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E§! Purpose

The purpose of this presentation is to illustrate
the opportunity that our specialty has at hand
to transform the American health care system
by greatly increasing the quality of care we
deliver in our clinics.



E§i Goals for Family Medicine

 Lifestyle specialty with a heart
 Double currentincome

e Go home on time

* No call

* Days should be brisk but enjoyable
* Focus on interface with patients

* Biological focus



My Background

Education
Primary Care
Urgent Care
Health Policy
Business
Management
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OPINION

Back to the Future: The Way Forward in
Health Care Reform

It's 1995 all over again. Let's get it right this time.

Philip D. Briggs, MD, MBA
Fam Pract Manag. 2012 May-June;19(3):5-6.

S0 much of what is happening in health care today is eerily similar to what was happening in the mid-
1990s. If that period were a movie, we would have called it Capitafion, and this current feature would
be called Refturn of Capitation. At the end of the first, the dead monster's eyes would begin to glow
again faintly, letting the audience kKnow that a sequel would be a real possibility. Mow he's back, and
he's angry.

Recently, | re-read a 1995 article about how family physicians should respond to changes in health
care written by William J. (Terry) Kane, MD, and published in Family Pracfice Managemenf.1 Kane, a
family physician, had held high-level executive positions with Sharp HealthCare in San Diego and with
various health plans. | was on the American Academy of Family Physicians (AAFP) Board of Directors
at the time, and | remember Kane delivering a fascinating talk on managed care and macroeconomic
trends in the industry and in our specialty. He later presented it as the keynote address at the AAFP
Scientific Assembly; his article was based on that talk.
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Opportunities

. Extend patients’ lives and improve their

quality of life

. Solve the nation’s primary care physician

shortage

. Double the quality increase that NCQA PCMH

recognition yields

. Cut global health care costs by half
. Double the income of family physicians while

enhancing their life style



i Political Landscape &
Direction of Health Care
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Democrats’ Position Republicans’ Position

.

Socialized Medicine Free Market Medicine
<
Realistic range of possible policy outcomes

Socialized “Universal” Healthcare Free-market solution

Government burden to supply care Personal Obligation of Health

High levels of government aid Private payers and non-governmental aid

Government control of health economy Consumer based health economy

Current US Health System Q US Healthcare Before Medicare (1965)

G Mexican Seguro Social G England’s National Health Service

For 50 years policy has shaped the economics of
healthcare delivery, it is now out of control



Gravity Model of Trade
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Gravity model of trade

From Wikipedia, the free encyclopedia

7

The gravity model of trade in international economics, similar to other gravity models in social science, predicts bilateral trade
flows based on the economic sizes of (often using GOF measurements) and distance between two units. The model was first used

This article includes a list of references, but its sources remain unclear because it has
insufficient inline citations. Please help to improve this article by introducing more
precise citations. (January 2010)

by Tinbergen in 1962.1"! The basic model for trade between two countries (i and j) takes the form of

F, = Mt

D;;

Q

Where F is the trade flow_ M is the economic mass of each country, D is the distance and G is a constant. The model has also been
used in international relations to evaluate the impact of treaties and alliances on trade, and it has been used to test the effectiveness

of trade agreements and organizations such as the Morth American Free Trade Agreement (NAFTA) and the World Trade

Crrganization (WTO).
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Eci The Value of Health Care

PATIENT
TCOME
SATISFACTION + OUTCOMES

COST

VALUE =

Value equation for any service or product applies
to health care with multiple quality aspects
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Current Family Medicine
Landscape

Average MD Graduate’s Debt: 87 percent of graduating medical students carry
$156,456.00 outstanding loans.
Decrease in primary care physicians
Decreased diversity of physician workforce
Promoting unsafe physician behaviors

AAFP Residency Matching Program Data
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Physician shortages. Reimbursement problems. New models of care.

Healthcare IT. Quality initiatives. All of these issues contribute to the

current crisis in primary care... more medical students are choosing
medical specialties over primary care
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Supply and Demand
Shortages
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High demand with low supply should yield higher
prices but with price controls we have shortages



Projected Shortage

Association of American Medical Colleges
(AAMC) projects a shortage of 45,000
primary care physicians by 2020



E§i Projected Shortage ?

Work Force Latest News | Videos

Doc Shortage May Be Smaller Than Projected

By David Pittman, Washington Correspondent, MedPage Today
Published: January 11, 2013

The projected shortage in the nation's
primary care physician work force may be
overstated, and any that does develop can
be eliminated with wider adoption of EHRs
and practice restructuring, a study suggests.

By working in practices of two or three
doctors while shifting as little as 20% of
patients to a nonphysician provider and using
an EHR, "most if not all of the projected
primary care physician shortage could be
eliminated," according to an analysis of
several scenarios published in the January issue of Health Affairs.
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EEE Key Strategies for Growth

* Urgent Care...evenings and weekends
e Consolidated Business Office

e Call Center

* |PA

* Franchised Business Model
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The Patient-Centered
Medical Home



Esi History of PCMH

.

The Future of Family Medicine:
A Collaborative Project of the Family
Medicine Community

Future of Family Medicine Project Leadership Committee  ABSTRACT

James C. Martin, MD, Project Leadership Committee Chair, Family Practice Resi-  BACKGROUND Recognizing fundamental flaws in the frag-
deﬂcy Progmm at CHRISTUS Santa Rosa Health Care, San Antonio, Tex. mented US health care Systems and the potenﬂa| of an

Robert - Avant, MD, American Board of Family Practice, Lexington, Ky; Marjorie imegraﬂve' Igleneralm EI\PPITOGCI'I\, .the leadership of 7 natiolnal
A Bowman, MD, MPA, Department of Family Practice and Community Medicine, family medicine organizations initiated th‘? F_Uture of Family



s
Egi Future of Family Medicine

 Medical home-from pediatrics 1960s
e Basket of services-??Goldilocks??
* Biopsychosocial model of primary care

B | O PSYChOsoci
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Joint Principles

ri ﬁ”f’"""m"ﬁm" Joint Principles of the Patient-Centered Medical Home
&S FTIMAry Lare ppjished on Patient Centered Primary Care Collaborative

COLLABORATIVE

(http:/fwww.pcpcc.net)

Joint Principles of the Patient-Centered Medical Home

American Academy of Family Physicians (AAFP)
American Academy of Pediatrics (AAP)
American College of Physicians (ACF)

American Osteopathic Association (ADA)

February 2007

Introduction

The Patient-Centered Medical Home (PCMH) is an approach to providing comprehensive primary care
for children, youth and adults. The PCMH is a health care setting that facilitates partnerships
between individual patients, and their personal physicians, and when appropriate, the patient's
family.

The AAP, AAFP, ACP, and AOA, representing approximately 333,000 physicians, have developed the
following joint principles to describe the characteristics of the PCMH.
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i

Joint Principles

PCPCC Published in 2007

Personal physician
* Physician directed medical practice
 Whole person orientation
e Careis coordinated and integrated
e Quality and safety
 Enhances Access
* Payment
e Supported by AAFP, AAP, ACP, AOA



’ Practice Transformation
Esi Advocacy

TransforAAED" IS ﬁ

TRANSFORMING MEDICAL PRACTICES SIGN UP

About Us P* Project Solutions Online Resources Partners & Projects What's New

TransforMED is transforming the practice of
Primary Care

e TransforMED is how primary care practices
AAFP become high-performing Patient-Centered
Medical Homes (PCMH). Using a transformative
process of practice redesign focused on patient
care and practice team satisfaction, organized around the TransforMED

{ i Patient-Centered Model, TransforMED facilitators leverage
PHYSICIANS' PAYERS HOSPITALS & best-practices from their experience guiding transformation projects

PRACTICES & IPAs HEALTH SYSTEMS across the country to provide clinical integration services, collaborative
il 4 : £ environments and learning opportunities to medical practices and
TransforMED helps Physicians' Practices and TransforMED helps payers deliver high quality TransforMED helps hospitals and health systems S i eh e et e oA N
.Independant .Physlcwan ASSC.PCIEtIC?I'IS (IPAS) care and re.duce ct?sts while IHTIDI’ENIII'IQ patient .engage physicians and improve care through ol h et Bodies Sinas D005 i arED has poilided
|mprovu=... quality, safety, =atisfaction and the health and increasing staff satisfaction and patient implementation of the Patient-Centered Medical Frertiut ~ohmiOnS I AR reE= OF Hirt cos o thatisncs b docrs:
bottomline. Mare » engagement. More » Home. More »

thereby touching the lives of more than 20 million patients. TransforMED
is a non-profit subsidiary of the American Academy of Family Physicians
(AAFP). Are you ready to transform?

EDUCATION EVENT CO-SPONSORED BY THE AAFF AND TRANSFORMED
Free Webinar on Comprehensive Primary Care Initiative (CPCI)

4 TransforMED also coordinates a residency demonstration
p initiative known as P* - which stands for Preparing the
Personal Physician for Practice. P is leading the
transformation of family medicine residency education

February 1, 2012 1:00 p.m. CST

What is the CPCI? What does it mean for primary care?

training to prepare tomorrow's physicians for new models of care and
How can it benefit you and your practice?

demonstrate the value of science-based, high guality, patient centered

Led by the Centers for Medicare and Medicaid Innovation, the Comprehensive Primary Care Initiative (CPCI) offers a blended payment primary care. Find out more about Bt

model from public and private purchasers to primary care practices that provide "comprehensive primary care." In this free webinar,
participants will progress from an overview of the CPCI to a detailed presentation of the practice and community infrastructure requirements
for participating in the program.

Get TransforMED's Newsletter

Your Email

Click here to register »




Esi Patient-Centered Primary Care
Collaborative (PCPCC)

= Home | About Us | Contact Us
Patient-Centered B

Primary Care

COLLABORATIVE

About Us ~ The Medical Home - Stakeholder Centers ~ Membership - Resources - Events - MNews Room -

PCPCC
e oo \‘\ : Advocacy

! ;””VE I MAN N il l \

Alerts

oS |

latest medical home news
Y

Join our mailing list for the

Log In

Population Health Management in the Medical Neighborhood B

Learn about the critical role of health IT in improving population health. ... Read More

Advocacy % Care Delivery Employers Outcomes Patients, Families
& Public Policy & Integration t__& Purchasers & Evaluation t& Consumers
i




E§i Definition

“The medical home, also known as the patient-
centered medical home (PCMH), is defined as ‘an
approach to providing comprehensive primary
care... that facilitates partnerships between
individual patients, and their personal providers,
and when appropriate, the patient’s family’. The
provision of medical homes may allow better access
to health care, increase satisfaction with care, and
improve health.”

PCMH Video - Emmi Solutions




’ Standardization and
EE Credentialing - NCQA

Home | Contact Us | Site Map

NCQA |

Measuring quality.
|rnpn;:a'.rir'.g health core, Email Alerts | Print Page

Home = Programs = Recognition = Patient-Centered Medical Home

Patient-Centered Medical Home .PCMH 2011

Programs

NCQA's initial Physician Brochure

Practice Connections®- N The PCMH
Patient-Centered Medical 8 2011 Brochure
Home™ (PPC-PCMH) s now
program reflects the input of ft § available
RECOGNIZED PRACTICE the American College of -0

Rt Physicians, American

Accreditation

Certification

Recognition

Academy of Family

2011 - z
Multicultural Health Physicians, American
Academy of Pediatrics and American Osteopathic e
Care Distinction Association and others in the revision of Physician Recognition Program

Practice Connections® to assess whether physician ~ ReSOUICES
Sl EEREERES  practices are functioning as medical homes. Building
on the joint principles developed by the primary care
specialty societies, the PPC-PCMH standards

Recognition Programs
Home Page

Cwrlara dataile an aark




Esi National Committee for Quality
w” Assurance (NCQA) and the PCMH

* NCQA developed a set of standards and a
3-tiered recognition process to assess the
extent to which health care organizations
are functioning as medical home

e Obtaining recognition via the PPC-PCMH
programs requires completing an
application and providing adequate
documentation to show evidence that
specific processes and policies are in place



si NCQA Standards and Elements
-y

Enhance access and
Continuity

Identify and Manage Patient
Populations

Plan and Manage Care

Provide Self-Care Support
and Community Resources

Track and Coordinate Care

Measure and Improve
Performance

Office hour access, after-hour access, electronic access, continuity, medical
home responsibilities, culturally and linguistically appropriate services,
practice team

Patient information, clinical data, comprehensive health assessment, use data
for population management

Implement evidence-based guidelines, identify high-risk patients, care
management, manage medications, use ePrescribing

Support self-care processes, provide referrals to community resources

Test tracking and follow-up, referral tracking and follow-up, coordinate with
facilities/care transitions

Measure performance, measure patient/family experience, implement
continuous quality improvement, demonstrate continuous quality
improvement, report performance, report data externally

Orange signifies must pass elements
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Ccumbersome
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Egi How to Use PCMH

'PCMH

Simple, appropriate
\ info tech
i \

Operations excellence

Sound + profitable

financial management

Effective contracting,
credentialing, billing (IPA strength)

. | Good physician attitude — Optimism, _a
leadership, productivity




Christensen’s Disruptive
lnnovation

>
N

Sustaining Innovation: Innovation that improves a product in an
existing market in ways that customers are expecting.

a: Point at which Disruptive Innovation: Innovation that creates a new (and
Disruptive innovation unexpected) market by applying a different set of values, often by
begins to form a lowering cost or including a different set of consumers

market

b: Point when A

Sustaining Innovation
outperforms the
possible demands of
the product

C: Point when
disruptive innovation
outperforms the
market, eliminating the
Sustained market and
opening the market for
new disruption

Performance

Time a b c



. Christensen’s The Innovator’s
EEE Prescription

TR LD bl e o e e e ] P i N F e
P dacars mary Funsd mginpd s (9 Bt o i sy o ) o0 a0k o MR

- AEEULOESEIED Nrre' Tes Do Eip

The
Innovator’s
Prescription

A Disruptive Solution for Health Care

(et

Glayton M. Christensen

EBESTSELLING ANTHOR &F TWE (NNTRITORE D70 EMEY
Jorome H. Brossman, M0, & Jasea Hwang, M.D.
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Egi Moore’s Crossing the Chasm

Geaffrey Moore's 'Crossing the Chasm'diagram
cifca 1991

craaller The Big
chasm acary
¢ Chasm
in
r'""‘l Juestion

Innovators  Early Adopters Early Majority  Late Majority Laggards




~ Where is PCMH now?

g The Gartner Hype Cycle of New Technology Adoption

expectations gﬁgg"""g
‘ ’ Wirsless Power Complex-Event Processing
Hybrid Cloud Corll:l{qruljng L — Sacial Analytics
Gamtﬁcahoh:w O~ Private Cloud Computing
Big Data Application Stores

Augmented Reality
In-Memory Database Management Systems
Speech-to-Speech Translation Activity Streams
Silicon Anode Batteries NFC Payment
Matural-Language Question Answering —a Audio Mining/Speech Analytics
Internet of Things
Mobile Robots
Autonomous Vehicles
3D Scanners

Automatic Content Recognition

Crowdsourcing

Cloud Computing
Machine-to-Machine Communication Services
Mesh Networks: Sensor

Gesture Control

Predictive Analytics
Speech Recognition
Consumer Telematics

ldea Management

Biometric Authentication Methods
Consumerization

Media Tablets

Mobile OTA Payment

3D Bioprinting £
Quantum Computing £
Human Augmentation 0

Volumetric and Holographic Displays £\
0? In-Memory AnalyticsQ

Text Analytics
Home Health Monitoring

Hosted Virtual Desktops
Virtual Worlds

As of July 2012
Peak of
Technology Trough of Plateau of
Trigger E:F_Inﬂal:l:i?:ns Disillusionment Siope of Enlightenment Productivity
time L
Plateau will be reached in: obzoiain

Olessthan2years O 2toS5years @ 5to 10years A morethan 10 years @& before plateau
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Tools of measuring
provider and clinic
performance



’
Eg! Quality in Family Practice

NCQA level of facility -
Measures the quality of the entire team

Individual physicians in Distinct quality of
practice will be assessed physicians and other
the same by the payers providers will become an

internal measure



h)smg Six Sigma Tools to Enhance the
Es Patlent Center Medical Home

Clinical
Effectiven
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Patient Satisfaction

Forno
Sotisfaction Scores and % Highly Satisfied | |
Survey Volumiz

Percent Highly Satisfied

Question #1 The omount of tme you
waited to get oo appaintment

Question #2 Convenience of owr
locathon

Question #3 Getting through to the
affice by phone

Question #4 Leagth of time wolting of
tihe afffice for pour wsit

Provider Spedfic

Question #5 Time spent with the core
\rowider

Question #6 Expiznation af what was
done for pou

Question #7 The techoios! skills
(thorcaiines, (orefuin ) of the
N ORI O S

Question #8 The sersoral skils [courtiesy,
respect, sensithvity, friendlines) of the core
Erowvidier you Sow

Question #9 seasithin to pour speciol
el OF CONCENTS from the core proskder you
b

(Question #10 Your sotisfoction with
|getting the helo thot pow needed

painseay

Question #11 vour feeling mbout the
averall guaiity of the wisit

Question #12 vow kmpoession of the

fockty {chnoniingss, comfon, moise,
o g )

3 Highly Satisfied « 4 Setistied » 3 Neither « 2 Dissatistied » 1 Highly D
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Outcomes

Clinical Activities Outcome Data

Areas for Analysis Data Source of Measure Current Performance

2010 =69% n=54

- 2>
LDL-C threshold 1: 2100 mg/dL 5011 YTD = 53% =730

Cholesterol
2010=31% n=54
- 2>
LDL-C threshold 2: 2130 mg/dL 2011 YTD = 23% n=730
- 0, -

HYPERTENSION Stage 1 or higher SBP 140+ or DBP 90+ 2010 = 54% n=197
2011YTD =41% n=793

. 2010 =89% n=190
HbAlc Management: Testing 2011 YTD = 80% n=576

2010 =10% n=190

. 0,

HbAlc Management: Poor Control (>9%) 2011 YTD = 5% n=576

DIABETES Blood Pressure Management: % monitored 2010 =98% n=190

2011 YTD =99% n=576

2010 =82% n=190

- 0o
Lipid Profile % completed 2011 YTD = 86% n=576

Lipid Management: Control (LDL 2100 2010 =39% n=190
mg/dL) 2011YTD =37% n=576




E§! Our Goals

* NCQA Level I = minimum
 NCQA Level lll = 50t" percentile

* Above 50t percentile will be proprietary
measures, largely based on Six Sigma tools



Tt

Operations management
using Lean Six Sigma In
PCMH facilities
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: Six Sigma Roles

Six Sigma provides a structure of
skill levels and knowledge for all
members of the organization.

Executive

Deployment
Leader

: Each group has well defined roles
Cliz e and responsibilities and linkages of

communication.
Master Black Belts

Black Belts
Green Belts Effect: Individuals are
focused on and
Yellow Belts capable of meeting
the the needs of the
All Employees business & customer.

Copyright
OpenSourceSixSigma.com



Lean Six Sigma

Lean Six Sigma

| Strength: Efficiency | Strength: Effectiveness
|

Methody\pggteols and

TAsdics ,
Buetpraguttiontegy * Seiri—Put thin
Porfectiquhy of Operatlonafte,tun
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Esi PCMH Team and Relationships
s

Patient

Provider Patient

Jojeanp3 juailed

©Atrinea Health et
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“Rocks in the Backpack”

Smoking

Obesity

Alcohol abuse
Immunizations
Depression
Domestic violence
Automobile safety
Pets

Work safety
Helmet use
Development
Growth
Preventive
Complicated patients

Counselling, schedule prescription visit with provider, care plan, milestones, etc.
Health coaching

Screening, initial counselling

Identify deficiencies and update after provider confirmation

Screening, counselling, psychotherapy (referral as needed)

Screening

Child safety seat use

No role

Site specific per customers

Screening and counselling

Screening, counselling, DDI

Screening

MG, Pap, FIT / colonoscopy, lab, PSA, AAA US, BD as indicated per guidelines
Case management



g
E! Provider’s role after team handoff

Smoking Firm admonition to stop smoking; prescription if needed
Obesity Firm admonition for diet and exercise

Alcohol abuse Firm admonition, referral

Immunizations Affirm standing order for immunizations if not contra-indicated
Depression Referral, prescription per guidelines if indicated
Domestic violence Referral

Automobile safety No role

Pets No role unless specific indication, i.e. recurrent strep
Work safety Site specific per customers

Helmet use No role

Development Referral

Growth Referral

Preventive Affirm standing order

Complicated patients Refer to case manager



e Briggs Method
S 28

Listen to MA summarize history and ROS to provider in front
of patient

Expand on history

Review studies with patient (studies done before office visit or
at office per MA protocol)

Perform physical exam: quietly, thoughtfully, thoroughly but
quickly. Abnormals may be articulated between organ
systems.

Order any in-office studies needed
Communicate assessment(s) and plan(s) to patient

Sign prescriptions and office visit document (ideally
biometric)



E§! Briggs Method, explained

Ideally all documention flows out of the above with no effort
on the providers part.

A dictated portion is always an option for complex differential
diagnoses, etc.

Staff translates the physicians communication in lay language
to medicalese

Prescriptions must be affirmed individually and the office visit
including assesment and plan is affirmed with one action



E§! Briggs Method, explained Il

* Provider must be absolutely confident that patient will receive
standard patient information sheets on all diagnoses and
prescriptions per pre-established protocols

e Discussion with patient is focused on medical issues: bonding
and small talk minimized but not eliminated



g
EE! Provider Training-Mock Exam Room







s
Egi Training Conference Center
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Egi Volume vs. Value

Provider Experience

* Busy

e Full )
 Brisk *
e Light

e Simple

e Supported * Frustrated



75%
physician-
patient face
time
Increases
volume and

value.



Patient

Experience:
High Touch
with
High Tech
support in
background




E§i Current High Level Workflow

s/

€8 Excessive Wait

14-24 min

Provide
complet
exa
. (11-12min)

No (94%)

Yes (6%)

Wait: 5 min

© Ries Consulting 2010



Exam Step Expectations

Review patiert 1« atent cloha Ask patient to
medical fie and Firstvisit > rermove clothing
medcations Teava room

General observation [&———  Relum to room

Look at the nose

Tum lights off topatentifwax | —| (both nostris)

breathing ( )
Aok patertio te
on table Listen to heartbaat
nsrment and rerevenow one | | exond tongue say An Make adusiment and ciaphvam
cossary
Direct patiert to look at Ask patient o

Exarine skin on

Ratroce o tascopa | | Move o side and back
he back whie

cormeas whia for 42 speculurm ofpatent
. Gota spec et listening to ungs
s Exanine ngs at
Pt Turn ights back on Examine neck 4 points (610 be

atpicture
Provider gves
Retrive ophinaloscope.

Rotum funcucscope o examplo of howlo
umfiucscope o || and check seling Ratiave sieioscope [—{ 12m5le of tou

breath normaly

‘Advisa them you

will 40 2 pelvic Assist patient
examine while i foet i
pulling out the Ihesiups
stirups
Ask patient to

Insiruct the paient

Ask patient o stop

breathing and
listen to carotid
reries
underarms deeply
and paipate to Ask patient to
detect problems [+ breath normally
with lymph nodes
oz

foputhandsdown | |y ihe end of the
at ther side o
Pul he drape Put loves on
back
Chock the nippies | | and ask patentto

and underams

spread their knees
apart

T

Exarmine abdomen in 4
(quadrans deep palpations,
looking for tendamess or
masses, while directing
breathing as needed for
‘examing spleen and liver

l

Check femoral
artery

]

Check extremities
looking for swelling|
o other pathology

Check posterior
tiblal and dorsalis
pedis pulses

Ask patient to sit
up whie adjusting
fable for siting
position

Ask Patlentif They
doa Self Exam

Examine outside
area and adviss
patient you wil be
inserting the
speculum

T

Gheok Right Swab vaginal area
Breast for pap smear
Check Left
Breast
T Putlubrication on
gloves and insert
fingers into vagina,
sk patient to ift cking uierus and

che
both ovaries then insert

i

Liftup draps and
examine breasts

¥
No.

I provider
male

Ask female

Yess{ assistantino

room

Exam steps defined and
timed for common exam
types

Providers expected to follow
standardized steps to meet
time requirements

Additional (unrelated
requests from patient
outside of steps referred for
follow up appointments

Providers having significant
variation or exceeding
required times can be
audited against exam steps



§i Clinic Location Cycle Times

Location Nov MTD 18th
3:07:12
o
2:38:24 -
[ ]
2:09:36 ® o
0 e o
1:40:48 8 ek
8 o % 25th
® «  T5th
° 1:12:00 -
- x s p—— |- Mean
G N =S —'= o Outliers
0:43:12 x 7 '___x____ ® Extreme Outliers
0:14:24 - e T
(]
h 1 2 3 4
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Health Information
Technology



RESPONSE SPECTRUM:
'l am highly satisfied with this EHR.'

Amazing Charts (M = 59)

MEDENT (M = 33)

Prasis (M = 24)

WistA CPRS (VAL (N = 15)
SOAPware (N = 41)

e-MDs (N = 120)

Practice Fusion (M = 17}
athenaClinicals (N = 28)

Paint and Click EHR (M = 18)
EpicCare Ambulatory {N = 392)
eClinicalWwarks (N = 244)

Allscripts Professional (M = 104)
Centricity Practice Solution (W = 54)
Centricity EMR [N = 209)

Practice Partner (N = 123)
PrimeSuite (M = 20)

Al respondents (M = 2719)

RPMS {IHS) (N = 14)

InteGreat EHR (N = 14)

Sage Intergy (M = 40)

Allscripts Enterprise [N = 180)
Allscripts MyWay (N = 13)
MextGen Ambulatory (M = 247)
Meckessen Practice Complate (N = 14)
Cerner Millennium PowerChart/PowerWorks (N = 94)
AHLTA (M = 70)

Medinformatix (M = 18)

MPM (M = 48)

Horizon Ambulatory Care (N = 21)
Misys EMR (M = 38)

Medinotes e (formerly Charting Plus) (M = 13)
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EMR to support clinical work flow
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Government Regulations

Keeping the incentives in
context

EPs Year 1 Year 2 Year 3 Year 4 Year 5 Total

Incentive Payments 9 S 191,250 $ 76,500 S 76,500 S 76,500 S 76,500 S 497,250
One More Patient

per Day 9 S 249,480 S 249,480 S 249,480 S 249,480 S 249,480 $ 1,247,400

* Assuming all our providers qualify, the incentives will
generate $500,000 over the five year period

e If each of these providers saw just one more patient a day
we would generate $1.2 million over the five year period.
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Government Regulations

Keeping the incentives in
context

Meeting meaningful use just for the
ARRA money is like having a baby
just for the tax refund.
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Profitability in volume-
based reimbursement
while preparing for and
transition to value-based
funding



e Volume vs

. Value

e Before Capitation

* During Capitation
» After Capitation

——

Busy practices are a

Successful
when busy

—

ways going to

be more successful and more
profitable.

75% physician-patient face time
increases volume and value.



EE! Volume vs. Value

Practicing at the
Top of License vs. Top of Board Certification

“With value-based funding | treat only the
most difficult and interesting cases.”

WRONG

In value-based funding physicians still treat what some
might consider trivial ilinesses. They have a team
supporting them however; and their time is just better
allocated.
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Franchising as a strategy for

expansion and horizontal
Integration



ACCESS

PREVENTION

INNOVATION
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In-Depth Description
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A Primary Care
Model to Solve
Health Care

In America

Philip D. Briggs, MD, MBA
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Architects model-Mesa
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“Atrinea Health-Mesa —

- Opened Nov. 2010

L 4




10 Exam Rooms
2 TreatmentrRooms
5,000 Square Feet




System Transformation
‘ Through Spectrum of Care




ACO
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Accountable
Care Coalition

of New Mexico
Established by Sangre de Cristo Medical Group, LLC

ACO Implementation Project Dashboard

Implementation Manager: Mishka Glaser / Melissa Guajardo Support Manager: Trisha Dixon
Executive Director: Jason Garszczynski Care Coordination: Maryelle Van Assende
ACODate: 1/1/13 Revision Date: 2/05/13

Complete On Target Some/Low Risk Not Started _
ACO Executive Summary

Milestones Owner Finish Status Summary
tracts between ACO & CHS CHS -
plete. ACCNM - TBD 1/1/13 1/1/13 ACO




€3 Medical Neighborhood

A few notes about the Medical Neighborhood, and the relationship
between primary care practices and specialists:

Specialists will face the same pressures for efficiency that PCPs do
Neither of us will be communicating by phone, except perhaps rarely
The relationship will be team-team rather than physician-physician

We will have a common interest in the “triple aim”: better care, better
outcomes, and lower costs

Common practice guidelines will be forged jointly and used by all
providers

Administrative leaders in the practices will play a much more prominent
role

Accountability will be a key common goal
Health Info Tech will play a key role
Leveraging payer contracts to pay for outcomes is a critical aspect



Technology

And the New
World of

Healthcare
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» Los Alamos

NATIONAL LABORATORY

E5T.1843
] ]
"M & =y TECHNOLOGY
] VENTURES
[ CORPORATIDN
N )

Sandia
National
Laboratories

Exceptional service in
the national interest

STC.UNM

THE INNOVATION DOORTO
THE UNIVERSITY OF NEW MEXICO



s
Eg! Primary care of the Future

* Personalized Medicine

Fully sequenced patient genome, interfaced with practice
guidelines and specific therapeutic decisions

* Precision Medicine
Black box lab, nanotech device, 100 tests from a few
drops, real time

Cross sectional imaging: visualizing the coronary arteries
with an annual PE
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Daniel Kraft — There’s an App for That

DANIEL KRAFT
MEDICINE'S FUTURE? THERE'S AN APP FOR THAT

TEDMED & Fulurelled
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Questions

Urgent Care+

Family Practice
83 AtrineaHealth.

Your trusted Family Doctor and Urgent Care Specialist under the same roo

Philip Briggs, M.D., M.B.A.
pbriggs@AtrineaHealth.com
AtrineaHealth.com
BriggsGroupMD.com
pbriggslinks.com
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