measures that are reviewed for 

consideration have already been identified as 
important for the Medicaid population.  

• The weight is less about specific topics but 
the cumulative performance.  

• While the program is voluntary, it is 
beneficial for hospitals to participate. 

https://www.hca.wa.gov/assets/program/mqip-metrics-milestones.pdf
https://www.wsha.org/weekly-newsletter/weekly-report-fri-april-18-2025-thu-april-24-2025/dig-into-dash-premiums-operation-efficiency-dashboard-with-our-latest-webinar/


• Every measure is worth 10 points. For those 
measures that are multifaceted/ have sub 
measures, the points would be divided up by 
those facets. The total score for that measure 
must be at least 5 to receive credit. 

o Q: When looking that the risk score averages, were 
there any themes that stood out, and have you seen 
year-over-year changes? 

• Yes, there are some patterns. However, it is 
worth noting that the measures may also 
change year to year. 

• For those who have the same measures they 
are reporting, we are more likely to see the 
same scores in select areas because those 
hospitals are going to have the same 
priorities. 

o How often do the measures change? 
• A: Measures tend to remain consistent if they 

are still needed, but their point values can be 
reduced. 

o Q: Will this data be shared publicly at any point? 
• A: Not presently but Tracy will follow up with 

Darcy Jaffe for more information. 
 

Link to upcoming events with WSHA here. 

https://www.wsha.org/news-events/events/


Upcoming PMCC activities in 2026 
• Timeline for next 6 months 
• Meeting to discuss data in October 

o Data inventory 
• Planning for 2027 biennial review 

Heleena Hufnagel discussed the timeline of activities for the next (6) 
months with the committee.  
 
August PMCC meeting agenda: 

• The Committee will learn about how Tribe’s support quality 
health outcomes in their communities and what data 
sovereignty means. 

• Option: 
o The Committee agreed that they would like to continue 

to discuss impacts of federal changes (HR1, Medicaid 
Final Rule) 

The Committee was also asked if there was interest in holding a Fall 
meeting to discuss the topic of data sources used in WSCMS reporting 
and how we are working to address “problematic data” we cannot 
readily access. 

• The PMCC quorum said yes to holding an ad hoc data-focused 
October meeting.  

• Heleena will reach out to PMCC data SMEs to schedule a 
planning meeting over the summer.  

o Reach out to Heleena if you are a committee member 
and want to participate in a pre-meeting. 

• December: 
o The Committee has agreed to invite NCQA in 

December to  learn about Person-Centered 
Outcomes measures.  

Additional Comments from Committee members: 
• Topic of Interest: With HR1 and the loss of potential coverage 

in 2027, consideration for how this may impact public health. 
o Are there measures that we should be looking at to 

monitor increased use of ERs, etc.? 
o We need to be careful about looking at ED visits given 

what we learned about ACA expansion.  However, it 
would be interesting to look at changes in 
compensated care within the ED. 

 
Public Comment There were no comments from the public today. 

Wrap Up  
 

Next Meeting Date/Time:  
• Date: August 11th, 2026 @ 10:00 a.m.-12:00 p.m. 

Proposed Agenda: 
• Tribal presentation 
• Introductory discussion to Federal changes (HR1) 
• Preparation for October data standards meeting and 

reporting for the WSCMS 
 
 


