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INTRODUCTION

Payment reform has been increasing in the U.S. health care
system in recent years. Reforms move away from fee-for-
service toward value-based payments, or compensation per-
patient tied to care quality goals.1 Value-based payment is
hypothesized to achieve the quadruple aim—improved care
quality at lower costs with more satisfied patients and
providers.2

Value-based payment presents both opportunities and chal-
lenges for health care clinics that see majority low-income
patients (i.e., the safety net). While offering flexibility to invest
in services to address patients’ social needs,3 it may discourage
care for costly populations.4 Although evidence suggests cost-
savings of value-based payment models for low-income, com-
plex populations,5 the study of payment reform has focused on
regional impact and rarely details mechanisms of change at the
clinic level. Previous measurement of engagement within
value-based programs has depended on secondhand reports
from leaders,6 not providers or patients, and has not focused
on the safety net. Engagement of safety net clinic stakeholders
in delivery system transformation is essential for achieving
quadruple aim goals and avoiding unintended consequences,
but stakeholders must first be aware of payment reform and its
connection to changes at the clinic level.
To improve understanding of the impact of payment reform

on safety net primary care delivery, we evaluated the aware-
ness of patients, staff, and providers of ongoing payment
reforms and their perceptions of changes at their clinics in

one urban region with early adoption of Medicaid value-based
payment models.

METHODS

Institutional Review Boards at Allina Health, Hennepin
Healthcare, and the University of Minnesota approved this
study. First, we conducted interviews with stakeholders to
design novel survey questions about patient, staff, and provid-
er awareness of payment reform. We conducted cross-
sectional surveys of stakeholders at three safety net primary
care clinics at two time points 11 months apart (2017 and
2018).
We recruited providers and staff at clinic-wide meetings and

left paper surveys for those absent. We recruited convenience
samples of patients in clinic waiting rooms.
We used Stata 15.1 to analyze data and followed the

Strengthening of Reporting Observational Studies in Epide-
miology (STROBE) guidelines. We conducted chi-squared
tests to compare awareness of payment reform among stake-
holder groups.

RESULTS

In total, 218 of 388 patients completed surveys (56%), and 302
of 413 staff/providers (73%). Ineligible non-English-speaking
patients lowered our response rate. We found no significant
differences between responses over time, so we collapsed the
data removing respondents who took the survey in both years.
Our final sample had 214 patients, 136 staff, and 116 providers
(Table 1).
Awareness of payment reform varied significantly between

stakeholder groups (χ2 = 95.07, p < .001) (Fig. 1). Only 27%
of patients were aware of payment reform, lower than the
expected value under the null hypothesis. Staff and providers
had greater than expected awareness of reform with 64% and
81% aware, respectively.

Prior presentations: We presented this data at the Minnesota Academy of
Family Physicians Research and Innovation day on March 2, 2019.
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Among respondents aware of reforms, perceptions differed
about the extent to which reforms caused changes to their care/
work (Fig. 1; χ2 = 14.03, p = .03). Twenty-eight percent of
aware patients and 30% of aware providers perceived changes
in their care/work due to reforms. However, 45% of aware
staff attributed changes in their work to payment reform.

DISCUSSION

This study revealed stark differences in awareness of payment
reform among stakeholders at safety net primary care clinics.
Patients had particularly low awareness of reforms.

Importantly, even among stakeholders aware of reforms, ap-
proximately one in three felt reforms changed their care/work
experience. This research complements the large body of
evidence on the regional impacts of value-based payments
models and harkens back to past problems with capitated
payments under health maintenance organizations.
Limitations of this work include a small sample in one

metropolitan area and use of a novel survey. In addition, we
cannot determine the cause of low perceptions of care/work
changes due to payment reform.
The results of this study indicate a need to include clinic

stakeholders in the development and implementation of value-
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Figure 1 Proportion of clinic stakeholders aware of ongoing payment reforms and proportion of aware stakeholders perceiving connection of
clinic change with reforms.

Table 1 Characteristics of Safety Net Clinic Stakeholders Surveyed

Characteristic Staff
(n = 131)

Providers
(n = 116)

Patients
(n = 214)

Gender (no. (%))
Male 25 (19.4) 45 (39.5) 73 (34.1)
Female 104 (80.6) 69 (59.5) 127 (59.4)
Other 0 (0.0) 0 (0.0) 1 (0.5)
Missing 2 (1.5) 2 (1.7) 13 (6.1)

Race* (no. (%))
Black/African American 16 (12.2) 9 (7.8) 78 (36.5)
White/Caucasian 83 (63.3) 88 (75.9) 100 (46.7)
Asian/Asian American 11 (8.4) 14 (12.1) 2 (0.9)
Native American/Alaskan Native 3 (2.2) 0 (0.0) 9 (4.2)
Other 12 (9.2) 6 (5.2) 17 (7.9)
Missing 11 (8.4) 3 (2.6) 20 (9.4)

Ethnicity (no. (%))
Latino/Hispanic 18 (15.5) 4 (3.6) 20 (10.8)
Not Latino/Hispanic 98 (84.5) 107 (96.4) 166 (89.3)
Missing 15 (11.5) 5 (4.3) 28 (13.1)

Age (M (SD)) 40.8 (15.6) 39.2 (14.5) 47.7 (18.2)

*Totals are greater than n because respondents were allowed to classify themselves in more than one category.
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based payment models. Inclusion of frontline patients, staff,
and providers may play a key role in ensuring value-based
payment reforms achieve real and meaningful changes to care
delivery and quality.
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