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Thomas L. Stern, MD, FAAFP
• 1920-2011
• Enhance Quality in Residency
Education.
• Founded Residency Program
Solutions (RPS) 40 years ago.
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Typical Measures of Success
•
•
•
•
•
•
•
•
•

Fill rate in the MATCH
Caliber of residents/faculty
Board pass rate/scores/state licensure
ACGME RRC Accreditation
Family Medicine Board certification pass rates
Graduate achievements
Publications/Research
Operated within budget
Grads practicing in a 30 mile radius
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What my grads said…

• Couldn’t do what I trained them to do in residency – team-based
care; comprehensive, coordinated care
• Lost the joy of being a family physician
• Wouldn’t recommend their children become family docs
• Left family practice to do other things
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Change is disturbing when it is done to us.
Change is exhilarating when it is done by us.

Rosabeth Kantor
Harvard Business School
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A journey to model change and payment reform
•
•
•
•
•
•
•
•

Regional PCMH advocacy…care delivery model change
HB 198 design – PCMH expansion – training/scholarships/curriculum
Governor John Kasich – PCMH expansion desire
Appointment - Director, Ohio Department of Health
Funding – HB 198 – Training, Scholarships, Curriculum
Ohio Patient-Centered Primary Care Collab.(OPCPCC)
CPCi and SIM grants –statewide PCMH and payment reform plan
Ohio Primary Care Workforce Initiative(OPCWI)
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On the way to PCMH expansion…
•
•
•
•
•

Public Health’s contribution to Total Health
Population Health as a necessary focus
The critical role of Social Determinants of Health
Importance of Behavioral Health integration
The absence of a culture of health in our communities
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The Commonwealth Fund, 2013

10

5

Other scorecards and rankings

*This is similar to our Population Health domain

HPIO, January, 2015
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IOM Report – Integration of Public Health and
Primary Care (March 2012)
A shared goal of population health improvement
Community engagement in defining and addressing population health
needs
Aligning leadership to reduce fragmentation, clarify roles, develop
incentives, and manage change
Develop a shared infrastructure to ensure sustainability
Sharing and collaborative use of data and analysis
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Tom Frieden, MD The Health Triangle
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Building a Culture of Health in America
-Robert Wood Johnson Foundation -

- Calls for us, as a nation, to strive together to build a Culture of Health
enabling all in our diverse society to lead healthier lives, now and for
generations to come.
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An American Culture of Health is one in which…
• Good health flourishes across geographic, demographic and social
sectors
• Attaining the best health possible is valued
• Individuals and families have the means and the opportunity to make
choices that lead to the healthiest lives possible
• Business, government, individuals and organizations work together
to build healthy communities and lifestyles.
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An American Culture of Health is one in which…
• Everyone has access to affordable, quality health care because it is
essential to maintain, or reclaim, health
• No one is excluded
• Healthcare is efficient and equitable
• The economy is less burdened by excessive and unwarranted health
care spending
• Keeping everyone as healthy as possible guides public and private
decision-making
• Americans understand that we are all in this together
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Family Medicine Fundamental Principle

To evaluate and manage every patient in the context of their family, and
every family in the context of their community.
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IOM Vital Signs 4/28/15

IOM Vital Signs 4/28/15
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Better, Smarter, Healthier : HHS Sets
Clear Goals and Timeline
HHS Secretary Sylvia Burwell on Jan. 26, 2015 –
Timeline to shift payments from volume to value…
FFS Medicare payments to providers for Medicare
services will be increasingly tied to quality or value
through alternative payment models (ACOs, bundled
payments, etc)…(Currently about 20% in 2015)
30% by 2016
50% by 2018

Succeeding in Value-Based Payment Reform
As we move to value-based payment reform, we can’t achieve our
targeted health goals unless we more effectively address issues BOTH
inside and outside our medical practices that will prevent us from
improving the health of the population we are serving!
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To What End are we Training our Learners?
• Traditional Quality Measures – Cancer screening, acute and chronic
disease management, prevention, access, decrease ER utilization
rates, decrease avoidable hosp., attain PCMH status, etc.
• Community Health Measures – smoking rates, dental caries, suicide,
substance abuse, mortality rates, obesity rates, employment,
education attainment, food security, safety, housing, injury
prevention, etc.
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Training to Population Health Goals
• Integrate Public Health into training – pre-doc and GME
• Teach to population health measures – tobacco use, substance
abuse, infant mortality, obesity, etc
• Educate on Social Determinants of Health – nutrition, activity level,
education, employment, safety, housing
• Understand the components of Total Health, and the part healthcare
plays in its achievement – necessary, but not sufficient
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Your Role as an Educator
• Inspire learners about the role they can play in leading change, both
inside the practice and in the community
• Make your residencies Continuously Learning Organizations
• Connect with your communities in new ways
• Use Public Health data to drive your mission and goals – become
relevant to your communities
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“If you want to build a ship, don’t drum up people
together to collect wood and don’t assign them
tasks and work, but rather teach them to long for
the endless immensity of the sea.”
Antoine de Saint-Exupery
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Ted Wymyslo, MD, FAAFP
Chief Medical Officer
Ohio Association of Community Health Centers
twymyslo@ohiochc.org
614-844-3101 ext. 234
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