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Abington Health System

Located in Philly suburbs

Two acute care hospitals

Two urgent care centers

Multiple Medical Campuses
Abington Health Physicians (AHP)
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AHP (50)

N e

Primary Care
(35)

OB-Gyn (3)

Specialists
(12)

Internal
Medicine (18)

| Family
i Medicine (17)
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The Chronic Care Model

Community

Resources and Policies Organizati

Management 'Sys‘ténfifi

Support Design
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Patient
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Improved Outcomes

Developed by The MacColl Institute
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What was the expected benefit of certify




Triple Aim

Population
Health

Experience
of Care

Cost of Care






Patient-Centered Medical Home incentive program

The Patient-Centered Medical Home (PCMH) incentive program rewards offices that have been recognized
by the National Commuttee for Quality Assurance (NCQA) for achieving the Physician Practice
Connections® (PPC)-PCMH standards of health care delivery. These standards, endorsed by the American
Academy of Famuly Physicians, American Academy of Pediatrics, American College of Physicians, and
Amencan Osteopathic Association, requuire enhanced access and communication, patient tracking, care
management, patient self-management support, electronic prescribing, test tracking, performance reporting
and improvement, and advanced electronic communication. More information on PCMH recogmition and
the PPC-PCMH standards are available on the NCQA website at www.ncqa.org/tabid/63 1/default.aspx.

Practice and member eligibility requirements for the
PCMH incentive program

All practices that have met the QIPS prerequisites and quality performance requirements are eligible for the
PCMH incentive program. There are no nunimum membership thresholds.

Payment of PCMH incentive

Once each month, KHPE will receive nofification from NCQA of practices that have recerved PCMH
recognition. Practices will be eligible for payment 30 days following KHPE's receipt of notification from
NCQA, not the date on the certificate. This mcentive 1s paid on a fixed PMPM basis, based on the
membership on record as of the first day of the month during which the incentive 15 paid.

PCMH incentive payments™

Commercial HMO/POS and Medicare Advantage HMO
PMPM

NCQA level of recognition

Level Il $3.00

Level Il $2.00

Level | $1.25




NCQA Patient-Centered Medical Home Recognition Growth Since 2008
22,059 Clinicians in 4,669 Recognized PCMH Practices as of July 31, 2012

25000

22059 34,500
clinicians

—StEs

s C|iNICIANS

7200 sites
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30 PPC 1: Access and Communication

PPC 1: Access and Communication 9.00 points

The practice has standards for access to care and communication with patients, and monitors its
performance to meet the standards.

The practice provides patient access during and after regular business hours, and communicates
with patients effectively,

Element A: Access and Communication Processes 4.00 point

&
@
=
-]

The practice establishes in writing standards for the following processes
to support patient access:

1. Scheduling each patient with a personal clinician for continuity of
care

2. Coordinating visits with multiple clinicians and/or diagnostic tests
during one trip

Determining through triage how soon a patient needs to be seen
Maintaining the capacity to schedule patients the same day they call

P

Scheduling same day app
patients' conditions

ts based on practice's triage of

Scheduling same day appointments based on patient's/family's
requests

Providing telephone advice on clinical issues during office hours by
physician, nurse or other clinician within a specified time

Providing urgent phone response within a specific time, with
clinician suppeort available 24 hours a day, 7 days a week

Providing secure e-mail consultations with physician or other
clinician on clinical issues, answering within a specified time

Providing an interactive practice Web site

Making | services ilable for patients with limited English
proficiency

0O oo o o0 o060 o000 o0 o
o oo o oo o ooo o o

Identifying health insurance resources for patientsi/families without
insurance.

Scoring

Practice has i i Practice has Practice has
written i T written written
process for process for process for process for process for
§-12 items 7-8 items 4-6 itemns 2-3 items 0-1 items

Data source Documented process, Reports

Scope of COMCE—MCQA scores this element once for the organization.
review

PPC-PCMH Standards and Guidelines




diiabetes guidelines*
Internal Medicine Associates of Abington-Maple Glen

Abington Health Physicians
(Adopted March 2011. Revised September 2013)

Screening for all patients
o With 1 or more risk factors for CAD (e.g. hypertension. tobacco use. early family history
of CAD. etc.)
Family history of diabetes in first degree relative
BMI>30
Clinical symptoms of diabetes (e.g. polyuria or polydipsia)
o History of gestational diabetes or delivered child =9 pounds
Diabetic diagnosis defined as
o fasting blood sugar>126
o HgbAlc> 6.5
o Non-fasting blood sugar>200 with clinical symptoms of diabetes
Diabetic labs
o HgbAlc measured at least once every six months (Quarterly for hgbAlc>9)
o Creatinine measured at least once every six months
o Fasting lipid profile at least once a vear
o Urine microalbumin at least once a year




. Order Sets -0l =l

- ry
- Search for Order Sets J

ORDER SET: |CHF-PCMH = I ETEEE EEECE MEASURE: QUICK ORDER SET: YES

DIAGNOSES (TRIGGER): © T:B 3' PRACTICE nDMINISTRATDRl
4254 Congestive cardiomyopathy

428.0 Congestive heart disease, unspecified
428,20 Systolic heart failure, unspecified
428,30 DIASTOLZ HRT FAILURE NOS

DIAGNOSES (LINKED): &0 (SAME AS TRIGGER)

AGE (TRIGGER): &ll age
GENDER (TRIGGER): Unknown

Strength | Take | Freq | Duration Refills| _ Route | Formulation |Dispense] | [Del

Metopraolol .
Tartrate 25 MG 1 tablet Twice a day 30 day(s) Crally Tablet - =]

Furosemide 20 MG 1 tablet Cnce a day 30 day(s) Crally Tablet
Spironolactone Z5 MG 1 tablet Twice a day 30 day(s) Orally Tablet

Losartan
Potassium 25 MG 1 tablet Once a day 30 day(s) Orally Tablet

1 tablet with
food

®  Lisinopril 10 MG 1 tablet once a day 30 day(s) Crally Tahlet

Disgnostic imaging
Description .. Delete Description .. Delete Description ..
®

COMP METABOLIC PAMEL - @ ®  Chest - 2 Yiews - =] ECG Recarding
FASTING T
L ] ECHD CARDIOGRAM =]

Carvedilol 6.25 MG Twice a day 30 day(s) Crally Tahlet

B-Type Matriuretic Peptide

=]
BASIC METABOLIC PAMNEL e
FASTING

=

LIPIC PRCFILE




Patient: Test, PCMH  DOB: 01/01/1950 Age:51Y  Sex: Female

Phone: 215-481-2000 Primary Insurance:
Address: 1200 Old York Road, Abington, PA-19001

Encounter Date: 06/17/2011
Appointment Facility: IMAL

Provider: Steven E. Spencer, M.D.

2| UpToDate® Search: |

Subjective:
Chief Complaint(s):
p[:

Congestive Heart Failure

Patient with a history of congestive heart failure

Reviewed compliance with diet and exercise

Reviewed medication and any barriers to compliance
Reviewed today's weight and weight from home

Reviewed today's blood pressure and heart rate

Reviewed last BMP, fasting lipid profile

Reviewed immunizations including pneumovax and influenza

Current Medication:
Medical History:
Allergies/Intolerance:

Gyn History:

OB History:
Surgical History:

Hospitalization:
Family History:
Social History:

ROS: %

Overview | DRTLA | History
Test, PCMH 51 ¥, F as of 0672172011

= My Favorite Templates

- CHF-PCMH (AMH)

- DM-PCMH (AMH)

=

0 Travel adult all meds
B Travel ID visit

0 0 vsrE

| O

[0}




s Referral (Dutgoing)

Patient |TEST, ABIMZ (1431251) zel| Info [ Hub |

Insurance [MEDICARE SE|| POS | 11

Referral To
Referral From IShahJ ankur j _I

Frovider IMEHTP.JF‘F'.LLF'.'I.-' =] _|
I

Specialty IOnc:qu:ugyr

Facility From I.ﬁ.bingtun Plaza {Abington’ |

Auth Code I Facility To I _I

Start Date |02/21/2011 e | _|

Referral Date |D2.-"21.-"2I311 j End Date IEIZ;"'Zlf"ZEIl2 ﬂ

Qpen Casesl j |_|£I AssignedTao Isspenu:er j _I

ARPt Datedi™; o1 /2011 7| | UnitTyee |y yisiT) El
Received Date EEDZHZIQDH j Status | ™ Open © Consult Pending © Addressed

Priority ILIrgent j

Diagnosis f Reason T Visit Details T Motes

‘ Reason Browse | Remove

5, Mo |Description

1 Lung Mass
Diagnosis Previous Dx I Remaove I Procedures Add Rermove |

786,09 Dyspnea

Scan Print |v| & Attachments Appt Logs 0K |Qance|




Imm / T. Inj T Encounters |  stucuredbata | Saved Reports |

Demographics Vitals | tabsfoijeree) | 1c0 I
[1maging “"CD'WOEDP? I_I Results Date Range | 1/1/2003 ¥| to |12/31/2012 =]

Result I Actual Fasting I!'-a::|r='| Vl Ordered Fasting [0

Attribute Lower Limit Upper L|rr1||
: E Mumber of tests >= | Igrnore Fasting Conditions ¥

Query Attributes Include tests with no results

Save Queries | Run Subset (NOT) | Run Subset | RunNew |

Patient Name Tel. No
05/09/1947
08/12/1956
03/15/1955
11/19/1951
03/09/1954
08/01/1550
058/01/15955
04/10/1939
10/21/1962
11/03/1949
12/23/1955
05/05/1955
03/18/1940
06/14/1950

JRENEEEEREERE &S]
=n 3 = = = T F 3 |3 "'i"'i""ﬂ!.:

64Y

Encounters it Fram Date >= 01/01/2011 AND Te Date <= 1231/2011 AND Appt Providers = Spencer,Steven; Spencer,Staven AND Office Visits Only AND Made=Facility AND Facility= IMAA AND VisitType=ALL
Demographics :: Age >=50 AND Age <=75 AND Sex=Both AND AND Show =All
Labs t: Mode=Imaging AND Name=Colonoscopy AND Date >= 01/01/2002 AND Date <= 12/31/2012 AND Ignore Fasting Conditions

[Letter =] | _, Run Letter | <Pre‘4| Net=| [1100 =] of 156 records Clear Search | Analyze Data |
[100 =] Patient Hub | New Appointment | 5] Copy | Flowsheet | Exclude from Search |ﬂ Release Lock | Send eMessage |
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Driver — list the drivers you'll be working on

Final Project Goal
Fall 2013

1. Review Standards for compliance with existing and new Standards

and Measures

2011 Standards

Have clear workflow of new
2011 processes to
implement in non-certified
practices

Practices meet all 2011
Standards

Standand Change to Test

Tasks to Prepare for Tests

Data Needed to Evaluate
Test

TimeLine ('’ = test; ' = implement, ‘s’ = spread)

‘Week

1123 |4]6]6]7

Review current 2008
AHP Standards

Compare to 2011 Standards to
dentify gaps

X

Patient Info on PCMH
Patient Brochure

Create with John Phillips

IMA to provide JP with
regulatory content in 1
week JP to brand

Patient Info on PCMH
for 2014 video

linnovation Circle Grant

Patients requesting
lelectronic copy of
health info

Need clarification from Nancy

Meisinger/Marjorie Miller

Hold to compile a
clanification list

% patients using web
portal

JK (when
needed)

Clinical summanes
provided to patients

Also for MU

On MAC Dashboard

JK (when
needed)

Provide printed matenal

Do a one time inventory of

anauade i e Dop _|l| [T

eC\Y has English and

pantsh oatien

JK




2
3 Ambler Medical Associates- Springhouse 73172014
4 | North Pann Family Medicine Assocoates P10000112744| 351152
5 |STEVEN L. COWAN 4/25/2014 | 5/25/2014 | 6/25/2014 3 PD18269922 48463 7/31/2014]  233275|monthly
f SEAVY and SESTITO INTERNAL MEDICINE 5172014 | 6M/2014 72014 3 P10000101546 | 51100 8/29/2014| 234634 |monthly
7 LAWNDALE INTERNAL MEDICINE 111812014 8172014 | 9172014 | 1012014 3 PD1891941 50505 811/2014| 235517| S5/20/2014
8 |JERRY M ROTH MD FACP 1172772014 8172014 | SM/2014 | 10M/2014 3 PD1890140 50483 TI13/2014
q |BLUE BELL FAMILY PRACTICE 12/5/2014 9/1/2014 | 111572014 | 12172014 3 PD18914732 50485 73112014
10 |[ELKINS PARK MEDICAL ASSOCIATES 12/8/2014 9172014 | 10115/2014 | 11/1/2014 3 PD1891841 50505 6/10/2014
11 ABINGTON GENERAL INTERNAL MEDICINE 1312015 101172014 | 11152014 | 121172014 3 P10000098745 | s10g3 6/6/2014
12 MEDICAL CENTER AT GWYNEDD 110/2015 10/1/2014 | 111572014 | 12172014 3 P10000108642| 51116
13 ABINGTON PLAZA MEDICAL ASSOC 110/2015 10/172014 | 1115722014 | 121172014 3 P10000108943 | 51119 4/30/2014
14 |FAMILY PRACTICE OF WILLOW GROVE 110/2015 10/172014 | 111522014 | 12/1/2014 3 P10000109243| 51171 T/572014
15 AAMBLER MEDICAL ASSOCIATES 111272015 101172014 | 11/15/2014 | 117172104 3 10000109545 | 51123 73172014
16 | SPRINGHOUSE INTERNAL MEDICINE 112212015 10172014 | 11152014 | 12172014 3 P10000109742 | 51124
17 (CHELTENHAM INTERNAL MEDICINE 172512015 10172014 | 11152014 12172014 3 10000109944 | 51126
18 (GLENSIDE MEDICAL ASSOCIATES 1272015 10/1/2014 | 1115/2014 | 121172014 3 P10000110145 | 51128 711172014
19 GLENSIDE INTERNAL MEDICINE 11272015 10172014 | 11152014 | 121172014 3 P10000110551| 31130
20 'HORSHAM MEDICAL ASSOCIATES 2712015 11172014 | 12152014 | 11172015 3 P10000110652 | 51131
21 HORSHAM FAMILY PRACTICE 2712015 11172014 | 121152014 | 11172015 3 P10000110741 | 51132
22 |HARTSVILLE MEDICAL PRACTICE 2162015 TM/2014 | 8152014 | 9172014 3 P10000111142| 351133
23 |UPPER DUBLIN INTERNAL MEDICINE 211972015 11172014 | 121172014 | 1172105 3 P10000111341 | 51135
Al LABRCSTAM CENA NDRAAY MITEAMAL _HMEDWIME AAANAL AAMNAA A EANAA AMANAL 2 e PP

Sheet! | RRWB-Audit ©) ‘
READY

. N




Provider PCMH Checklist 2013

Office Encounters
*  Make daily same day appointments available for urgent appointments
* Make swe that there are off howr appoiniments and advice (mughts, weekends)
* [Dhiing yowr pahent encounter make note of missing patient regisiry information such as:
Emergency contact
Phammacy
RaceEthmerty
Heaight Weight BMI
o Presence of advanced directives
» Three Important Conditions { DM, HTH. Tobacco Cessation)
o For patients with any the three important conditions document:
s Diocument Controlled in the reatment section for patients who have met the
defintnon of controlled specified in the pudelines
=  For uncontrolled patients please spectfy care management support
*  Document all the measures used to assess of patient 15 at zoal
*  Specific wording can be found in each condition’s template in ECTW
=  For uncontrolled patients who are not at goal please specify self management
support
*  Document the tools you have given to the patient to help them reach zoal
*  Specifics can be found each condition’s template m ECW
TUrgent referralz, patients that need to be seen by specialist within two weeks
o Option to generate in treatment section
o Appropriate information completed by the provider and/or designated office staff
o Information faxed or prmted by prowider or designated office person and sent directly to
the specialist prior to the imhal office wisit
o If no office person designated office staff should followup on urgent referrals by
ensuring that the office has recerved documentation of the patient’s specialist visit
o Whenever possible the Provider or appropriate member of the office should talk to the
specialist’s office directly to alert them of reasen for urgent appointment request
Document on call
+ Enter directly into e chmeal telephone encounter in real time using on call dropdown
*»  Send paper based document to staff member to enter into & climeal
Lab:/Diagnostic Studies
* Close the loop on all tests and studies
» Call pattent, forward result to a staff person to inform patient, generate a letter, or publish to the
patient portal for all labs and diagnestic studies
Preszcriptions
*  Scripts written when the EMR 15 not available should be scanned mio the system
* Please document all over the counter medication using available stuctured templates
Hospital Discharge
*»  Your hospitahized patients should have follow up appointment scheduled within seven davs of

[ I ]

discharge
*  Comespondence with patents after hospital discharge should be documented 1n e chmeal
Quality Iinprovement
* Fequuement to take part mn these projects for quality improvement (e.g Influenza, mammograms)
* Fequirement to take part i projects to unprove service excellence




a High Risk Patients

Document Care Management Support
Document Self Management Support

Use Scheduling Advocates for Referrals
Document on call encounters in EMR
Close loop on all diagnostic tests and labs

Medication reconciliation at every wisit

Access For sick visiks and TOC wisits




Tobacco Cessation guidelines
INSERT WNAME OF PRACTICE -Abington Health Physicians

Screening
All patients =13 wyears of age seen for an office encounter
Smoking status recorded at least once annually
Information recorded in the structured data in social history
Recorded as

= Never smoker

= Former Smoker

0000

- =1 year
* Record date of last cigarette
= Current Smokers
e Office 1s encouraged to record:
o Number of years smoked
o Number of cigarettes smoked per day
o Willingness to quit
< Providers are encouraged to counsel all patients <18 years of age on the dangers of
smoking and document counseling in the electronic medical record
Practice Facilitates Care Management Support
o Identified Current Smokers
= Defined as anyone who 1s recorded as a current smoker in the electromc medical
record
= Smoker labs/vitals
* Fasting blood sugar
+ Blood pressure checked at every office encounter
= Smoker exams
* Providers encouraged to perform a cardiovascular exam during every
office encounter
* Providers encouraged to perform a lung exam during every office
encounter
= Prowviders encouraged to palpate major pulses (carotid, racial, femoral) during
every office encounter
= Prowviders encouraged to order w's of abdomen for male smokers 55-74 to rule out
abdominal aortic aneurysm
= Providers encouraged to use Smoking Cessation order set (see below)
Practice Facilitates Self Management Support
<o Offered counseling
= Behavioral Counseling by Providers during office encounters
= The American Lung Association Freedom From Smoking Program offered by
Abington Hospital
< Prowviders encouraged to offer medication to patients who appropriate for this intervention
= Nicotine replacement (i.e patches, gum)
=  Welbutrin
=  Chantix



NHaEVES

P atient Diabetes
Satisfaction

Generic
Drugs

Patients not
recently
seen



(2)Measure: It}

PPC-PCMH Quality Measurement and Improvement Worksheet
Bi-County-Abington Health Physicians
Process Improvement Projects-6C

luenza documentation n patients =65

Review/Audit/ eCW Registry Reports

<Qpportunity Identified:“Phe CDC has identified influenza vaccine adminstration as one of the most important public health initiatives in the
US. Approximately 5-20% of the US population gets the flu annually. About 200,000 people are hospitalized with flu complications every

year. Annual deaths from the flu range from 3,000 to 49,000 depending on the season. Increase compliance with admumstration of Influenza
vaccine to patients >65.

C Performance GoalDIncrease compliance with administering Influenza vaceie to patients >65 by 10% for the 2012-2013 mfluenza season vs.
e =

uenza seasofl

Influenza PI CME project developed and deployed (7/2013)

Developed influenza adimmstration protocol for medical assistance (8/2013)

Updated practice website (8/2013)

Flu posters placed in office (9/2013)

Walk-1n Days Available (9/2013)

10 Minute Education for practice staff conducted by PCMH care manager (9/2013)

Influenza metrics presented monthly to practice (9-11/2013)

Ask every patient af every visit campaign (9-11/2013)

Addition of documentation choices in the EHR to capture vaccines adnunistered outside the practice (10/2013)
Telephone outreach to patients missing flu documentation (1-2/2014)




P

<Eerfm‘manct: >

Infuenza :-65-Bi-Cnunty

90% o B4%
0%
T0%
60%
0%
40%
30%
20%
10%

0%

lill DePrince Kelly Gannon Sona Garg Rachel Notte Fhilip Perilstein leffrey Perlson Bi-County
WS/ 1/2012-2/28/2013 w9/1/2013-2/28/2014

<§ea sure Cﬁteriﬂ':aumber of patients =65 seen in the office who had a documented influenza vaccine between 9/1/2012-2/28/2013 vs. 9/1/2013-2/28/2013

The practice rate increased from 75% (1234/1654) in the 2012-2013 season to 83% (1223/1475) in the 2013-2014 season.

e results did not quite reach its goal of a 10% increase n the influenza documentation rates. The rates of the practice were
already very high and 1t 1s also an accomplishment that the practice was able to maintain these rates. The practice will continue to update the
physicians and the medical assistance about chinical updates to influenza admimistration. The practice will continue to provide monthly
updates annually during the influenza season.



' HIGH-RISK
5% OF POPULATION

!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!!

7 RISING-RISK
< 20% OF POPULATION

lllllllllllllllllllllllllllllllll

_ LOW-RISK
75% OF POPULATION

lllllllllllllllllllllllllll




@ Partl (2011)
= 27 Practice Sites Certified -
o 25 Level Three
o 1 Level Two

o 1 Level One

@ Part 1l (2014) N
= 37 Practice Sites St

2 35 Practice Sites Ct
Level Three




Original Investigation
Association Between Participation in a Multipayer Medical

Home Intervention and Changes in Quality, Utilization,
and Costs of Care

Mark W. Friedberg, MD, MPP: Eric C_ Schnelder. MO, MSc; Meredith B. Rosenthal, PhD; Kevin G. Violpp, MDD, PhD;
Rachel M. Werner. MO, PhD

IMPORTANCE Interventions to transform primary care practices into medical homes are
i ingly common, but their effectiveness in improving quality and containing costs is
unclear.

DOBJECTIVE To measure associations between participation in the Southeastern Pennsylvania
Chronic Care Initiative, one of the earliest and largest multipayer medical home pilots
conducted in the United States, and changes in the quality, utilization. and costs of cre.

participated in the pilot (conducted from June 1, 2008, to May 31, 20M). We surveyed pilot
practices to compare their structural capahilities at the pilot's beginning and end. Using
claims data from 4 participating health plans, we compared changes (ineach year, relative to
before the imtervention) in the quality, utilization, and costs of care delivered to 64 243
patients who were attributed to pilot practices and 55 959 patients attributed to 29
comparison practices {selectad for size, specialty, and location similar to pilot practices) wsing
a difference-in-differences design.

EXPOSURES Pilot practices received disease registries and technical assistance and could
earm bonus payments for achieving patient-centered medical home recognition by the
National Committee for Quality Assurance (NCQA).

MAIN DUTCOMES AND MEASURES Practice structural capabilities: performance on 11 quality
mieasures for disbetes, asthma, and preventive care; utilization of hospital, emergency
department, and ambulatory care; standardized costs of care.

RESULTS Pilot practices successfully achieved NCOA recognition and adopted new structural
capahilities such as registries to identify patients overdue for chronic disezse services. Pilot
improvement, relative to comparison practices, on 1of 11 investigated quality measures:
nephropathy screening in diabetes (adjusted performance of 82 7% vs 71.7% by year 3,

P < 001} Filot participation was not associated with statistically significant changes in
utilization or costs of care. Pilot practices accumulated average bonuses of $92 000 per
primary care physician during the 3-year intervention.
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Benchmark
Modules Numerator Denominator Percentage 2013~

Care 1

Care 2
CAD

YOUR QUALITY TIERING PERFORMANCE: AVER] composite

HIGHER {2~
Low Ay C4D-7

-3.0 : -1.0 DM-2++

DM Composite
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AHP Mammograms Rates

31

AHP DM-HgbAlc

T
ol 6l.1
50
40
AHP Colonoscopy Rates
30 28.79 40
20 35
10 30
0 25
2010 2011 3
20
15
90
10 a0
5 T
P oi
2010 2011 2012 50
40
30
20
10
0

8§2.53
.11 8131
: I I I
2010 2011 012 2013

gl1.49

2014



P oens

-
Clinical Staff Pre Visit QOutstanding Prod}lctlon Value Based o
; of Timely Specialists
Protocols Planning Labs/ DI Mettice Care

%




David Nash
Laurence Merlis
Meg McGoldrick
Jack Kelly

Keith Sweigard
Barbara Hartne
Marguerite Adel

Steven Spencer, MD




	Slide Number 1
	Slide Number 2
	Slide Number 3
	Slide Number 4
	Slide Number 5
	Slide Number 6
	Slide Number 7
	Slide Number 8
	Slide Number 9
	Slide Number 10
	Slide Number 11
	Slide Number 12
	Slide Number 13
	Slide Number 14
	Slide Number 15
	Slide Number 16
	Slide Number 17
	Slide Number 18
	Slide Number 19
	Slide Number 20
	Slide Number 21
	Slide Number 22
	Slide Number 23
	Slide Number 24
	Slide Number 25
	Slide Number 26
	Slide Number 27
	Slide Number 28
	Slide Number 29
	Slide Number 30
	Slide Number 31
	Slide Number 32
	Slide Number 33
	Slide Number 34
	Slide Number 35
	Slide Number 36
	Slide Number 37
	Slide Number 38

