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Medical Clinic of North Texas, P.A.

MCNT
» Physician Owned Primary Care Medical Group
established in 1995

» Electronic health records (NextGen)
since 2000

» Strong Group Culture

e 170 providers taking active part in various decision ma king
committees formed around 5 Pillars:
Quality , Growth , People, Service & Financial Strength

Multiple Specialties:

Internal Medicine Neurology

e Sports Medicine
Family Practice Rheumatology P Ic!

¢ Infectious Disease
¢ Geriatric Medicine

Pediatrics Endocrinology
Podiatry

Medical Clinic of North Texas

MCNT (continued)

44 Clinics in 5 counties in the
Dallas-Fort Worth Metroplex

Hraam =9 B
et P MC‘.KII‘I_I:IE}r

87 oy Little EHm :
_Argyle R
I Justin o Elcred? The

-l MAC o
Deghors

i,

ik 1) 1
. Red Oak |
A L4

a-:.“:'? Miriathian
e 1 By We have reached more than
o e 9 Million Encounters in EHR
: . == In 2009 our physicians managed 188,912 patients
Medical Clinic of North T ) =
FEEETIN and recorded 746,002 patient visits

Joshue




Medical Home

Why
Timeline
Steps & Pilots

PACN,
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The Perfect Fit

« We saw ourselves and our ¢ The Medical Home Model

future aligned with the matched key elements of our
Patient-Centered Medical Strategy and Vision
Home Principles: s
o @ MCNT's Core Values: )
Personal Care Physicians
_ To “HEAL”
Coordinated Care H — Heart — Showing care,
Enhanced Access respect, honesty and loyalty

E — Excellence — Providing
the highest quality of service

Quiality and Safety

Enhanced use of Technology and value

Payment for Added Value A — Accountability - Acting
with integrity, fairness and

Lower Cost of Care fiscal responsibility

L — Leadership — Leading
through innovation and
RAC N T technology
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Medical Home Progress

% of Annual Physician Retreat
dedicated to Medical Home

Measurement
of Performance

Annual Physician Retreat
dedicated to Medical Home

Negotiations

with Cigna
Medical Home | for 3 Medical

Subcommittee| Home Pilot
Formed

[15‘ Care Coordinatorj

comes on board NCQA MH Part 2
l Submission

[ Submitted Part 1 of }

Concept - . E
Introduction Slgvci(:r? é%nr:;act NCQA MH Application :
to Physicians .
at Qua_rterly Mid Nov Jan June 201(2
ey 2009 2009 010 :

2005 - = >

Mid o Sept May 2010 | October

o

Subcommittee

2009 2009
2006 enchmark Assessment
Based on NCQA's -
PCMH Standards )| | Signed Contract
with BCBS of TX

Evidence Based
Protocols

MH audit by BCBS Received all Part 1
NCQA Diabetes
Mediical Clinic of North Texas Recognition -

Steps in Building the Medical Home

» Extensive education on the aspects of the Medical Home &
NCQA Standards

* Formation of an all-physician Medical Home Subcommittee
» Active participation in various Medical Home forums like PCPCC
» Participating in BCBS’ Performance Based Rewards System

* Implementation of Cost and Evidence Based Standards &
Measuring all Providers on multiple levels

» Complete transparency of provider performance data disclosure

» Hiring of an Administrative Fellow to facilitate the Medical Home
related processes focusing on project management
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Steps in Building the Medical Home, cont.
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Application for NCQA'’s Diabetes Physician Recognition Program
IT research and development of Medical Home related templates
Needs Assessment / Cost Estimates

Negotiations with different payors

Medical Home Preparedness Assessments

Adoption of Medical Home compliant Policies and Procedures for
Patient Access, Electronic Communication, etc.

Hiring and training of clinical Care Coordinators
Formation of cross-functional implementation team

Physician retreat to educate and bring everyone on the same
page
Communication, communication, communication

Critical Building Blocks & Challenges

* The Medical Home concept is impossible to implement without

PACGINI
Medical Clinic of North Texas

Behavioral Change Aspect

physician leadership and buy-in
MCNT physician progression:
1st stage: Medical Home is just another trend that will quickly faze out

2"d stage: Creation of building blocks/infrastructure to hold the
physicians accountable for clinical measures and targets

3'd stage: Clinical Practice and Medical Home physician committees
educate and keep everyone responsible for meeting the standards

4th stage: Physicians are bought into the concept and begin modifying
their practice to become more patient-centered and cost sensitive




Medical Home Pilot Initiatives

BCBS Pilot

Cigna Pilot

N

NCQA
Recognition

PACN,
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1st Medical Home Pilot in Texas
Collaboration for Enhanced Care
Coordination with Cigna
September, 2009

Pilot with BCBC of Texas .
November, 2009

Application for Patient-Centered
Medical Home recognition with the
National Committee for Quality
Assurance NCQA.

This recognition enables us to
demonstrate how Patient-Centered
Medical Home standards are being
met on the group level as well as in
each clinic.

Keys to Success

Teamwork
Care Coordination
Technology
Communication

Quality




Data Analysts

Trainers

Care Resources’
Coordinators outside MCNT*
~ 4

+ Hospitals, Health Plans, Health
education programs, Specialists,

Home Health, Community Services,

Pharmacies, etc.

All team members
are expected to work
at the top of their
individual licenses
providing proactive,
holistic patient-
centered health care
under the leadership
of the Physician.

New Team Members - Care Coordinators

Focus on High
Risk Patients:
¢ Uncontrolled Diabetics

« Patients with Asthma,
CHF, CAD

* Hypertensive patients

» Patients who are in the
hospital

* ER ‘Frequent Flyers’

()]

The patients get more holistic &
coordinated (less fragmented) care

Have easier access to care

Enhanced communication including
telephone calls and e-mails

Have a care coordinator who will:
— follow up with them

— work closely with them and their
families to educate them on
prevention and management of
their conditions.

Receive the right care at the right time
from the right provider

PACGNI
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Care Coordination

Care coordinators’ value add:

» Great rapport and collaboration with the physicians.
The care coordinators are Registered Nurses and follow
MCNT physician-approved protocols and standing
orders;

* More patient education — condition and lifestyle specific;

» Valuable point-of contact for the patient, acting as a true
extension of their personal physician’s office to help with
transition care and other outpatient needs.

PACN,
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Our IT Infrastructure

MCNT'S Current Use of HIT:
Next Gen EHR/EPM
Data Analysis

Chronic Disease Protocol Engines
Integrated Lab Information System
Automated Clinical Recalls
E-mail Portal — NextMD
Community Health Solutions - CHS

PACN,
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Online Patient Access

» Patients have access to a secure patient portal:
NEXTMD

» This service allows for two-way communication.
Patients can:

Send Appointment Requests
Rend Refill Requests

Send Non-urgent Questions
Receive their Lab Test Results

Get more Education about their condition/s

PACN,
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Our Goal

Single Virtual Chart

» Partnerships with hospitals and health plans are critical

* MCNT is partnering with Hospitals, other Primary Care
and Specialty Groups to create and implement a
Health Portal with patient information accessible to the
physicians directly from their EHR without the need to
logon to a third external database

PACN,
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Our Quality

MCNT is very proud of its Quality processes & outcomes

Performance on physician selected national quality
measures is reported on a regular basis

All reports are transparent — peers see each other’s
performance

The Clinical Practice Committee enforces the agreed
upon measures and makes sure all physicians
understand them and commit to meeting the targets
attached to each measure.

PACGINI
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Evidence Based Measures

Diabetic A1c Screening
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Quality Milestones and Recognition

for Evidence Based Medicine

Medical Clinic of North Texas

Point of Care
Patient Report

Clinical Decision
Support

at the Point of Care

Automated




Additional Diabetes Education — add more dieticians and
educators

Pharmacy Medication Reconciliation — add pharmacists
Home Monitoring

Coverage for Gaps in Care — add more clinical staff members
Psychosocial Health

Fitness Coaching

Alternative Medicine (acupuncture, chiropractics, massage)

EHR - Connectivity to hospitals, specialists and support
services

Add cost today — save in the long run

Accountable Care
Organizations
Synergies

Models
Future Opportunities




» Formal Legal Structure
that allows for formalizing
relationships between
providers and facilities

» Financial Vehicle
for receiving/distributing
Payments

* Leadership and
Management Structure
that includes Clinical and
Administrative Systems

Promotes Evidence-
Based Medicine

Reports Quality and

Cost Measures

Coordinates Care

Promotes Patient
Centeredness

Financial Risk

Sharing Arrangement

Medical Home and ACOs are
two complementary models

of the delivery re design which holds great
promise in the achievement of accessible,
high quality and affordable health care.




An ACO does not work without the
foundation of primary care, and high
performing primary care is critical to the
success of an ACO.

Not only are complementary and mutually
reinforcing: they are parts of the same
model.

* We are currently rewarding VOLUME while trying to
transition to VALUE.

Volume t Value

* Medical Home is a Value Creation Care Delivery
Model

* ACO is a mechanism to help us shift from Volume to
Value through aligning the incentive and payment
system




» Different models with different stakeholders, the major ones
being:
Hospitals & Hospital Networks
Health Insurance Companies
Employers

* Primary Care and Specialty Groups need to be in the
leading position for process redesign and be proactive in
finding sustainable ways to manage cost and share savings

» Successful Medical Home implementation along with using
High Healthcare Technology are key in the negotiations and
in the preparations for the reform.

Questions?




