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Presenter
Presentation Notes
Good morning, I am Lee Mills and I am very pleased and humbled to be here today.
That said, I have no business being up here speaking to you, much less giving anything like a “KEYNOTE ADDRESS”.




Presenter
Presentation Notes
I am incredibly honored to be asked to give the Henley Memorial Lecture. 
Not just because of his rich heritage of courage and leadership from outside Family Medicine for Family Medicine in the early days, but also because I think he would have loved the situation we find ourselves in today. 
I imagine he would have built coalitions, invested in structure and systems, and used the mechanisms of Government and organized health care to do the right thing for our community



• Part of Ascension Health
• 600 multispecialty providers
• 150 Primary Care clinicians
• 25 locations
• 170,000 patients
• All in CPC+ (mod FFS+CM+QI)
• ½ also in ACO (shared savings)
• Owners of Community Care 

Senior Health Plan (capitated)



Presenter
Presentation Notes
Primary Care Physician, Board Certified in both Family Medicine and Hospice & Palliative Care; was “Medical Home” before it was cool; took 24 providers at 3 sites to NCQA Level 3 PCMH recognition
Inpatient site - Delivered babies, ICU Care, Director of Lab, Director of Respiratory Therapy; Chair of Medicine Committee
For 10 years Medical Director of 2 long term care nursing facilities, assisted living, Alzheimer's units
For 12 years Medical Director of a Hospice
Published some articles about business aspects of Primary Care, and Board of Editors of FPM
12 years as AAFP Representative on RUC; hard won expertise in RBRVS and Medicare Payment Policy
COL in US Army (17 years active)





Presenter
Presentation Notes
Choluteca Bridge, Honduras
Hurricane Mitch came in 1998, it dumped 75 inches of rain in less than four days and destroyed 150 Honduran bridges



Definitions
• Patient Centered Medical Home 
and Advanced Primary Care are 
delivery systems – it’s HOW you 
deliver care.

• Population Health is WHAT you 
deliver.
• Value Based Care is WHY you 
deliver it 
• the Triple Aim in Action
• To break the chains of transactional 

payment in health care

Hallmarks of Advanced 
Primary Care include:

Team based care

Risk Stratification

Care Management

Enhanced access 

Proactive instead of Reactive

Advanced data and analytics

Continual quality improvement

Patient Engagement

Presenter
Presentation Notes





Observation #1



We are being 
disrupted



Disruptive Innovation

Presenter
Presentation Notes
WHAT IS DISRUPTION?

Air BnB – The world’s most valuable accommodation provider owns no real estate.
Uber – The world’s largest taxi company owns no cars.
Facebook - The world’s most popular media source creates no content.
Smartphone camera - More digital photos taken in past 2 years than all plate and film cameras in history






Disruptive Innovation
Clayton M. Christensen 
Kim B. Clark Professor of Business Administration at the 

Harvard Business School



What Does 
She Want?

Answer: 
It isn’t what 
healthcare is 
currently selling.

Presenter
Presentation Notes
According to the US Dept of Labor 2013 - Women make 80% of all healthcare decisions for their families.
This woman is less interested in expertise and “continuity” than in responsiveness, convenience, timeliness, informative, and relationship.



Absolutely 
Ripe for 
Disruption



Quality of Care

Presenter
Presentation Notes
Quality is NOT a winning argument – Quality is ASSUMED by payers and patients alike; it is necessary but not sufficient.
There is no quicker way to fail than earning a reputation for poor quality. But, having a reputation for high quality WILL NOT overcome poor service, system centric processes, and non-transparent or high prices.

[The Patient to Consumer Revolution. Oliver Wyman, Health and Life Sciences. 2014]
“The transformation of U.S. healthcare is the biggest business opportunity of our lifetime. For traditional health plans, hospitals, and health systems, it also presents enormous risks. We see far too many leaders of healthcare organizations who still believe they are preparing for continued growth in volume, as baby boomers age into chronic and complex diseases. They are raising capital to build new wings, worrying about how to win market share from traditional competitors, and invading each other’s businesses.
These executives are falling into a familiar trap; they know the world is changing, but they believe they are an exception and can continue doing what they’ve always done because their communities need them to do so. Ask them why they don’t rush to take advantage of new opportunities or build new capabilities designed to replace inevitable losses on the current inpatient business, and they’ll answer by saying something about quality and excellence of care.”




The Disruption Script
THE INCUMBENTS

•Connect consumers with 
product they want
•Very efficiently, cheaply

•Quality is known or presumed
•Cost is transparent
•Do only few things very very
well.

THE INNOVATORS
• Provide product they want to 
sell
• Efforts focused on improving 
past position of main use
• Secure in self-perceived moat
• Bastion of Expertise or Quality





The Ecology of Medical 
Care Revisited
N Engl J Med 2001; 
345:1211-1212. October 
18, 2001

Presenter
Presentation Notes
Healthcare is ready to be disrupted because:
We have built the system more for the 10 in 1000 who go to the hospital than the other 990
We have ignored the 50% who have a health need each month but DO NOT need or choose to go to a physician
We have raced to build ever more sophisticated and expensive systems until we have almost priced ourselves out of our customers reach; or, at least, out of the economy’s ability to sustain.

http://www.nejm.org/toc/nejm/345/16/


Disruption in Primary Care
Content:
◦ Acute Care
◦ Wellness and Preventative Care
◦ Chronic Disease Management

Location: Varied

Workflows: Varied

Cost Basis: High to Moderate

Service to Customer: Moderate to Poor

Disrupters:
◦ Retail Care Clinics
◦ Urgent Care Clinics
◦ Workplace Clinics
◦ Wellness Clinics and Medical Spas
◦ Online Health Communities
◦ Disease focused specialty clinics
◦ Wearable tech – Fit Bit; Apple Watch



CONCLUSION: “There are not enough primary care physicians to meet 
the recommended care guidelines within the current model of a single 
physician providing all required preventive, chronic disease, and acute 
care to patients in his or her practice.”



Observation #2



“Value” is in 
the eye of the 

beholder



Presenter
Presentation Notes
So many of our challenges, our insoluble problems in Healthcare, are due not just to perspective but sometimes completely conflicting, totally contradictory perspectives. Each also completely true and honest to the viewer.



Value

Benefit Design

Care delivery

Revenue 
stream

Clinic 
budgeting

Provider 
compensation

Expectations 
and Culture



Purchaser/Employer Predictable budget, Quality assumed

Payer Decreased cost, Improved quality

Health System Alternate revenue, Decreased costs

Physician More money, Improved pt care

Patient/Customer Self-defined Access, Lower cost



Purchasers: flat premium

Payers: FFS + CM fee + IBP/Shared Savings + Cap

Clinic: Mixed revenue (55% FFS, 45%  capitation 
& IBP/Shared Savings)

Physicians: 85% FFS wRVU + 15% non-FFS

Non-FFS is pmpm based on 
panel size for Quality metrics



Define Value for Ourselves!



performace O/E ratio performance O/E ratio
QUALITY HTN control 81% 1.0125 60% 0.75 80%

Breast CA screening 78% 0.975 65% 0.81 80%

EXPERIENCE
How likely to refer friends and 
family? 92% 1.082 77% 0.91 85%

DIRECT COSTS HCC RAF 1.03 0.93 1.0
Total Cost of Care 845.00$     985.00$        825.00$  
Risk adjusted Total Cost of Care 820.39$     0.9944 1,059.14$    1.2838

QUALITY = 1.0233 = 0.8228
COST 0.9944 1.2838

= 1.0290 = 0.6409

Physician 1 Physician 2 Goal or 
Expected

VALUE = 



Observation #3



Attribution is 
everything



Attribution

Billing



Population Health Management

Presenter
Presentation Notes





Payer 
attribution

Patient self-
identification

PCP relationship in 
EHR

Key Wellness 
services

Plurality of primary 
care services

Prescription data

Specialty services



Implications

Presenter
Presentation Notes
Those are your patients – even if
Have never seen them
Their behavior says something different (they’re seeing a different physician)
And there are no exceptions



Observation #4



Risk 
Adjustment    

is the rest of 
everything



Payment is 
related to 
resources used 
to provide care.

In RBRVS, each transactional payment 
is paying you based on the resources 
needed to provide the care, patient by 
patient retrospectively.

Value Based care moves the 
measurement of the resources used 
from individual patient level to the 
population level prospectively.



Allow apple to apple comparison

Promote fair payment

Encourage excellent care for the chronically ill

Reward efficiency and effectiveness



LOWER RISK SCORE

• Healthier population or 
person, with less risk of 
expense (lower cost to care 
for)

OR
• Falsely suggest a healthier 
population due to: 
• inadequate chart documentation
• incomplete or inaccurate coding
• patients who were not seen

HIGHER RISK SCORE

• Sicker population or person, 
with greater risk of expense 
(higher cost to care for)

OR
• Falsely suggest a sicker 
population due to:
• reported diagnoses not 

documented 
•Over documenting (e.g., 

copy/paste)
•Over coding (incorrect coding)



82-year-old male 0.543

Medicaid Eligible 0.177

Diabetes with Renal 
Disease (HCC 18)

0.368

Rheumatoid Arthritis 
(HCC 40)

0.374

Heart Failure (HCC 85) 0.368

CKD IV (HCC 137) 0.224

Disease Interaction
(HCC 18 + HCC 85; HCC 
85 + HCC 137)

0.182; 
0.317 

Risk Adjustment 
Factor

2.553

Anticipated 
Expenditures

$23,682.29

82-year-old male 0.543

Medicaid Eligible 0.177

Diabetes – Not Coded N/A

Rheumatoid Arthritis N/A

Heart Failure (HCC 85) N/A

CKD IV – Not Coded N/A

No Disease Interaction N/A

Risk Adjustment Factor 0.72

Anticipated Expenditures $6679.15

82-year-old male 0.543

Medicaid Eligible 0.177

Diabetes (HCC 19) 0.118

Rheumatoid Arthritis 0.374

Heart Failure (HCC 85) –
Not Coded

N/A

CKD IV– Not Coded N/A

No Disease Interaction N/A

Risk Adjustment Factor 1.212

Anticipated Expenditures $11,242.83





Observation #5



Data…      
Good Grief



Paul Grundy, MD, 
MPH, FACOEM, 
FACPM

“For a culture to be ready 
to be grounded in data, it 
has to be ready to NOT be 
grounded in autonomy.”

• “Godfather” of PCMH
• Founding President of PCPCC 

Presenter
Presentation Notes
The GODFATHER of Patient Centered Medical Home
Prior CMO & Global Director Healthcare Transformation at IBM
Founding President of the Patient-Centered Primary Care  Collaborative
Board Member ACGME
Chief Transformation Officer at Innovaccer




Stages of Grief
KUBLER-ROSS

Denial
Anger

Depression
Bargaining
Acceptance

PHYSICIANS AND DATA

“That’s not my data!”, “This data can’t be right!”
“The measure is terrible!”, “How dare you….”
“well… ok.”
“… not fair”, “… more time”, “... Different measure”
Data is real; reflects important stuff; we can make 
a difference

46

Presenter
Presentation Notes
Kübler-Ross' 1969 book On Death and Dying, which was inspired by her work with terminally ill patients.



Observation #6



Culture Eats 
Strategy



Presenter
Presentation Notes
The movement towards digital transformation and the quantified self, transparent consumer markets, and person-centric team-based care is already well underway. They are integrated and create a powerful, virtuous circle of innovation, diffusion, and value. The deepening gravity of Consumerism in healthcare cannot be escaped.
And nothing about this depends nothing on national politics.



Definition of Culture

The beliefs, customs, 
arts, etc., of a 

society, group, place, 
or time.

A way of thinking, 
behaving, or working 
that exists in a place 

or organization.

Presenter
Presentation Notes
“I’m so frustrated… as soon as we started employing the doctors they started acting like employees”.




Physician Culture
CLINICAL INTEGRATION/SYSTEMS MODEL

Group decision making
External defined work/process
Objective definition success
Long time horizon
Boundaries common
Unified goals 
Action delegated to others
External motivation
Improvement = define, measure, improve

PROFESSIONAL MODEL
Autonomy in decision making

Self-defined work/process

Subjective definition success

Short time horizon

Fewer boundaries

Disparate goals

Actions arise from self

Self-motivation

Improvement = study, vigilance, work harder

Presenter
Presentation Notes
Physicians already have an established… and entrenched… culture.

In many ways, diametrically opposed to the mindsets and actions we need.
W. Edwards Demming – “Working harder is the worst plan”.





Physicians: Strength & dysfunction

Compulsive and 
perfectionistic

High need for 
autonomy

Want to direct, 
resist control

Self esteem 
through work and 
outcomes

Sensitive if 
criticized

Presenter
Presentation Notes
The very characteristics that make effective physicians now works against their succeeding with change.



“We train, hire, 
and pay doctors 
to be cowboys. 
But it’s pit 
crews people 
need.”
Atul Gawande, 
MD

http://www.newyorker.com/online/blogs/newsdesk/2011/05/atul-gawande-harvard-medical-school-commencement-address.html

Presenter
Presentation Notes
Really, this is another way of saying that both our culture and compensation models don’t line up with our ultimate needs.

The culture of medicine rewards one way of being (pay, personality, and prestige) when what we need, our society needs, is something very different. And then even if or when the pay and prestige change overnight, it takes time to turn cowboys into pit crews. A long time.

http://www.newyorker.com/online/blogs/newsdesk/2011/05/atul-gawande-harvard-medical-school-commencement-address.html


Expert 
Industry

Service 
Industry

Information 
Management 

Industry

Galen – 1980’s 1980’s - 2005 2005 – present (AND FUTURE)

Supply oriented – driven 
to scarce resources by 
injury and disease

Value oriented – seek and select 
resources based on information, 
value, self-determination

Demand oriented –
driven to location 
and use of resources 
by availability



Our value to patients is 
NOT in being the source 
of information or 
knower of stuff  –

But In 

• INSIGHT 
• WISDOM
• PERSPECTIVE 
• UNDERSTANDING
• ENGAGEMENT 



400,000 members
2500 conditions
31 Million data points

Presenter
Presentation Notes
An online community of 400,000 self-motivated patients, sharing experiences and seeking information to improve their care…???
This is not a threat – this is NIRVANA.
Turning passive patients trained over a lifetime inside a patronizing healthcare system into engaged partners in their health is the Holy Grail of medicine. And the answer to smoking, substance abuse, obesity, etc.



New Family 
Physicians are not 
prepared for value 
based care.



Observation #7



We must fully 
embrace 

Population 
Health



Population Health

Presenter
Presentation Notes





Population 
Health

1. Identify

2. Stratify

3. Engage

4. Intervene

5. Measure





Bonus Observation



We must 
sequester CMS 

postgraduate 
training money 



Indirect GME training 
funds are not just 
another revenue 
stream!

Presenter
Presentation Notes
It is dangerously easy for corporate finance and system budget owners to see indirect GME training funds as just another revenue stream.




Closing





Inpatient hospitalization utilization 
declines >25% next 10 years

Procedural services shift to outpatient

Diagnostics move to retail settings
 Some estimates up to 85%

25% Primary Care services delivered by 
non-physician team
◦ Possibly up to 60% with full value 

ecosystem

Primary Care subspecializes: 
 Acute Care
Wellness/Preventative Care
 Chronic Disease Care

Prognistication

Presenter
Presentation Notes
And as you run the road towards Value Based Care, always remember that the fastest way between two points is…..

WINGED CHEETA!!



Primary Care

Direct 
Primary 

Care

Team Based, 
Advanced 
Primary Care



• Dive into palliative and hospice care 
– cheaper and better
• Master transitions across sites of 
care
• Change your frame of reference 
• Choose Opportunity wisely… but you 
must make some choices!
• Pick your partners - based on missing 
competencies and increasing value

Presenter
Presentation Notes
healthcare is not local; expertise and quality are not the big draw; “build it and they will come” is dead; everything that is now revenue might be an expense
What happens when Walmart decides to overturn acute care in the US? IBM Watson is available on every smart phone for a $12 per month subscription? Or Amazon decides to partner with a consumer transparency company to transform PPOs into a health and wellness shopping market? 
4.  Bridging health and wellness, becoming a consumer company, redefining personalization, and deploying big data, complex adaptive workflow, and passive monitoring to prevent most acute events—these are massive changes. No one can excel in everything, or even some things we traditionally excel in. Link with motivated partners – retail care, local pharmacies, worksite care, wellness managers, YMCA, etc.





In Search Of Joy in Practice -
Moving from physician-centric model of work distribution and 
responsibility to a shared-care model

Top 5 Innovations

1. proactive planned care, with pre-visit planning and pre-visit 
laboratory tests

2. sharing clinical care among a team, with expanded rooming 
protocols, standing orders, and panel management

3. sharing clerical tasks with collaborative documentation 
(scribing), non-physician order entry, and streamlined 
prescription management

4. improving communication by verbal messaging and in-box 
management; and 

5. improving team functioning through co-location, team 
meetings, and workflow mapping.









Value Based Care

Two fundamental changes in mindset 
are required:

1. Must take care of everyone, all the time
2. Relentless focus on what the customer actually needs 

and wants… instead of what we want to give.

Presenter
Presentation Notes





Presenter
Presentation Notes





Population Health Theory

Principles

Organization

Milestones

Improving & Reporting

Patient Attribution, Define Population
Select and Define Metric, Data 
Measurement, Rapid Cycle & Continuous 
Improvement

Comprehensive & Continuous Care,
Team Based Care, Height of License,
Patient Centeredness, Care Mgmt, Own 
the Change

Distributed Leadership 
Physician and Team 
Engagement
CompensationProcess Measures, Quality Metrics, 

Utilization Metrics
Team Function, Satisfaction, 
Production Data vs Autonomy, Transparency

To Improve Is To Change

Teams, People, Data, Reporting, Compensation, Structure, Leadership style

Presenter
Presentation Notes





Presenter
Presentation Notes
As data explodes our ability to find signal from noise becomes meaningless – this is the role of big data and AI
IBM Watson bought Phytel and Truven for the data – Watson is learning experientially through ten’s of millions of medical records
Machine Intelligence is great, but still requires real world intelligence – if EHR, data are not servicing the workflow you need then fix it! And use the companies that allow and help you!






Consumer’s View of Data
We are patronizing patients – they can’t control information, or use it to spend 
their money smartly
◦ Healthcare is the ONLY part of life that I as consumer do not control my 

information and my choices

Privacy law and HIPPA are only barriers if you are seeing this through our own 
prism - as soon as the information is aggregated and in patients control it all 
works
◦ HIE may be an important but ultimately transitional state



Transparent consumer markets will 
shift the basis of competition from 
reputation and referrals to:

Price,

Value, and

Outcomes



Price Takers

Price Seekers

Value Seekers

Customized Seekers

Sellers Market

Buyers Market

Personalized
Market

Presenter
Presentation Notes
Once the process has started it is inevitable -Price/Value transparency progressively leads to a Buyers Market, then successively personalized and customized markets. One sized fits all insurance and medical service will disappear.





Culture of Change
Only two physician cultures will survive
◦ The forward leaning, learning, adaptive physician culture
◦ The authoritarian and compliant culture

From the health system perspective, only 3 choices:
◦ Invest in physician leaders, build a learning and adaptive culture
◦Beat all physicians into acceptance
◦Opt Out - Don’t employ physicians, or those specialties or 

physicians that won’t adapt – just contract with groups that do





Healthcare Disruption

•Opening primary care centers in rural 
stores.

•Acute and chronic disease management.

•Not the first mover – focused on disruptive 
efficiency and cost efficiency management.



Presenter
Presentation Notes
When you look at a graphs of multiple current trends, you find we’re past the tipping point.
This includes adoption of:
PCMH
ACOs
EHR into both physician offices and hospitals
Movement of FFS into “value” payment






Tipping 
Point

Gartner Hype Cycle





Acute Care Hospitals
“Hospitals are driven by increasing volume and pricing; every expense is someone else’s 
revenue. I think that game is up.”  - former Vanguard CEO, Charlie Martin

Positioned as one stop shopping, offering wide range of services and world-class repair-care will 
continue to play an indispensable role in our broader healthcare system, but only the true value 
leaders are likely to thrive 

Many advantages: starter set of the new competencies required for population health; financial 
resources, adaptable, and huge pool of talent

Focus on one or more different patient-centered population health businesses:
◦ Frail elder medical homes, 
◦ Complex disease Extensivists
◦ “Focused factory” for ambulatory surgery and diagnostic services
◦ Diversified health/wellness program and smart teams



Presenter
Presentation Notes
Make no mistake – there will be wreckage in the road before this transformation to person centric, consumer focused, information driven healthcare system is complete.
What will make the difference – flexibility and speed in innovating, and commitment to meet your community needs - As they see those needs, not as we see them.



Our Challenges As Incumbent
Change bandwidth in our healthcare systems is a HUGE issue

Takes fundamental realignment AND being very precise with which problem we’re working on

These are World Hunger, “Moon Shot” scale problems
◦ Solution to innovation, strategy, transformation is not A GUY, or even a DEPARTMENT
◦ “We need a population health solution”, “we need an ACO solution” 

Is it Clinical integration, governance, physician engagement, consumerism, analytics, money 
flow, finance, clinical delivery 
◦ Must be crisp in defining the goal
◦ IT is ALL of these, at the same time!

Clayton Christensen - it is very hard, if not impossible, for incumbents to succeed or survive 
when an industry is being disrupted.



• Move to Contemplative and Action Phases: 
Timing is EVERYTHING 
• Ruthlessly improve delivery of value based 
product, and communicate on that
•Systematize, Simplify, Streamline

• Align the self interests of health system, 
physicians, and patients
◦What services to build & what to partner
◦Physician compensation
◦Transparent cost to consumers

• Define and understand expense - drive out all 
no-value services





Digital 
Transformation 
of Whole 
Industries









The Digital Transformation



Telehealth ENT 
Consultation, 
1962 version



What is Disruption?

The world’s largest taxi company owns 
no cars.

The world’s most valuable accommodation 
provider owns no real estate.

The world’s most popular media 
source creates no content.



0

20

40

60

80

100

2011 2014 2016 2018

“Better Care. Smarter Spending. Healthier People: Paying 
Providers for Value, Not Volume”

Category 1 Category 2-4 Category 3-4



In Healthcare



Slide Credit:   Paul Grundy, MD 

Presenter
Presentation Notes
We know precisely where we are aiming – improved care, a set definition of quality, care coordination, whatever.
But people aren’t darts aimed at a target, they’re beautiful parrots that have they’re own minds and fly.
That’s the challenge – we have to convince the birds to fly at the bullseye.



Rebuilt on-demand care

1. Convenience is King – 6 of 10 top attributes related 
to convenience
• Walk In and seen w/in 30 min
• Same Day appointments
• 24/7 care available

2. Near home – location, location, location
3. Online and asynchronous
4. Convenience > Credentials and Continuity
5. Little value to reputation or brand (under age 65)
6. Virtually every other surveyed attribute ranked  

above non-transparency of cost; transparency 
outweighed actual cost



Loyalty

Presenter
Presentation Notes
Most patients are not loyal per se; they seek services that provide for their self-perceived needs. As they define them.
Most important attributes:
Time to Appointment is larges single positive attribute.
Access and Convenience are huge draws.
Manners beats credentials
Cost as top reason most patients would switch – not error





Example: 
Disruption in 
Specialty Care: 
Peptic Ulcer 
Disease

Jason Hwang, M.D., M.B.A. 

http://www.pdsit.net/wp-
content/uploads/2013/10/Jaso
n-Hwang_-ppwt_FINAL.pdf





Less House… 

More Rockwell

Presenter
Presentation Notes
For a long, long time being a physician meant being the smartest in the room… every room. Having the greatest depth of knowledge in your field, being the expert that everyone sought out. Even the basic term “a consultation” evokes that model.
And the amount of information available and being created, the advance of technology, and the democratization of information that is the internet is changing it all.
Suddenly in a few scant years, certainly not a decade, being “physician” has changed – now it’s about using the available information, connecting the dots, caring for everyone all the time, making associations, and exercising wisdom in judgement. Not that that is all new; more a matter of emphasis.



$22,000





Family 
Physician

PCMH

Medical 
Neighborhood

Clinically 
Integrated 
Network

Population 
Health

All Patients All The Time

Whole Health Ecology

Usual Specialists

Team Care + HIT

Individual



Purchasers: flat premium

Payers: FFS

Faculty Practice: FFS revenue + 5% Capitation

Department: 100% pmpm

Physicians: salary + supplemental + 15% variable 
(wRVU tier based)

Metrics 60:40 mix of individual and practice
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Skepticism

Uncertainty

Exploration

Commitment

Managing Transitions, William Bridges





CDPS – Chronic Illness and Disability 
Payment System (Medicaid) 
CMS-HCC – Hierarchical Condition 
Classifications (Medicare)  
HHC-HCC – HHS HCC Model (ACA) 
DRG – Diagnosis Related Groups 
(Inpatient)
ACG – Johns Hopkins Adjusted 
Clinical Groups (Outpatient)
MARA – Milliman 
(Outpatient/Ambulatory)



Beyond Our Capacity
THE TRANSFORMATION OF THE PHYSICIAN CULTURE

Presenter
Presentation Notes
The amount of data it takes to know all the facts, details, EBM recommendations, consensus guidelines, and treatment recommendations for every condition a population has is now approaching the limits of human cognition

Is there an aid with immense storage that excels at very rapid recall, complex calculations, following algorithms, and weighing of inferences to help us?
IT’S CALLED A COMPUTER.
And yet there is resistance among physicians to embrace – their purpose feels threatened.



Stratified 
Population

Presenter
Presentation Notes





Observation #8



Prepare for a 
Bumpy Ride



At times regulations 
conflict with what 
policy makers and 
CMS expressly desire 
– better 
coordination, more 
communication, 
better integration, 
and linking pay to 
outcomes.



Example 1: 
Clinical Quality 
Metrics

For purposes of § 411.353, the following 
compensation arrangements do not 
constitute a financial relationship:

• Stark Law: Compensation of physician that has 
any construed connection to the volume or value 
of referrals is expressly forbidden, unless a 
specific exception is granted.
• A strict liability statute, meaning that proof of 
specific intent to violate the law is not required. 

• Exception list of out of date
42 CFR § 411.357 -
Exceptions to the referral 
prohibition related to 
compensation arrangements

https://www.law.cornell.edu/cfr/text/42/411.353
https://www.law.cornell.edu/cfr/text/42/411.357




PREVENTIVE SCREENING TESTS, IMMUNIZATIONS AND VACCINES

The following tests,if performed for screening purposes, are eligible for use with th    

77063 Breast tomosynthesis bi
77067 Scr mammo bi incl cad
80061 Lipid panel [only when billed with ICD-10-CM code  Z13.6] 
81528 Oncology colorectal scr
82270 Occult blood feces
82465 Assay bld/serum cholesterol [only when billed with ICD-10-CM code Z13.6] 
82947 Assay glucose blood quant [only when billed with ICD-10-CM code Z13.1]
82950 Glucose test [only when billed with ICD-10-CM code Z13.1]
82951 Glucose tolerance test (GTT) [only when billed with ICD-10-CM code Z13.1]
83718 Assay of lipoprotein [only when billed with ICD-10-CM code Z13.6] 
84478 Assay of triglycerides [only when billed with ICD-10-CM code Z13.6] 
G0103 PSA screening
G0106 Colon CA screen;barium enema
G0118 Glaucoma scrn hgh risk direc
G0120 Colon ca scrn; barium enema
G0123 Screen cerv/vag thin layer
G0124 Screen c/v thin layer by MD
G0141 Scr c/v cyto,autosys and md
G0143 Scr c/v cyto,thinlayer,rescr
G0144 Scr c/v cyto,thinlayer,rescr
G0145 Scr c/v cyto,thinlayer,rescr
G0147 Scr c/v cyto, automated sys
G0148 Scr c/v cyto, autosys, rescr
G0328 Fecal blood scrn immunoassay
G0432 EIA HIV-1/HIV-2 screen
G0433 ELISA HIV-1/HIV-2 screen
G0435 Oral HIV-1/HIV-2 screen
G0475 HIV combination assay
G0476 HPV combo assay CA  screen
G0499 HepB screen high risk indiv
P3000 Screen pap by tech w md supv
P3001 Screening pap smear by phys



Example 2: Fair 
market value

(c) Bona fide employment relationships - Any amount 
paid by an employer to a physician (or immediate 
family member) who has a bona fide employment 
relationship with the employer for the provision of 
services if the following conditions are met:
◦ (1) The employment is for identifiable services.
◦ (2) The amount of the remuneration under the employment is 
◦ (i) Consistent with the fair market value of the services; and
◦ (ii) Except as provided in paragraph (c)(4) of this section, is not determined in a 

manner that takes into account (directly or indirectly) the volume or value of 
any referrals by the referring physician.

◦ (3) The remuneration is provided under an arrangement that 
would be commercially reasonable even if no referrals were 
made to the employer.

◦ (4)Paragraph (c)(2)(ii) of this section does not 
prohibit payment of remuneration in the form of a 
productivity bonus based on services performed personally by 
the physician (or immediate family member of the physician).

https://www.law.cornell.edu/cfr/text/42/411.357
https://www.law.cornell.edu/cfr/text/42/411.357
https://www.law.cornell.edu/cfr/text/42/411.357#c_4
https://www.law.cornell.edu/cfr/text/42/411.357
https://www.law.cornell.edu/cfr/text/42/411.357
https://www.law.cornell.edu/cfr/text/42/411.357
https://www.law.cornell.edu/cfr/text/42/411.357
https://www.law.cornell.edu/cfr/text/42/411.357
https://www.law.cornell.edu/cfr/text/42/411.357#c_2_ii
https://www.law.cornell.edu/cfr/text/42/411.357
https://www.law.cornell.edu/cfr/text/42/411.357
https://www.law.cornell.edu/cfr/text/42/411.357
https://www.law.cornell.edu/cfr/text/42/411.357


Fair Market Value
• as determined by legal or consulting actuarial service
• tied to best data sources available – examples:
o MGMA
o AMGA
o Merritt Hawkins

• Value Based Care leading to quality bonuses, Shared 
Savings, or higher cap rates related directly to Physician 
performance may not be able to be included in physician 
compensation!

Presenter
Presentation Notes
CMS can do things with compensation that employers cannot do!
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