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Assumptions

• Primary care is the foundation of high performing health systems

• High-performing primary care results in better outcomes

• Primary care in the US is under-funded relative to the work of high 
preforming primary care

• Technologies are often inadequate to required tasks

• There has been an explosion of required tasks



Evidence on improving population health 
outcomes

“[A] greater emphasis on primary care can be expected to 

lower the costs of care, improve health through
access to more appropriate services, and reduce the 

inequities in the population’s health.” 

Starfield, Barbara, Leiyu Shi, and James Macinko. “Contribution of Primary Care to Health Systems and Health.” The 

Milbank Quarterly 83, no. 3 (September 2005): 457–502. doi:10.1111/j.1468-0009.2005.00409.x.



Move to value has accelerated dramatically
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In Place – Delivery System Reform Incentive Payment (DSRIP)
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In Process – Delivery System Reform Incentive Payment

2014 2015

8.7M 11.4M

Health Plan 
Exchange 

Enrollment

2016

??M

FTEs

Insurance Coverage

2015 2016

100+ 70% 95%

50-99 Delayed 95%

1-49 NA NA

National Healthcare Expenditure (NHE) representation by Medicare (26%), 
Medicaid (17%) and Private Employers (21%) combine for 64% total

DSRIP States 
represent 

47% of the 
total US 
population



Issues particular to independent practices

• Infrastructure

• Economies of scale

• Specialization of staff

• Negotiating leverage – with insurers, HIT vendors, health systems

• Meaningful denominators

• Speed of decision making

• Control over your environment

• Costs relative to hospital based groups

• Easier business case



Primary Care

• First point of contact

• Person (not disease) focused relationship over time

• Comprehensive scope of services

• Coordination of care

• World Health Organization 1978 Alma Ata Conference



Key attributes of comprehensive primary care

Moore LG, Wasson JH, JACM Vol 29, No 3, pp. 195-198

I receive exactly the care I want and need 

exactly when and how I want and need it 

Strongly 

agree

Strongly 

disagree

 Do you have: % agree  %agree

Continuity 95% 60%

Access 85% 10%

Efficiency 80% 20%

Information 80% 20%

Confident Self-Care 75% 15%



Ideal Medical Practices Project

• 2006-2009

• Volunteer practices

• Mostly solo/small and 
independent

• Low cost IT/EMR

Funded by the Physician’s Foundation





Testing of a 

Standard 

IMP

Curriculum 

for Two 

Years with 

Ongoing 

Evaluation
Experience By Respondents  Rank order of  Curric ulum 

Tools 

Rank order of Curric ulum 
Informat ion 

Problem Solving (8.5) Advanced Access (8.4) 

HowsYourHealth (8.0) ŅThe PyramidÓ (7.5) 

Staff survey (7.0)  

Overhead Survey (7.0)  

High  
(70+ percent have 
used/recalled) 

C.A.R.E. V ital Signs (6.5)  

Know Your Processes (7.6) Defragmentation (8.6) 

Specialty Referral Process (7.4) Resource Planning (7.0) 

Not Hi gh 
(Fewer than 70% 
used/recalled) Phone Coach for Confidence 

(5.4) 
Managing Standard Problems 
(6.7) 

 

What About 

the Patient?



PATIENT EFFICIENCY DATA

DATA FROM HOWSYOURHEALTH SURVEY
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Speaker's Ideal Micropractice
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When you visit your doctor's office, how often is it well organized, 
efficient, and does not waste your time?

A volunteer practice
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Clinics in a 

Midwest Health 

System

Ideal Medical

Practices

Employees

within clinics

National Average 

and Average

For

Employees

Not Using

Employer Clinics

Performance On a Measure of

“Exactly the Care Wanted and Needed”



18 Month Change In Care Quality 

for Volunteer Practices Who Used (IMP) 

Or Did Not Use (Controls) HowsYourHealth





Necessary ingredients

• Room to breath

• A method for improvement

• Ideas that work

• Ongoing feedback on performance

• Supportive technology



Some opportunities for independent 
practices
• Virtual group: MIPS, CareFirst

• Joining a group: local hospital, venture-backed entities, CIN

• Use a technology solution that automates the work

• Opt out



Some strategic thoughts

• Leverage the data and analytics of others

• Use technologies that automate work

• Focus on the work that helps your patients get the best outcomes

• Point out gaps between well-intended programs and the support your 
patients need

• Embrace trial-and-error

• Use your independence and size to your advantage



Some things that have helped

• Patient volunteers

• Group visits

• Collaborating with community resources

• Using innovative technologies



A brief foray into health plan data



“The EMR will tell us everything I need to know”
Health plan data says otherwise in value-based 
payment models
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The importance of risk-adjusting key performance indicators

• PPA (red bars) rates are 
displayed in units of per 
thousand persons per year 
(PKPY).

• Expected values (black 
lines) are risk adjusted by 
3M Clinical Risk Groups 
(CRG), age group, and 
gender.



Segments & interventions

Access 

Lifestyle

Coaching

Primary care team

Multi specialty team

Coordination

Interventions

52.4%

12.1%

10.7%

13.8%

9.9%

1.1%

Patients
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Cost

Critical

Complex Chronic

Simple Chronic

At Risk

Stable

Healthy



Rates of hospital admission per 1,000 people 
with diabetes

Bernstein, Richard H. “New Arrows in the Quiver for Targeting Care Management: High-Risk 

versus High-Opportunity Case Identification.” The Journal of Ambulatory Care Management 

30, no. 1 (March 2007): 39–51 



What are the opportunities at the 
intersection of cost and quality?

Sample commercial population 

One significant condition
Total Cost:  $289 PMPM
Preventable Cost:  $14 PMPM

Two significant conditions
Total Cost:  $712 PMPM
Preventable Cost:  $39 PMPM

Healthy
Total Cost:  $49 PMPM
Preventable Cost:  $3 PMPM



Patient-reported confidence (aka “activation”)—
a strong indicator of risk

Low confidence individuals also report the following:

Adjusted 

Odds 

Ratio*

Hospitalization or ED for a chronic conditionᵻ 1.552

More than one hospitalization or ED visit** 1.865

Hospitalization or ED use perhaps unnecessary** 1.609

Time lost from work due to emotional or physical problem 4.049

Medication for chronic illness maybe causing some illnessᵻ 2.882

Do not have enough money to buy things for everyday life 2.787

Fair to poor info received from MD on chronic diseaseᵻ 2.566

All ORs were statistically significant
*  Adjusted for Age, Sex, and 3M Clinical Risk Group (CRG) weight
ᵻ   Based on a question asking about chronic conditions
** Based on a question asking about overnight hospital stays



None One Two Three
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Understanding budgets and buckets
• Looking at total cost of care for an attributed population

Data Source: 3M HIS Informed Analytics Platform

43% of population cost 

incurred out of network 

(leakage)—typical in VBC, 

even for a large IDN

Considerable preventable 

events in and out of 

network (RED)

13% pharma – some 

originated outside system

Creates opportunity

 Market share

 Patient engagement

 Care coordination

OP 7.8% PR PPS 

6.7%

OP PPS 

4.6%

OP PPS 

8.1%

OP Line 

Under PPV 

1.9%IP PPA 0.8%

IP 7.0%

OP Line 

Under 

PPV 1.3%
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Dashboards



Facility or group variation
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Dashboard – Member List: Missing HCCs
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Bottom line

• Population outcomes improvement relies on changing systems of care
• Improvement of discrete metrics may not add up to significant population 

improvement

• Given limited time and resources, focus on interventions with the greatest 
potential positive impact

• While drilling down is essential, resist the urge to stay in the weeds

• Improving systems of care may start with a discrete focus (e.g. diabetes)

• Population outcomes are more likely if the discrete focus is a pilot phase to 
establish new systems of care

• Focus on improving the core attributes of effective primary care



L Gordon Moore MD

Senior Medical Director,  Population and Payment Solutions

3M Health Information Systems, Inc.

Lmoore2@mmm.com

Thank you


