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Stories:

Patient-Centered Medical home Poster Child!
Does he have a gune
| want you to give a $4,000 donation to t
Foundation!

Brilliant Diagnostician and Diabetes!



The Future: People

The Future: Four Domains

The Future: Information Explosion
The Future: Systems Thinking

The Future: Electronic Solution Design
The Future: Primary Care Practice Model
The Future: SETMA As An Exa
The Future: Personal Mastery
The Future: Flexibility

The Future: Financing of Primary Care




Transformation of healthcare involves:

Method: elecironic patient
management
Content: evidenced-based medicine
Structure and organization: patient-

centered medical home
Payment methodology: capit
payment for quality



NCQA Tie -Centered MH
AAAHC Accredited Ambulatory Care
AAAHC Accredited Medical Home
Joslin Diabetes Center Affiliate

NCQA Diabetes Recogniti
AHRQ Published SETMA’s LESS
Innovator of the Year 201 1
Exemplary Practice ONC for CDS

itiative



Depending upon how you count, there are
between 4,000 and 7,000 medically
related journals presently being

published. There are over 1,000 medically
related journal articles published each
day.



In 2004, The Journal of the Medical Library
Association published an article

entitled, “"How much effort is needed to

keep up with the literature relevant 1o
primary caree¢”



These journals publish approximately 7,287
articles monthly.

epidemiology an estimated 627.
month to read and evaluate these
articles. That translates intfo 21 hours a
seven days a week, every month.

ours per



In 1997, The British Medical Journal stated
that there are over 10,000,000 medically-
related articles on library shelves of which
about 1/3 are indexed in the Medline
database compiled by the National Library
of Medicine. If a healthcare provider
receives only an average of 8 journals,
Including those which are free, it can be
seen how overwhelming the problem of
Information is.



This is the level of the problem for individual
physicians, but what about collaborative
efforts to organize medical data?

The Cochrane Collaboration was started in
1992 following Dr. Archie Cochrane’s 1979
statement in which he opined “lt is surely a
great criticism of our profession that we
have not organized a critical summary, by
specialty or subspecialty, adapte
periodically, of all relevant randomiz
controlled trials.”



There are now fiffeen Cochrane Centers
around the world with 1,098 complete
reviews and 866 protocols (reviews in
progress). Itis estimated that it will take 30
years to complete reviews on random-
controlled studies (RCTs) in all fields of
medicine which presently exi

At the end of those 30 years, nothing would
have been done on the RCTs which will

have been completed in the intervening 30
years.



And If This review does not convince you,
think about the millions of pieces of
Information the genome is going to bring
to clinical medicine within your medical
career. lItis truly more information than
anyone can possibly learn, leaving
electronic patient management
only option.



Without medical knowledge, quality-of-
care initiatives will falter, but the volume of
medical knowledge is so vast that it can
overwhelm healthcare providers. Stated a
different way, the good news about
healthcare today is the state of our current
knowledge; it is excellent. The bad news is
the form in which that knowledge is stored
and/or accessed. The solutionis “a
mind.”



n his seminal work, The Fifth Discipline, Dr.
Peter Senge addressed “systems
thinking.” While the term does not refer
to computer systems, the principles
apply to health care ivery via an
electronic medical record as legitimately
as to other business enterprise




“Learning has come to be synonymous with
‘taking in inf ation.’...Yet, taking in
Information is only distantly related o real
earning.” Classically, healthcare has
focused upon “takingin information” in the
form of facts.

The hurdle required to enter medicine as @
physician is the proven ability to-absorb and
retain tens of thousands of isolated pieces
of information and then to be able to
repeat that information in a test format.




“Clinical tfraining” attempts to take the
static database created by facts and to
transform it iInfo a.dynamic tool which
can provide answers to complex
disease-process questl

How do you take a fact-based data set
and fransform it info a dynami
interactive decision-making tool:



To create far more information than anyone
can absorb,

To foster far greater inferdependency than
anyone can manage

To accelerate change far faster than
anyone’s ability to keep pace.”



can easily undermine confidence

and responsibility.”

Confidence is undermined when the vastnhess
of available, valuable and applicable

iInformation is such that i pears futile to the
individual to try and ‘keep ’

In healthcare, once confidence is undermined,
responsibility is surrendered as providers tacitly
ignore best practices, substituting experience

as a decision-making guide.



iscipline is more illustrative
Iple of undermining
than is the
erform

No infellectual
of Peter Senge’s pri
confidence/responsibili
knowledge base required
excellently in the delivery of pri
healthcare.



Detail C
variables —

plexity — there are many

IS complexity is created by
classical medical education; the solution
IS electronic health.records (EHR).

Dynamic Complexity cause and effect
are subftle, and effects o
Inferventions are not obvious-- dealing
with this complexity will fransftor
healthcare by morphing HER into
electronic patient management.



How can electronic patient records and
electronic patient management — o
systems approach to healthcare — help
solve these problems and make it possible
for healthcare providers to remain current
and fulfill their responsibility of caring for
patients with the best treatmen
availablee



Detail complexity and
electronic patient
records leads to
Linear Thinking.







Acute condition data
Longitudinal data
Standards of care which-reflect a positive state of health

Automatically-populated-tfreatment reflecting best practices
based on random controlled tria

Auditing tools which reflect provider excellence
Automatically-populated-patient follow-up-instructions

Automatically-created-patient education



Electronic

tient management:

Makes complex tasks simple (Infectious

disease reporting, HIV screening, Screening and
Preventive care, promoting healthy behaviors,
Framingham)

Restores the joy of learning
otherwise impossible task.

Extends healthcare teamwork to
knowledge acquisition and deployment
with Clinical Decision Support tools



Whether process, outcomes or content,
electronic patient management,
eliminates the inefficiency and expense of
paper-patient management and gives the
primary-care provider confidence that he
and she are giving the best care, every
fime to every patient with the abllit
validate that performance.



fronic Patient Management
ctronic Patient Records.

Pursue El
rather than

Bring to every patient encounter what is
known, not what a particular provider
KNnows.

Make it easier to do “it"” right than not to
do it at all (furning complex tasks in
simply processes).



Continually challenge providers to
Improve theirperformance.

Infuse new knowledge and decision-
making tools throughout an organization
instantly (Clinical Decision Support).

Promote conftinuity of care with patient
education, information and plans of care.

29



collaborators in
Improvement.

Evaluate the care of patients and
populations of patients longitudinally with
transparent public reporting of provider
performance by hame.



Audit provider performance based on
endorsed quality measurement sefts

Integrate electronic fools.in an intuitive
fashion giving patients the benefit of

expert knowledge about specifi
conditions



Tracking quality metrics at the point-of-
care, one patient ar a time.

Auditing populations of patients by
provider name.
Statistical analysis of practice
performance to find le
Improvement of care.
Public Reporting of provider
performance by name.
Continuous guantity improvement
based on the first four steps.



The key to this Model is the real-time ability
of providers to measure their own
performance atthe point-of-care. This is
done with multiple displays of quality
meftric sets, with real-time aggregation of
performance, incidental to. excellent care.



"The May 2, 2010, New York Times
Magazine published, "The Data-Driven Lite,"
which asked the question, "Technology has
made it feasible...to measure our most
basic habits...What happens when
technology can calculate and analyze
every quotidian thing that happened o
you todaye" Does this remind

can be counted counts, and not ever
that counts can be counted?



Bioethicist, Onora O'Nelll, said, "In theory
again the new culture of accountabillity
and audif makes professionals and
institutions more accountable for good
performance... But beneath this
admirable rhetoric the real focus is on
performance indicators chosen for ease
of measurement and control rather than
because they measure accurately
the quality of performance is."



Primary Care Providers must whole
heartedly embrace fechnology and
sclence, while retaining the sense of
person in our daily responsibilities of caring
for persons. Quality trics will make us
better healthcare provi '

scientist. But what will make us be
healthcare providers will be our carin
people.



Mhe Future: SETMA as an Example

Diabetes Screening
Pre-Visit/Preventive Screening s Diabetes screening appropriate for this
General Measures (Patients =18) Pre-Diabetes Patients
Has the patient had a tetanus vaccine within the last 10 years? Yes If pre-diabetic, has the patient had a HgbA1c test within the last year? Yes
Date of Last Order Tetanus Date of Last | 10/28/2011 Order HabAlc
Has the patient had a flu vaccine within the last year? Yes Diabetes Patients
Date of Last Order Flu Shot Has the patient had & HogbA1c within the last year? WA
Has the patient ever had a pneumonia shot? (Age-50) E Date of Last | 10/28/2011
Date of Last Order Pneumovax Has the patient had a dilated eye exam within the last year? N
E—— . o 100 mg/iL) LIL? [es | Date of Last | 02/03/2011 Add Referral Bel

st 09212011 Order Lipid Profile Has the patient had a 10-gram monofilament exam within the last year?

Date of Last 0&24/2011

Order Tests

B

2
=

Has the patient been screened at least once for HV? (Age 13-54) Yes

Has the patient had screening for nephropathy within the last year?
Date of Last 072vizon Order HIV Screen P 0 phropathy i
Date of Last 08/18/2010

Testing not required if patient refused or if positive diagnosis previously confirmed.

) ) L =
¥ Click If Patient Refuses Testing Has the patient had a urinalysis within the last year?

Date of Last 0707201
X . Has the patient ever NIA Has the patient been referred to
Elderly Patients (Patients =55} W been referred to DSME? DSME within the last two years?
Has the patient had It blood test within the last ? {Patients =50 --'-
as the patient had an occult blood test within the last year? (Patients =50) - Add Referrals Below
Date of Last I Female Patients
Has the patient had a fall risk assessment completed within the last year? NIA Has the patient had a pap smear within the last two years? (Ages 21 to 64)
e ottt 01132012 Dateoflast | /1 | Add Referral Below
) ) L Has the patient had & mammogram within the last two years? (Ages 40 to 69) N
Has the patient had a functional assessment within the last r?
= yE Date of Last _ Add Referral Below
Date of Last 0401201
e arhEs Has the patient had a bone density within the last two years? (Age =50)
Has the patient had a pain screening within the last year? Date of Last

Date of Last 0412011
= L Male Patients
e e e e el A Has the patient had a PSA within the last year? (Age =40)

Date of Last 021032011 Add Referral At Right Date of Last | 04/02/2007 Order PSA
Does the patient have advanced directives on file or have they been HiA Has the patient had & bone density within the last two years? (Age >65)

discussed with the patient? Date of Last | 03/27/2009 Add Referral Below

Discussed? Completed?

ls the patient on one or more medications which are considered high risk EEE S (LTt I E
in the elderty? Referral | Status Referring

] |




The Future: SETMA as an Example

National Quality Forum (NQF)
National Voluntary Consensus Standards

Legend Measures in red are measures which apply to this patient that are not in compliance.
Measures in bl are measures which apply to thiz patient that are in compliance.

General Health Measures Care for Older Adults
View Body Mass Index Measurement B

View Smoking Cessation

Blood Pressure Measures Diabetes Measures

View Blood Pressure Measurement View Dilated Eye Exam

View Blood Pressure Classfication/Cantrol Vigw  Foot Exam

L View Hemoglobin A1c Testing/Control
Medication Measures - - .
- . ) View Blood Pressure
Current Medciation List ) - _
) . ) Urine Protein Screening
Documentation of Allergies/Reactions . L )
View Lipid Screening

Therapeutic Monitering of Long Term Medications Female Specific Measures

Appropriate Medications for Asthma

Inappropriate Antibiotic Treatment for
Adults with Acute Bronchitis

LDL Drug Therapy for Patients with CAD
Chronic Conditions Measures
View Comprehensive CHF Care




SETMA s able to look at differences
petween the care of patients who are
freated fo goaland those who are noft.
Patients can be compared as to socio-
economic characteristics, ethnicity,
frequency of evaluation by visits, and by
aboratory analysis, numbers of
medications, payer class, culiural, financial
and other barriers to care, gender and
other differences.

This analysis can suggest ways in whi
moollify care in order to get all patients
goal.




Chronic Diabetes - Measures Comparison (Most Recent 12 Months)

Controlled Group Time Easis: Prier 12 Months
Controlled Group Constrained to: All SETMA I confrolled Group
Practice: SETMA1, SETMA 2, SETMA West [ Selected Group
Frovider. None

Average Value

Visits Per Year
o R pg WO RE o o o @

Yearly Visit
HgbAlc Frequency Urinalysis

Hobalc
Ay

Skandard
Deviation

Contralled

6.4

0.5

Selected

3.3

1.5

Wisit
Frequency

Yearly Glyco
Tests

Yearly LOL
Tests

Yeatly LA
Tesks

Contralled

4.6

Contralled

2.3

2.1

2.0

Selected

3.5

Selected

4.1

2.3

2.5




100%
0%
BO%
0%
60%
0%
40%
30%

20%

10%

0%
. . Upcomming Appt Flan Cara
Appts Made  Appts Not Kept MN Therapy Risk Stratifiation
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Financial Class

Ethnicity

60%
50%
40%
30%
20%
10%

0% ’
African American i Cther/Mone
Hispanic
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Twelve Month Controlled
— BETMA1
— SETMAZ
SETMA West
— Anwar, Syead
— Hally, James
= |Leifeste, Alan

Average Value

a4
Feb 2011 Mar 2011 Apr 2011 May 2011 Jun 2011 Jul 2001 Aug 2011 Sep 2011 Oct 2001 Mov 2011 Dec 2011 Jan 2002
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because we have bought multi
practice leadership, informafics s
healthcare providers can review
performance outcomes.

le licenses,
ff and



SETMA also has monthly peer-review
sessions with all providers. The clinic is
closed for a morning, and performance on
quality metrics, patient satisfaction and
gaps in care are discussed openly among
all providers. Collegial relationships and an
organizational-cultural commi
excellence make it possible for S
specific about needs for improveme
these monthly meetings.



= NCQA Diabetes Measures
— Encounter Date(s): January 1, 2011 to December 31, 2011

[§
e A
Cassoo®

Location
Name

Provider

Alc >9.0
<= 15%

Alc < 8.0
>= 60%

Alc < 7.0
>= 40%

BP >
140/90
<= 35%

BP <
130/80
>= 25%

Eye Exam
>= 60%

Smoking
Cessation
== 80%

LOL < 100
>= 36%

Nephropathy
>= 80%

SETMA 1 Aziz
Duncan
Halbert 1
Henderson 848
1,504
Palang 675
Thomas 166
Ahmed 2,938
Anthony 843
Anwar 1,408
Cricchio, A 884
Cricchio, M 964
Deiparine 1
Holly
Leifeste
Wheeler
Curry
Deiparine
Halbert

Murphy

Hom
Qureshi
Satterwhite

Vardiman

10.6%
8.6%
0.0%

10.1%
6.0%

s

9.6%

o

9.7%
8.0%

72.0%
79.0%
100.0%
78.4%
B84.7%

70.5%

78.9%
78.3%

38.3%
67.4%
100.0%
66.3%
70.5%
42,7%
47.0%

66.1%
64.0%

18.2%
12.5%
0.0%
9.4%
14.3%
19.7%
18.1%
8.3%
14.1%
3.0%

% 0%

7.0%

76.9%

63.7%

15.5%

26.8%
08.7%
100.0%
69.5%
27.7%
23.0%
56.0%
01.7%
66.5%
80.0%
71.7%
60.8%

00.2%
7.T%
0.0%
60.4%
45.9%
22.5%
7%
03.9%
66.5%
04.5% 96.2%
64.6% 80.2%

95.6%
93.6%

95.9%
85.1%
95.3%
100.0%
73.0%
83.3%

oo 005

6.7%
6.3%
6.9%
9.0%
9.4%
10.1%
5.9%

9.6%

84.1%
81.6%
85.0%
75.2%
72.0%
73.8%
79.6%
62.8%
60.3%
72.9%

71.4%
71.0%
74.1%
60.2%
57.2%
61.8%
66.7%
52.3%
47.3%
60.0%

3.9%
13.3%
21.6%
16.1%
23.2%
20.1%
2.1%
9.1%
24.1%
21.5%

83.0%
63.2%
37.1%
60.9%
52.2%
55.4%
68.8%
71.1%
54.6%
47.9%

81.6%
72.4%

38.8% B1.7%
70.8% 88.9%
47 8% 95.5%
36.8% 96.3%
47.3% 92.2%
51.2% 94.1%
32.7% 95.0%
57.7% 96.6%

65.0% 67.6%

09.6%
£3.9%
100.0%
66.4%
73.5%
30.1%
62.7%
84.2%
69.4%
083.8%
69.6%
68.0%
100.0%
71.4%
70.0%
62.7%
64.1%
59.1%
61.5%
55.0%
58.5%
51.1%
58.2%

83.4%
51.6%
0.0%
84.2%
57.8%
34.7%
75.9%
71.0%
93.5%
92.0%
76.0%
91.6%
100.0%
97.5%
89.2%
90.3%
B7.6%
72.0%
59.6%
81.2%
66.7%
76.8%
64.5%

100.0%
93.6%
82.4%
82.5%
99.3%
96.1%
99.3%
86.5%

100.0%
95.4%
83.5%
89.1%
88.3%
83.1%
81.4%
92.6%
95.5%
80.5%
85.1%




Specific dashboards, such as the one above,
have also been developed for programs
such as the NCQA Diabetes Recognition
Program. All SET clinics and providers
qualified for this recognition in 2010-2013.

Quarterly and annually, we now measure this
standard so as to make sure that we continue
to Improve. As can be seen below, the
dashboard gives the metric, the benchmark,
the provider’'s performance and the
aggregate score required for recogniti

47



This materiakis given to the provider and it is
posted on our website at

S| _under Provider
Performance, NCQA Diabetes Recognition
Program Audit.

Because all deficiencies in care are
displayed in “red,” SETMA providers
developed their own commitment to
the out.”


http://www.setma.com/

The Future: SETMA as an Example

HEDIS
National Quality Forum (NQF)
N Q F National Voluntary Consensus Standards
AQA
PQRI
BTE

Each is available 1o
the provider,
inferactively at each
patient encounter.

cren with Phary




The Future: SETMA as an Example

2011 HEDIS Technical Specifications
for Physician Measurement

Measures in red are measures which apply to this patient that are not in compliance
ich apply to thiz patient that are in compliance.

Effectiveness of Preventive Care
View Adult BMl Assessment

Weight Assezement and Counzeling for Mutrition
and Phy=ical Activity for Children/Adolescents

Childhood Immunization Status
Immunizations for Adolescents

Lead Screening in Children

Colorectal Cancer Screening

Breast Cance:

Cervical Cancer Screening

Chiamydia Screening in Women

Glaucoma Screening in Older Adults

Usze of High-Rizk Medications in the Elderty
Care for Qlder Adultz

Effectiveness of Acute Care

View Appropriate Treatment for Children with Upper
Respiratory Infection

View Appropriate Testing for Children with Pharyngitis
Avpidance of Antibiotic Treatment in Adults with
Acute Bronchitis

Effectiveness of Chronic Care

View

View

View

Perzistence of Beta-Blocker Therapy After a
Heart Attack

Controliing High Blood Pressure

Cholesterol Managment for Patients with
Cardiovascular Disease

Comprehensive Adult Diabetes Care
Use of Appropriate Medications for People with Asthma

Use of Spirometry Testing in the Aszessment
and Diagnosis of COPD

Pharmacotherapy Management of COPD Exacerbation
Follow-Up After Hospitalization for Mental liness
Antidepreszant Medciation Management

Follow-Up Care for Children Prescribed
Attention-DeficitHyperactivity Disorder Medication

O=teoporsis Management in Women

Disease Modifying Anti-Rheumatic Drug Therapy
fior Rheumnatoid Arthritis

Annual Monitering for Patients on Persistent Medications
Medication Reconciliation Post-Discharge




PQRI Submittal Summary

Diabetes Measures Group Preventive Measures Group
igible for submittal of the i =] igible for submittal of the
oL,
Mellitus are eligille for : and older are eligible for this meazure.

Tobacco Use Assessment
Patient iz current tobacoco non-user.

Tobacco Cessation Assessment
Patient iz not a tobacco user.

Body Mas=s Index

recert value less than S0,

Foot Exam
Completed t
Target = 100
Most recent value less than 100. — - —
Al vaccination presviously administered.
Hephropathy

gince Januray 1=t

Eve Exam Urinary Incontinence Assessment

Dilated eye exam results reviewed. Meszure not applicakle for this patient.

51



A “cluster” is seven or more quality metfrics for a
single condition, i.e., diabetes, hypertension, etc.

A “galaxy” is multiple clusters for the same patient,
l.e., diabetes, hypertension, lipids, CHF, etc.

Fulfiling a single or a few quality metrics does not
change outcomes, but fultiling “clusters’” and
“galaxies” of metrics at the point-of-care
will change outcomes.



A “Cluster” -- Multiple Metrics on a Single
Condition

53



A "Galaxy" -- Multiple "Clusters" Tracked on a
Single Patient at a Single Visit

54



Unlike a single metric, such as “was the blood
pressure taken,” which will not improve care,
fulfilling and then auditing a “cluster” or a
“galaxy of clusters” in the care of a patient will
Improve treatment outcomes and will result In
quality care.




What is most o
missing in quality
Improvement

iInitiative is real-time,

auditing with

comparative display e

Of res U |'I'S , O n d p U b | i C which are connected with a secun

wour histarical data

ecards are also ‘1‘1|I1 ble to our p
reporting.

SETMA continues to expand its se




1.

2.

Display their performance.for their entire patient
base
Compare their performance to all practice
providers
See outcome trends to identify areas fo
Improvement

See this at the point-of-care



Chronic Diabetes - HgbA1c Trending

r

"
L/ =
* aggpe

Twelve Month Con
— SETMA1
— SETMAZ
SETMA West
— Anthony, Jefirey
— Anwar, Syed
— Duncan, Norma
— Holly, James
— Leifeste, Alan
Murphy, Vincent

E
s
@
g
2

&
Feb 2011 Mar 2011 Apr 2011 May 2011 Jun 2011 Jul 2011 Aug 2011 Sep 20011 Oct 2001 Mov 2011 Dec 2011 Jan 2012
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— SETMA 1

— Aziz, Muhammad

— Murphy, Vincent
Thomas, Michael

v
=
]
=
u
@
:
T

Oct 2009 MNow 2009 Dec 20080 Jan 2010 Feb 2010 Mar 2010 Apr 2010 May 2010 Jun 2010 Jul 2010 Aug 2010 Sep 2010
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Systolic Trending

1320 — Twelve Month Controlled Group Aver...
— SETMAZ
— Anwar, Syed
Hally, James
— Leifeste, Alan

= =3
5 B
[=] [=]

Average Value

B

Oct 2009  Nowv 2009  Dec 2009 Jan 2010 Feb 2010 Mar 2010 Apr 2010 May 2010 Jun 2010 Jul 2010 Aug 2010

Diastolic Trending

78.0 — Twelve Month Controlled Group Aver...
— SETMAZ
— Anwar, Syed
76.0 - Holly, James
- — Leifeste, Alan

740

720

Average Value

Oct 2009 MNowv 2009 Dec 2008 Jan 2010 Feb 2010 Mar 2010 Apr 2010 May 2010 Jun 2010 Jul 2010  Aug 2010




Beyond how one provider performs (tracking and auditing), SETMA
looks at data as awhole (analyzing) from which to develop new
strategies for improving patient care.

explain why one population is not
e parameters, we analyze are:

We analyze patterns which m
to goal while anotheris. Some of

*Frequency of visits
*Frequency of key testing
‘Number of medications prescribed
‘Were changes in treatments made, if patient not.to goadl
*Referrals to educational programs
Etc.



Average Value

Chronic Diabetes - Measures Comparison (Most Recent 12 Months)

HgbAlc

Hobdlc
Avg

Standard
Deviation

Conkralled

g1

0.7

Selected

g.0

1.7

Controlled Group [0

FPopulation: All SETMA
Prior 12 Months

Time Basis:

Visits Per Year
Lo T A I O ¥ I = L B R s

Yearly Visit
Frequency

Wisit
Fregquency

Conkralled 5.1

Selected 3.8

Selected Group [l

Practice: SETMA 1, SETMA 2, SETMA

Frovider:

West
MNone

Controlled or Mot Controlled: Mot Controlled

Tests Per Year

Urinalysis

Yearly Glyco
Tests

Yearly LOL
Tests

Yearly LA
Tests

Conkrolled

2.1

2.0

2.0

Selected

37

2.4

2.3




Chronic Hypertension - Measures Comparison (Most Recent 12 Months)

Controlled Group [0

FPopulation: All SETMA

Time Basis: Prior 12 Months

Selected Group [l

Fractice: SETMA 1, SETMA 2, SETMA
West
Frovider: None
Controlled or Mot Controlled: Net Controlled

0%
60%
50%
40%
30%
20%
10%

0%

African American

Ethnicity

Cau@sian

Asian

CtherfMNone

Hispanic

African
Arnerican

Ethnicity
Asian

Caucasian

Hispanic

OtherMone

Zontrolled

34.6%

0.1%:

99.3%

3.4%

2.6%:

Financial Class

& 6@&@"
e

QSJ

\ &
\9@ ‘@@ ‘@@

HMO
Fee For Medicaid | Medicare
Service

PPs- Workrnans
Cutreach Comp

HMO
Capitated

Selected

34.9%

0.5%:

53.3%

3.4%

2.7%

Controlled

43.0% 0.0% 1.2% 26.2% 0.5% 0.0%

Selecked

32.0% 0.0% 1.6% 25.4% C.1% 0.0%




Chronic Hyperlipidemia - Measures Comparison {Most Recent 12 Months)

Controlled Group Time Basis: Prier 12 Months
Controlled Group Constrained to: All SETMA I controlled Group
Fractice: SETMA 1, SETMA 2, SETMA West B select=d Group
Frovider. None

Gender

Controlled
Selected

Zontrolled
Selected




Raw data can be misleading. For example, with
diabetes care, a provider may have many
patients with very high HgbAlcs and the same
number with equally lew HgbATcs which would
produce a misleadingly good average. As @
result, SETMA also measures ;

Mean

Median

Mode

Standard Deviation



SETMA’s average HgbA1c as been steadily improving
for the last 10 years. Yet, our standard deviation
calculations revealed that a subset of our patients were

not being treated successfully and were being left
behind.

By analyzing the standard deviation of our HgbAlc we
have been able to address the patients whose values
fall far from the average of the rest of the clinic.



 One of the most insidious problems in healthcare
delivery is reported in the medical literature as
“tfreatment inertia.™ This is caused by the natural
INnclination of human beings to resist change. As @
result, when a patient’'s care is not to goal, often no
change in treatment is mad

* To help overcome this “treatment inertia,” SETMA
publishes all of our provider auditing (both the good
and the bad) as a means to increase the level of
discomfort in the healthcare provider and enc
performance improvement.



JNEAST 7, - Di
St NQF - Diabetes Measures

N Q F o E & M Codes: Clinic Only

Encounter Date(s): Jan 1, 2011 through Dec 31, 2011

Diabetes

 lecaton | prouder  DINeqRueliing2 | Micral S witin 12 Foot Exambthin 12
Months Months
Measures ——

Aziz B84.2% T4.7%
Duncan 54.1% 76.1% 79.3%
Henderson 56.7% 82.1% 93.4%
Murphy 43.9% 87.2% 83.6%
Thomas 74.6% 737% 842%
SETMA 1 Totals: X 77.5% 76.9%
Abbas 0% 100.0% 100.0%
Ahmed 5.0% 70.9% 99.1%
Anthony 2.99 92 0%
Anwar 5.7% 91.5%
Cricchio, A 77.5% 99.6%
Cricchio, M 66.1% 90.9% 87.3%
Deiparine 100.0% 100.0% 100.0%
Holly 79.4% 98.2% 94.7%
Leifeste 71.6% B86.8%
Wheeler 54 5%
SETMA 2 Totals: 65.5%

SETMA West Curry 71.6% 86.5%
Deiparine 47 3% ] 83.2%
Halbert 79% ] 79.7%
Hom 49 6% 91.9%
Qureshi 51.7% 95.8%
Satterwhite 51.5% 80.1%
Vardiman : 85.1%

SETMA West Totals: . 85.4%
SETMA Totals: . 86.7%
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(WEAST 7,
Sammmmty

NQF - Diabetes Measures - Smoking Cessation

Q i E &M Codes: Clinic Only
Dla betes - Encounter Date(s): Jan 1, 2011 through Dec 31, 2011

Location Provider Counseling Provided Pharmacutherapy No Cessatlun
Measures ___
3.6%

Aziz

Duncan

Henderson

Murphy

Palang
Thomas

SETMA 1 Totals:
Ahmed

Anthony

Anwar
Cricchio, A
Cricchio, M
Holly
Leifeste
Wheeler
SETMA 2 Totals:

SETMA West Cumry 88.5%
Deiparine 953%
Halbert 955%
Hom 91.6%
Qureshi 91.7%
Satterwhite 94 5%

Vardiman 96 0%
SETMA West Totals: 93.8%
SETMA Totals: 85.4%




E
N

NCQA Diabe

REAST »
o %,

s Recognition

= NCQA Diabetes Measures
— Encounter Date(s): January 1, 2011 to December 31, 2011

[§
e A
Cassoo®

Location
Name

Provider

Alc >9.0
<= 15%

Alc < 8.0
>= 60%

Alc < 7.0
>= 40%

BP >
140/90
<= 35%

BP <
130/80
>= 25%

Eye Exam
>= 60%

Smoking
Cessation
== 80%

LOL < 100
>= 36%

Nephropathy
>= 80%

SETMA 1 Aziz
Duncan
Halbert 1
Henderson 848
1,504
Palang 675
Thomas 166
Ahmed 2,938
Anthony 843
Anwar 1,408
Cricchio, A 884
Cricchio, M 964
Deiparine 1
Holly
Leifeste
Wheeler
Curry
Deiparine
Halbert

Murphy

Hom
Qureshi
Satterwhite

Vardiman

10.6%
8.6%
0.0%

10.1%
6.0%

s

9.6%

o

9.7%
8.0%

72.0%
79.0%
100.0%
78.4%
B84.7%

70.5%

78.9%
78.3%

38.3%
67.4%
100.0%
66.3%
70.5%
42,7%
47.0%

66.1%
64.0%

18.2%
12.5%
0.0%
9.4%
14.3%
19.7%
18.1%
8.3%
14.1%
3.0%

% 0%

7.0%

76.9%

63.7%

15.5%

26.8%
08.7%
100.0%
69.5%
27.7%
23.0%
56.0%
01.7%
66.5%
80.0%
71.7%
60.8%

00.2%
7.T%
0.0%
60.4%
45.9%
22.5%
7%
03.9%
66.5%
04.5%
64.6%
65.0%

oo 005

6.7%
6.3%
6.9%
9.0%
9.4%
10.1%
5.9%

9.6%

84.1%
81.6%
85.0%
75.2%
72.0%
73.8%
79.6%
62.8%
60.3%
72.9%

71.4%
71.0%
74.1%
60.2%
57.2%
61.8%
66.7%
52.3%
47.3%
60.0%

3.9%
13.3%
21.6%
16.1%
23.2%
20.1%
2.1%
9.1%
24.1%
21.5%

83.0%
63.2%
37.1%
60.9%
52.2%
55.4%
68.8%
71.1%
54.6%
47.9%

81.6%
72.4%

38.8%
70.8%
47 8%
36.8%
47.3%
51.2%
32.7%
57.7%

95.6%
93.6%

95.9%
85.1%
95.3%
100.0%
73.0%
83.3%
96.2%
80.2%
67.6%

B1.7%
88.9%
95.5%
96.3%
92.2%
94.1%
95.0%
96.6%

09.6%
£3.9%
100.0%
66.4%
73.5%
30.1%
62.7%
84.2%
69.4%
083.8%
69.6%
68.0%
100.0%
71.4%
70.0%
62.7%
64.1%
59.1%
61.5%
55.0%
58.5%
51.1%
58.2%

83.4%
51.6%
0.0%
84.2%
57.8%
34.7%
75.9%
71.0%
93.5%
92.0%
76.0%
91.6%
100.0%
97.5%
89.2%
90.3%
B7.6%
72.0%
59.6%
81.2%
66.7%
76.8%
64.5%

100.0%
93.6%
82.4%
82.5%
99.3%
96.1%
99.3%
86.5%

100.0%
95.4%
83.5%
89.1%
88.3%
83.1%
81.4%
92.6%
95.5%
80.5%
85.1%




Personal tery — the discipline of
continually clarifying and deepening our
personal vision, of focusing our energies, of
developing patience, and of seeing reality
objectively — the learning organization’s
spiritual foundation. (Peter

“The essence of personal mastery iIs learning
how to generate and sustain creative

tension in our lives.”



“The juxtaposition of vision (what we want)
and a clear picture of current reality (where
we are relative to what we want) generates
what we call ‘creative tension’: a force to
oring them together, caused by the natural
tendency of tension to seek resolution.”
The willingness to examine where we are in
practice quality is the first step to
Improvement of care.




Quality metrics are a sort of Medical
Global Positioning System (GPS).
Qutcomes metrics tell us where we
want to go.
Performance Audit tel

we are.
Process metrics gives us guide posts

to our godal.

s where



People with a high level of personal mastery

share several basic characteristics:

The have a special sense of purpose that
lies behind their vision and goals. For such
a person, a vision is a calling rather than
simply a good idea.
They see current reality as an ally, not an
enemy. They have learned how to

perceive and work with forces of change
rather than resist those forces.
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Live in a continual learning mode.

They never ARRIVE!

(They) are acutely. aware of their
Ignorance, their incompetence, their

growth areas.
And they are deeply self-co



Few things.are as inviting in the future of
Primary Care as the ability for groups of
nealthcare providers 1o find creative
ways in which to balance personal and
professional responsibllities.

This is frue at all stages of o

's career.



SETMA has mothers who work part time
while they are raising their children.
SETMA has physicians nearing their 80™
birthday who still have satistying and
productive careers with flexible hours.
SETMA physicians can participate in all
areas of care, or choose to focus on one
areq, such as the clinic or hospital.

As the roles of informatics, the genome,
care management and care coordinati
grow there will be new opportunities for
growth and development.




SETMA encourages physicians and other
healthcare providers to continue thelir
careers as long as they retain the joy of
being a physician and as long as they want
to partner with patients to improve care,
Improve health and decrease cost of care.
There has never been a fime when the role
of the primary-care specialist has
more needed and more professiona
safisfying.



SETMA is:

Debt Free
Spent more than $7,000,000 on IT infrastructure

Conftributes $500,000 a year to the SETMA
Foundation through which to pay for the care of
our patients who cannot afford |

Has significant cash reserves for capil
and/or financial needs

Has contingency plans for how to respond t
decreasing reimbursement

| iInvestments



particularly to k

care providerlll We

more for and with patients than
ever before and in a patient
centered medical home we

are truly doing it together!
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