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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

Key Medicaid state programs shift to value-
based payment

o Medicare shift to value-based payment
2014 2016 2018

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



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

e 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

| recelve exactly the care | want and need | Strongly | Strongly

exactly when and how | want and need it agree disagree

Do you have: % agree | %agree
Continuity 95% 60%
Access 85% 10%
Efficiency 80%0 20%
Information 80% 20%
Confident Self-Care 75% 15%

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




|deal Medical Practices Project

* 2006-2009
* VVolunteer practices

* Mostly solo/small and
independent

e Low cost IT/EMR

Funded by the Physician’s Foundation



Schematic of the Planned (Chronic) Care Model
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When you visit your doctor's office, how often is it well organized,

efficient, and does not waste your time?

PATIENT EFFICIENCY DATA

National Standard :

A volunteer practice
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Percentage of patients who say ...

B Usual practices Ideal medical practices

| receive exactly the care | want and need.”

"My care is perfect.”

"My doctor's office is efficient, well organized
and does not waste my time.”

“It is very easy to get care when | need it.”

"My doctor's office provides excellent education
on my condition (respiratory disease).”

"My doctor's office provides excellent
education on my condition (cardiac disease).”

"My doctor is aware of my emotional issues.”

0 10 20 30 40 50 &0 70 80 90 100
Moore LG, Wasson JH. The Ideal Medical Practice Model: Maximizing Efficiency, Quality, and the
Doctor-Patient Relationship. Family Practice Management September 2007 pp. 20-24




"Exactly the Care Needed" by Burdened Patients
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18 Month Change In Care Quality
for Volunteer Practices Who Used (IMP)
Or Did Not Use (Controls) HowsYourHealth
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The Joint Commission Journal on Quality and Patient Safety

Clinical Microsystems Series

Clinical Microsystems, Part 2. Learning from Micro Practices
About Providing Patients the Care They Want and Need

Jobn H. Wasson, M.D.; Scote G. Anders, M.D.; L. Gordon Moore, M.D.; Lynn Ho, M.D.; Fugene C. Nelson, D.Sc.,
M.PH.; Marjorie M. Godfrey, M.S., R.N.; Paul B. Basalden, M.D.

l ] sual medical care in the United States is frequently
not a satisfying experience for either patients or pri-
mary care physicians. For example, only a minority of

patients agree that they receive “exactly the care they want and

nead exactly when and how the padents want and nesd it,”
whereas many primary care physicians are leaving primary care
or not entering primary care at all." Whether primary care can
be saved and its quality improved is a subject of national con-
cern. Im this context, an increasing number of ph}rsicia.ns are
using rnicrosystem principles to radically redesizgn their prac-
tices."* The transformation is motivated both by physicians’
self-interest and altruistic interest for the sake of their patients.

Tewo problems confront health systems when they oy o
improve the quality of office practice. First, there is the prob-
lem of the weak link in the chain. From the patient’s perspec-
tive, the value of care in a health system can be no better than
the services generated by the small clinical unis—or microsys-
tems—of which it is composed.® When some of its microsys-
terms are weak links, essential services of the health system will
back up, break down, or result in inefficient and costly
workarounds.

The second problem is the need to ger many processes and
handofts right. For example, there seem to be at least nine
atributes of successful microsystems within an exemplary

health system.*’ Imagine that your health system can rc|j:1|:ul}r

1 1 Pl | . [ — ] [

Article-at-a-Glance

Background: Usual medical care in the United States is fre-
quently not a satisfying experience for either patients or pri-
mary care physicians. Whether primary care can be saved
and its quality improved is a subject of national concern.
An increasing number of physicians are using microsystem
principles to radically redesign their practices. Small, inde-
pendent practices—micro  practices—are often able to
incorporate into a few people the frondine atributes of sue-
cessful microsystems such as clear leadership, patient focus,
process improvement, performance patterns, and informa-
tion technology.

Patient Focus, Process Improvement, and Performance
Patterns: An exemplary microsystem will (1) have as its
primary purpose a focus on the patient—a commirment to
meet all patient needs; (2) make fundamental to is work
the study, measurement, and improvement of care—a com-
mitment to process improvement and (3) routinely mea-
sure its patterns of performance, “feed back” the dara, and
make changes based on the data.

Lessons from Micro Practices: The literature and experi-
ence with micro practices suggest that they (1) constiture
an important group in which to demonstrare the value of
microsystem thinking; (2) can become very effective clini-
cal microsystems; (3) can reduce their overhead costs o half



Necessary ingredients

* Room to breath

A method for improvement

* |deas that work

* Ongoing feedback on performance
e Supportive technology



Some opportunities for independent
practices

* Virtual group: MIPS, CareFirst

* Joining a group: local hospital, venture-backed entities, CIN
e Use a technology solution that automates the work

* Opt out



Some strategic thoughts

e 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 | need to know”
Health plan data says otherwise in value-based
nayment models

W In Network m® Out

100%
90%
80%
70%
60%
50%
40%
30%
20%
10%

0%
ACO1 ACO 2 ACO3 ACO 4 ACO S5 ACO 6




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.

Potentially preventable admissions {PKPY)
o (Y (] w ~ wu
|
R
|
|

ACO ACO ACO ACO ACO ACO ACO ACO ACO ACO Unat
1 2 3 4 5 6 7 8 9 10 trib.

B Potentially Preventable Admits 4.0 5.5 6.1 8.1 6.5 6.3 3.9 7.2 2.6 5.2 4.8
— Expected Potentially Preventable Admits 5.2 6.0 5.9 6.7 6.2 6.1 5.4 6.1 5.0 7.1 4.6
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Segments & interventions

Simple Chronic

13.8%

N

Primary care team

Coaching
18.5%
11.3%

Interventions

At Risk 10.7%

v

Patients Cost



Rates of hospital admission per 1,000 people
with diabetes

Severity Level
Status (Case Mix Type) 1 2 3 4 5 6
1 Healthy
2 One or More Significant
Acute Diseases
3 One Minor Chronic
Disease
4 Multiple Minor Chronic
Diseases
5 One Significant Chronic
Disease 26 88 100 247
6 Two Significant Chronic
Diseases 43 119 195 320 644 1023
7 Three or More Significant
Chronic Diseases 132 269 497 845 1343 1606
8 Complicated
Malignancies 416* 209 493 1294 2242
9 Catastrophic Conditions 290* 626 806 990 1685 2486

Bernstein, Richard H. “New Arrows in the Quiver for Targeting Care Management: High-Risk
versus High-Opportunity Case ldentification.” 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

12,000,000 \ Two significant conditions

Total Cost: $712 PMPM
Preventable Cost: $39 PMPM

One significant condition
Total Cost: $289 PMPM

Preventable Cost: $14 PMPM

Healthy
Total Cost: S49 PMPM

Preventable Cost: $3 PMPM




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

Low confidence individuals also report the following:

Hospitalization or ED for a chronic conditiont 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 illnesst 2.882
Do not have enough money to buy things for everyday life 2.787
Fair to poor info received from MD on chronic disease! 2.566

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



Patient reported data
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Understanding budgets and buckets

* Looking at total cost of care for an attributed population

Out of Network 43.6% In Network 42.6% Pharmacy 13.8%

PR 14.4% IP 8.3% PR 11.5% OP 9.3%

Rx Brand
9.6%

OP 7.1% OF PPS IP 7.6%

8.5% OP PPV Rx Generic
OP PPV 1.7% 1.4%

4.2%

IP PPR 0.5% IP PPR 0.5%

PR PPA/PPR PR PPA/PPR
0.2% 0.1%

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

v' Market share

v Patient engagement
v’ Care coordination

Category
Non-Preventable (IP, OP, PR)
Potentially Preventable
Pharmacy

28



Dashboards

Members With Missing HCCs =
Current ¥TD
Key Performance Measure 01/2014.09/2014
Members with missing HCCs 23,658 Member List
Total Cost of Care w

Rolling 12 months Program YTD

Key Performance Measure

_ 07/2013-06/2014 @ 01/2014-06/2014 @
Variance from Budget (PMPM %) M/ £19.47
Allowed (PMPM %) $413.98 £413.28

29



Facility or group variation

—_—

Results: 1 to 10 of 10 Page: 1 Display: 15 par page
PPA Budget PPA
Variance PPA Admits PHPY Variance PPA Admits Admits PPA Risk

Mame - -4 -3 -d -1 ] 1 Admits PEPY = FEPY = PEPY Allowed - Whaight - Members
Treo Demo —— (1.6) 53 B9 511,456,423 1.096 208,670
1 Livingston Park Hospitals and C... 1.3 7.4 6.1 $300,836 0.885 4,668
2 Seton Memorial IPA 1.1 7.2 81 51,389,622 1.087 20,776
3 MidState Doctor and Hospital P... (0.8) 6.6 7.2 51,802,705 1.112 32,372
4 West Fairview Health Services (1.5) 5.4 8.9 5422 044 1.063 5,844
5 Mountain Valley Health Network (1.5) 3.5 5.0 574,937 1.020 2,518
6 MNorth City Health Services Netw... (1.7) 49 6.6  £3,152,0189 1.086 59,844
7 Park County ACO (2.1) 5.5 76 | 52,616,182 1.129 31,167
g Forest Park Regional Health Clinic (2.3) 0.4 27 211,803 0.571 3,222
9 South Village Healthcare Partners (3.0} 4.0 7.0 860,940 1.080 23,495
10 Midwest Health Alliance (3.6) 4.2 7.8 $825,535 1.175 20,763



Dashboard — Member List: Missing HCCs

This list includes all patients who are attributed to the provider who were identified with one or more chronic HCCs in the
prior calendar year, but have not been identified with the same HCC(s) in the current calendar year.

Export All 23,658 Members

Search: Show| 10 ¥ |entries
Member .. Last = First o Person . Demographic . Physician e Physician o Missing .. | Prior . |Missing .
ID “| Name | Name  |Gender & DOB ~ Model - Group ¥ Name * |Decile < | HCCs * |Factor * | Factor
648155 YOUNG MELVIN 0. |M 01/26/2002 | C Bluth Community |TERRY D. 10 7 170.91 170.91
(DE-ID) Medicine EDWARDS (DE-ID)
MD
538882 CAMPBELL |RACHEL X. |F 1172771962 | A Stinson EDWARD E. 10 1 89.987 87.762
(DE-D) Professional Care |JACKSON (DE-ID)
MD
403713 WALKER SHAWN N. |M 05/25/1931 | A Atlantic Medical WALTER V. ALLEN |10 8 79.969 75.737
(DE-ID) Group - Morth (DE-ID) MD
51659 WRIGHT ANNIE P. F D5/18/1950 | A Centerville Clinic  [GLENN A 10 5 75.193 75.193
(DE-ID) Center TURNER (DE-ID)
MD
787916 LOPEZ (DE-| JOSEPHINE |F 0372971944 | A Washingtonville TIMOTHY Z. 10 6 74.933 74.933
1D S. Community JOMES (DE-ID) MD
Practice
341570 COLLINS |SHARONT. |F 04/22/1932 | A Centerville Clinic  |[FLORENCE L. 10 b 76.082 71.462
(DE-ID) Center MARTINEZ (DE-ID)
MD
828996 PEREZ SAMUELT. |M D6/19/1953 | A Meunt Thompsen  [ANNIE F. HARRIS |10 5 69.75 69.75
(DE-ID) Maternity Center | (DE-ID) MD
8519935 THOMAS  |[WINCENT J. |M D7/02/1945 | A St. Mary's KEITH Q. BROWN |10 4 78.212 68.013
(DE-ID) Physician Services |(DE-ID) MD
353058 LEWIS (DE- |JANE Y. F 11/25M1932 | A Kingsten Medical |[CINDY E. MOORE |10 7 76.671 67.932
D) Group - Scuth (DE-ID) MD
127473 JOHNSON |ASHLEY S. |F 07/31/1995|C Lakeside Park CONNIE G. 10 5 71.358 66.024
(DE-ID) Primary Physicians | GREEN (DE-ID)
MD

Showing 1 to 10 of first 1,000 entries 2 3 4 5 HNext Last



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
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Thank you

L Gordon Moore MD

Senior Medical Director, Population and Payment Solutions
3M Health Information Systemes, Inc.

Lmoore2@mmm.com



