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Annual Wellness Visit: What's in it for Me?

Arnold Cuenca, DO, CAQSM, FAAFP

ACTIVITY DISCLAIMER
The material presented here is being made available by the American Academy of Family 
Physicians for educational purposes only. Please note that medical information is constantly 
changing; the information contained in this activity was accurate at the time of publication. This 
material is not intended to represent the only, nor necessarily best, methods or procedures 
appropriate for the medical situations discussed. Rather, it is intended to present an approach, 
view, statement, or opinion of the faculty, which may be helpful to others who face similar 
situations.

The AAFP disclaims any and all liability for injury or other damages resulting to any individual 
using this material and for all claims that might arise out of the use of the techniques 
demonstrated therein by such individuals, whether these claims shall be asserted by a 
physician or any other person. Physicians may care to check specific details such as drug 
doses and contraindications, etc., in standard sources prior to clinical application. This material 
might contain recommendations/guidelines developed by other organizations. Please note that 
although these guidelines might be included, this does not necessarily imply the endorsement 
by the AAFP.
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DISCLOSURE
It is the policy of the AAFP that all individuals in a position to control content disclose 
any relationships with commercial interests upon nomination/invitation of 
participation. Disclosure documents are reviewed for potential conflict of interest 
(COI), and if identified, conflicts are resolved prior to confirmation of participation. 
Only those participants who had no conflict of interest or who agreed to an identified 
resolution process prior to their participation were involved in this CME activity. 

All individuals in a position to control content for this session have indicated they have 
no relevant financial relationships to disclose. 

The content of my material/presentation in this CME activity will not include 
discussion of unapproved or investigational uses of products or devices. 

Arnold Cuenca, DO, CAQSM, FAAFP
Family Physician/Sports Medicine Physician, MemorialCare Medical Group, Mission Viejo, 
California

Dr. Cuenca earned his medical degree at Western University of Health Sciences in Pomona, 
California, and completed his family medicine residency at the Scripps Family Medicine 
Residency Program, Chula Vista, California. Subsequently, he completed a one-year fellowship 
in primary care sports medicine at Western University of Health Sciences Osteopathic 
Postdoctoral Training Institute (OPTI-West)/San Diego Sports Medicine and Family Health 
Center. Over the years, he has served in multiple clinical faculty appointments and has lectured 
at both local and national conferences on the topics of family medicine, sports medicine, and 
practice management. Currently, he enjoys serving as a volunteer assistant clinical 
professor for the University of California, Irvine medical school and as a preceptor for students 
in Chapman University’s Physician Assistant program. He also serves on the editorial advisory 
board for FPM journal, which has published several articles he has authored over the years. An 
avid runner and third-degree black belt in Tang Soo Do, a karate-based Korean martial art, Dr. 
Cuenca endeavors to live a healthy, balanced lifestyle and encourages his patients to do the 
same.
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Learning Objectives
1. Identify techniques to improve specificity and accuracy of 

coding and billing practices.

2. Determine areas of opportunity for maximizing revenue through 
appropriate billing and coding.

3. Evaluate current quality improvement initiatives/processes to 
ensure sustainability.

4. Utilize best practices to optimize clinical, financial, and 
operational performance.

Audience Engagement System
Step 1 Step 2 Step 3
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It all began 9 years ago…

Official White House Photo by Pete Souza
Public domain image. Attribution 2.0 Generic (CC BY 2.0)
http://www.flickr.com/photos/speakerpelosi/4458512106/

“Please, no Medicare under Social Security!”

“It would make things worse than they are now, not 
better.”

Personal Photo, taken May 2, 2019. LBJ Library, Austin, TX
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The Patient Protection and Affordable Care Act of 2010

 Under the Affordable Care Act, Medicare pays in full, without patient 
co‐pays or deductibles, for the initial “Welcome to Medicare” exam, 
the Annual Wellness Visit, and many recommended preventive 
services

 January 1, 2011; this benefit extends to all Medicare beneficiaries 
(including those with Medicare Advantage insurance) 

 January 1, 2012: Centers for Medicare & Medicaid Services (CMS) 
required that a health risk assessment (HRA) be completed as part of 
the Annual Wellness Visit

• Health Risk Assessment:  Identifying health behaviors and 
risk factors that the provider can discuss with the patient in 
an effort to reduce risk factors and related diseases. 
– Centers for Disease Control and Prevention developed a “framework”

for the HRA in a December 2011 report. Major focus areas include 
physical activity, tobacco/alcohol use, nutrition, depression/anxiety, 
seat belt use, social/emotional support, pain, ADLs, sleep.

Health Risk Assessment

Downloadable HRA Form ‐ FPM Toolbox
https://www.aafp.org/fpm/2012/0300/fpm20120300p11‐rt1.pdf
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Are we doing AWV? 
If so, what difference does it make?

• 2011: 7.5% of patients received an AWV

• 2014: 15.6%

• Ganguli, I. et., al. (Feb 2018)

– Research supported in part by a grant from the NIH’s National Institute on Aging 

– Compared practices of AWV “adopters” to “non-adopters” Medicare claims data up to 
2015 

• AWV “non-adopters”: provided no AWV

• AWV “adopters: provided AWV to at least 25% of their patients

• visit rates lower among practices caring for underserved populations

– Such as racial minorities, dually enrolled in Medicaid, living in rural settings

• Practices that adopted AWV generated greater revenue

– Higher reimbursement rates for AWV, co-billing with a problem-based visit, 
and preventive services provided

Are we doing AWV? 
If so, what difference does it make?

• US Dept. Health & Human Services (Dec 2017)

– 2015 analysis: Improved immunization rates when AWV utilized

• PCV13: 33% AWV vs. 14% no AWV

• Influenza: 64% AWV vs. 44% no AWV
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Challenges of Providing
Medicare Wellness Exams

• Time
– In order to fulfill expectations of Medicare Wellness Visits, there are 

multiple elements that need to be included
– Physician/Provider and supportive staff challenged to complete all 

elements in an allotted patient time slot

• Volume
– The Affordable Care Act expanded coverage to all Medicare 

beneficiaries, increasing the volume of these types of visits

Challenges of Providing 
Medicare Wellness Exams

• Knowledge
– Multiple types of Wellness exams and different types of Medicare 

insurance coverage creates confusion of what is expected during these 
visits by the physician

– The patient is also confused about what the purpose of the wellness visit 
and what services are covered during their visit based on their insurance

• Missing Elements
– If any elements are missing from the wellness visit, then billing cannot be 

submitted correctly
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WIFM?

WIFM

• What’s In It For Me?

• What’s In It For My Patients?

• What’s In It For My Practice/Organization?
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Quality Measures
• AWV closes many pay-for-performance quality measure gaps

– Core Quality Measures Collaborative
• Created in 2014, includes federal, state, and commercial insurance plan leaders, CMS and 

National Quality Forum leaders, and national physician organizations
• Goal: establish broadly agreed upon core quality measures that could be used across payers
• AAFP has recommended that payers offering alternative payment models for primary care 

incorporate the core measure set for “Accountable Care Organizations, Patient Centered 
Medical Homes, and Primary Care”

– Integrated HealthCare Association’s California-based Value Based P4P (VBP4P) 
program

– National Committee for Quality Assurance (NCQA) Healthcare Effectiveness Data and 
Information Set (HEDIS) measures. 

– Accountable Care Organizations (ACOs) participating in the Medicare Shared Savings 
Program (MSSP) have specific quality measures for the 2018 and 2019 quality 
reporting years. 

Reproduced with permission from 
Medicare Wellness Visits:  Reassessing 
Their Value to Your Patients and Your 
Practice, March/April, 2019, Vol 26, No 
2, issue of Family Practice 
Management Copyright © 2019 
American Academy of Family 
Physicians. All Rights Reserved.
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Reproduced with permission from 
Medicare Wellness Visits:  Reassessing 
Their Value to Your Patients and Your 
Practice, March/April, 2019, Vol 26, No 
2, issue of Family Practice 
Management Copyright © 2019 
American Academy of Family 
Physicians. All Rights Reserved.

Poll Question 1
Which of the following is true?

A. The “Welcome to Medicare ” (aka Initial Preventive Physical Examination) 
is a detailed exam that includes a thorough history, head to toe physical 
exam, and discussion of preventive services that includes a written plan

B. In order to adequately assess hearing, an audiogram is recommended 
during the IPPE or AWV

C. A Registered Dietitian may perform the AWV

D. The IPPE and AWV are a covered benefit under Part A Medicare
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Providers of IPPE/AWV

• IPPE
– Physician 
– Other qualified non-physician practitioner 

• Physician assistant 
• Nurse practitioner 
• Clinical nurse specialist 

• AWV
– Same as IPPE 
– Medical professional (including a health educator, a registered dietitian, nutrition professional, or 

other licensed practitioner) or a team of such medical professionals working under the direct 
supervision of a physician 

• The physician or non-physician practitioner who is billing Medicare for the service must be 
present in the office suite (not in the exam room) and immediately available to provide 
assistance and direction throughout the time the service is being provided

Definitions
• IPPE: “Welcome to Medicare” (Initial PREVENTIVE Physical Examination)

• AWV: Annual Wellness Visit

• IPPE vs. AWV: 
– IPPE is one-time initial preventive physical exam (“WELCOME TO MEDICARE” physical exam) 

within the first 12 months of patient’s enrollment under Part B Medicare

– AWV is a preventive physical exam for patients enrolled AFTER the first 12 months of enrollment 
(2 categories)

• AWV, Initial Visit): covered 12 months after enrollment in Medicare or 12 months after the IPPE

• AWV, Subsequent Visit): performed 12 months after AWV, Initial

• IPPE/AWV is a REVIEW of the patient’s health, NOT a comprehensive physical “head to toe” exam 
– satisfactory to perform a FOCUSED PHYSICAL EXAM based on history
– an overview of patient health and focuses on developing a plan to keep the patient healthy
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What if the patient brings up other issues?

By the way…..
• If a patient brings up other issues outside of the IPPE/AWV (such as “oh by the 

way” or “laundry list”), then it is up to the provider to code a -25 modifier and 
99213/4/5 as appropriate per clinical judgment

• Routine Physical Exams ARE NOT an Original/Straight Medicare covered 
benefit. If a Medicare patient is scheduled for IPPE/AWV and requests a 
Routine Physical, they must sign an ABN form because they will be 
responsible for the visit.
– If you bill a Medicare patient for code 99387 or 99397, document the fact 

that the service was provided per patient’s request, ABN was obtained, 
and make sure your progress note supports this service.

• Scripting is important for scheduling AWV
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Reproduced with permission from Making Medicare Wellness 
Visits Work in Practice,
September/October, 2012, Vol 19, No 5, issue of Family Practice 
Management Copyright © 2012 American
Academy of Family Physicians. All Rights Reserved.

Reproduced with permission from 
Making Medicare Wellness Visits Work 
in Practice,
September/October, 2012, Vol 19, No 5, 
issue of Family Practice Management 
Copyright © 2012 American
Academy of Family Physicians. All Rights 
Reserved.
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Physician/Provider 
Expectations for IPPE or AWV

– Perform a focused physical exam…..NOT A COMPREHENSIVE 
PHYSICAL EXAM) for IPPE and AWV 

– Review the completed screening tests for Depression, Functional ability, 
and cognitive impairment and make the final diagnosis

– End of Life Planning (POLST) if needed/Advanced Directive
– Education, counseling, and referral based on History and Exam
– Complete a brief written plan and give to the beneficiary for obtaining the 

appropriate screenings and other preventive services that are covered as 
separate Medicare Part B benefits. 

– Report HCC codes for Medicare Advantage patients
– Physicians can bill IPPE/AWV visit codes in addition to any other 

preventive services provided

Physician/Provider 
Expectations for IPPE or AWV

• What is a “focused” physical exam?

– IPPE
• Height, Weight, Blood Pressure, BMI, Visual Acuity Screen
• Any “physical exam” deemed appropriate by medical and social history

– MWI
• Height, Weight, Blood Pressure, BMI
• Any “physical exam” deemed appropriate by medical and social history

– MWS
• Weight, Blood Pressure
• Any “physical exam” deemed appropriate by medical and social history

• Should directly observe for signs of cognitive impairment or decline; provider may 
elicit feedback and information from family members or caretakers 
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Cognitive screening
• As many as 81% of patients who meet criteria for dementia have not received a formal 

diagnosis
• CMS does not require or recommend a specific tool
• Alzheimer’s association expert workgroup recommendation:

– If “yes” answered for memory loss, confusion, or need for assistance with ADLs, then 
use structured assessment

• Mini-Cog
• General Practitioner Assessment of Cognition
• Memory Impairment Screen

• Identifying patients with cognitive impairment and dementia provides opportunities to 
connect them resources, support, and opportunities for Advance Care Planning.

– 2013 study of hospitalized adults < 6 months life expectancy
• 48% had documented health care preferences
• 73% named a health care agent
• 30% discussed wishes with PCP

Physician/Provider 
Expectations for IPPE or AWV

• At a minimum, for a very healthy patient with no indication to perform a 
“focused” hands-on physical exam, you can satisfactorily meet the exam 
requirements with Vital signs alone

• Personalized Prevention Plan Services (PPPS): A “written plan”  such as a 
checklist for the next 5-10 years provided to the patient
– Age appropriate preventive services Medicare covers
– United States Preventive Services Task Force (USPSTF) and Advisory 

Committee on Immunization Practices (ACIP) recommendations
– Health status and screening history
– Treatment options of any mental health conditions identified
– Personalized health advice and/or referrals to health education or 

preventive counseling services (weight loss, tobacco cessation, 
nutrition, etc.)
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Poll Question 2
When performed as part of the Annual Wellness 
Visit/IPPE, which of the following preventive services will 
the patient be responsible for a co-payment

A. Cardiovascular risk reduction counseling
B. Digital rectal exam
C. Alcohol screening
D. Pelvic and breast exam
E. Advance Care Planning

Source: https://www.cms.gov/apps/physician‐fee‐schedule/overview.aspx

Covered Preventive Services

HCPCS codes with wRVU
(based on national payment amount information)

The following are HCPCS codes and ICD‐10 
codes for wellness visits that may be provided 
in an office visit. 

RVU and payment information from 2019 
Medicare Physician Fee Schedule for exams 
performed in the office, National data listed

Excluded are other preventive services 
that do not generated wRVU (such as 
immunizations, diagnostic imaging, 
etc.)
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https://www.aafp.org/fpm/2016/070
0/p9.html

Reproduced with permission from 
Medicare Wellness Visits:  Reassessing 
Their Value to Your Patients and Your 
Practice, March/April, 2019, Vol 26, No 
2, issue of Family Practice 
Management Copyright © 2019 
American Academy of Family 
Physicians. All Rights Reserved.
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Reproduced with permission from 
Medicare Wellness Visits:  Reassessing 
Their Value to Your Patients and Your 
Practice, March/April, 2019, Vol 26, No 
2, issue of Family Practice 
Management Copyright © 2019 
American Academy of Family 
Physicians. All Rights Reserved.

G0442: Alcohol misuse screening

• The USPSTF considers 3 tools as the instruments of choice

– Alcohol Use Disorders Identification Test (AUDIT)

• most widely studied for detecting alcohol misuse

– The abbreviated AUDIT-Consumption (AUDIT-C)

– Single-question screening

• National Institute on Alcohol Abuse and Alcoholism (NIAAA) 
recommends asking “How many times in the past year have you 
had 5 [for men] or 4 [for women and all adults older than 65 years] 
or more drinks in a day?”
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G0443: Alcohol misuse counseling

• The 5A’s approach adopted by the USPSTF:
– Assess: Ask about/assess behavioral health risk(s) and factors affecting choice of behavior change 

goals/methods.

– Advise: Give clear, specific, and personalized behavior change advice, including information about 
personal health harms and benefits.

– Agree: Collaboratively select appropriate treatment goals and methods based on the patient’s 
interest in and willingness to change the behavior.

– Assist: Using behavior change techniques (self-help and/or counseling), aid the patient in achieving 
agreed upon goals by acquiring the skills, confidence, and social/environmental supports for 
behavior change, supplemented with adjunctive medical treatments when appropriate.

– Arrange: Schedule follow-up contacts (in person or by telephone) to provide ongoing 
assistance/support and to adjust the treatment plan as needed, including referral to more intensive 
or specialized treatment.

https://www.uspreventiveservicestaskforce.org/Page/Name/behavioral‐counseling‐interventions‐an‐evidence‐based‐approach

https://www.cms.gov/medicare‐coverage‐database/details/ncd‐details.aspx?NCDId=347&ncdver=1&bc=AgAAgAAAAAAA&

G0444: Depression screening

• Patient Health Questionnaire (PHQ-2 or PHQ-9)

• Geriatric Depression Scale in older adults

• Edinburgh Postnatal Depression Scale (EPDS) in postpartum and 
pregnant women
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G0446: Face to face intensive 
behavioral therapy for CVD

• CMS covers intensive behavioral therapy for CVD (aka CVD risk 
reduction visit), which consists of the following three components:
– encouraging aspirin use for the primary prevention of CVD when 

the benefits outweigh the risks for men age 45-79 years and 
women 55-79 years;

– screening for high blood pressure in adults age 18 years and 
older; and

– intensive behavioral counseling to promote a healthy diet for 
adults with hyperlipidemia, hypertension, advancing age, and 
other known risk factors for cardiovascular- and diet-related 
chronic disease.

G0447: Intensive Behavioral Therapy (IBT) 
for Obesity

• CMS covers intensive behavioral therapy for obesity, defined as a 
body mass index (BMI) ≥ 30 kg/m2, for the prevention or early 
detection of illness or disability.

• Intensive behavioral therapy for obesity consists of the following:
– Screening for obesity in adults using measurement of BMI 

calculated by dividing weight in kilograms by the square of height 
in meters (expressed kg/m2);

– Dietary (nutritional) assessment; and
– Intensive behavioral counseling and behavioral therapy to 

promote sustained weight loss through high intensity 
interventions on diet and exercise.
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HCPCS code Description Copay/coinsurance/Deducti
ble

G0109 DM Self management training. Refer to DM team for group 
sessions…Initial year: up to 10 hours of initial training within a 
continuous 12 month period. Subsequent years: up to 2 hours follow 
up training each calendar year

Applies

G0117 Glaucoma screening by ophtho. Refer to ophtho if: 
• Has diabetes
• Family history of glaucoma
• African-American age ≥ 50
• Hispanic Americans ≥ 65

Applies

G0270/G0271 Medical Nutrition Therapy. Refer to Nutritionist team. 15/30 min. First 
year: 3 hours counseling. Subsequent years: 2 hours

Waived

Covered Preventive Services:
Labs & Imaging
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Covered Preventive Services:
Labs & Imaging

Preventive
Service

Lab/Imaging Eligibility Frequency Copay/coinsurance/ded
uctible

Bone Mass 
Measurements

DEXA, US Bone 
density‐
peripheral 
sites, CT Bone 
density‐axial 
skeleton, SEXA

Estrogen‐deficient women at risk for osteoporosis 
and individuals with: vertebral abnormalities, 
receiving glucocorticoid therapy > 3 months, primary 
hyperparathyroidism, monitoring response to 
osteoporosis drug therapy

Every 2 years of 
more frequently if 
medically 
necessary

Waived

CVD screening Lipid panel All beneficiaries Every 5 years Waived

Colorectal cancer 
screening

Cologuard, 
FOBT, Flex sig, 
Colonoscopy,
barium enema

Cologuard: 50‐85 y/o, asymptomatic, average risk

All others: 50+ y/o

• Cologuard:
every 3 years. 

• FOBT: annually. 
• Flex sig: every 2 

years. 
• Colonoscopy: 

every 10 years. 
• Barium enema: 

every 2 years

Copayment/coinsurance 
applies to barium
enema; all others waived

Covered Preventive Services:
Labs & Imaging

Preventive
Service

Lab/Imaging Eligibility Frequency Copay/coinsurance/
deductible

Diabetes 
screening

Fasting blood 
glucose or 
glucose 
tolerance test

Any one of the following: Hypertension,
Dyslipidemia, BMI ≥ 30, previous hx elevated 
impaired fasting glucose or glucose tolerance. 

At least 2 of the following: BMI ≥ greater than 25, but 
< 30, family history of diabetes; Age ≥ 65; hx of 
gestational diabetes mellitus, or of delivering a baby 
weighing greater than 9 pounds. 

Pre‐diabetic
patients: every 6 
months

Otherwise annually

Waived
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Covered Preventive Services:
Labs & Imaging

Preventive
Service

Lab/Imaging Eligibility Frequency Copay/coinsurance/
deductible

Hepatitis B virus 
screening

Nonpregnant: 
HBsAg, anti‐
HBsAg, anti‐
HBc

Pregnant: 
HBcAb, HBsAb, 
immunoassay 
HBsAg

Asymptomatic, nonpregnant adolescents and adults at 
high risk for HBV infection

Pregnant women

• Annually: high risk 
patients who do 
not receive 
hepatitis B 
vaccination

• Once for pregnant 
women at the first 
prenatal visit for 
each pregnancy 
and rescreening at 
the time of 
delivery for those 
with new or 
continued risk 
factors

Waived

Covered Preventive Services:
Labs & Imaging

Preventive
Service

Lab/Imagin
g

Eligibility Frequency Copay/coins
urance/dedu
ctible

Hepatitis C 
virus 
screening

Hep C Ab At least one of the following:
• high risk for HCV infection
• born between 1945 and 

1965
• had a blood transfusion 

before 1992

Once for Medicare beneficiaries born from 1945 through 1965 who are 
not considered high risk 

Annually for high risk with continued illicit injection drug use since the 
prior negative screening test

Waived

HIV 
screening

HIV All beneficiaries Annually: Age 15 to 65 

Annually Age < 15 and > 65 who are at increased risk for HIV infection

Pregnant: 3 times per pregnancy
• At pregnancy diagnosis
• During the third trimester
• At labor if ordered by clinician

Waived
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Poll Question 3
Which of the following asymptomatic patients are eligible for lung 
cancer screening with a low dose CT chest scan?

A. 78 y/o male who smokes 34 pack years
B. 58 y/o female who smoked 1 pack/day and quit smoking 12 years 

ago
C. 62 y/o female who smoked 25 pack-years and quit 5 years ago
D. 53 y/o male who smokes 1 pack per day since he was 22 years old
E. 76 y/o female who smoked 40-pack years and quit 17 years ago

Covered Preventive Services:
Labs & Imaging

Preventive
Service

Lab/Imaging Eligibility Frequency Copay/coinsurance/
deductible

Lung cancer
screening

Low dose CT 
chest

Aged 55 through 77

Asymptomatic (no signs or symptoms of lung cancer)

Tobacco smoking history of at least 30 pack‐years 
(one pack‐year = smoking one pack per day for one 
year; 1 pack = 20 cigarettes)

Current smoker or one who has quit smoking within 
the last 15 years

Annually Waived
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G0296: Lung Cancer Screening Counseling

Must include all of the following elements: 

• Determination of beneficiary eligibility including age, absence of signs or symptoms of lung cancer, a specific 
calculation of cigarette smoking pack-years; and if a former smoker, the number of years since quitting

• Shared decision-making, including the use of one or more decision aids, to include 

– benefits and harms of screening, follow-up diagnostic testing, over-diagnosis, false positive rate, and total 
radiation exposure; 

– Counseling on the importance of adherence to annual lung cancer LDCT screening, impact of co-
morbidities, and ability or willingness to undergo diagnosis and treatment; 

– Counseling on the importance of maintaining cigarette smoking abstinence if former smoker; or the 
importance of smoking cessation if current smoker and, if appropriate, furnishing of information about 
tobacco cessation interventions; and, 

– If appropriate, the furnishing of a written order for lung cancer screening with LDCT. 

• AHRQ downloadable .pdf (free for patients and clinicians to download)

– https://effectivehealthcare.ahrq.gov/decision-aids/lung-cancer-screening/static/lung-cancer-screening-
patient-encounter.pdf

wRVU:	.52
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Covered Preventive Services:
Labs & Imaging

Preventive
Service

Lab/Imaging Eligibility Frequency Copay/coinsurance/
deductible

Prostate cancer 
screening

PSA Males ≥ 50 years old Annually Waived

Cervical or 
vaginal cancer 
screening

Cervical pap 
testing with
HPV co‐testing

Cervical or 
vaginal pap 
testing

Cervical pap w/ HPV co‐testing: women age 30‐65 
years old

Cervical or vaginal pap smear alone: all female patients

Cervical pap w/ HPV 
co‐testing: every 5 
years

Cervical/vaginal
alone: 
• Annually if at high 

risk due to 
abnormal Pap test 
within past 3 years

• Every 2 years for 
women at low risk

Waived

Covered Preventive Services:
Labs & Imaging

Preventive
Service

Lab/Imagin
g

Eligibility Frequency Copay/coinsu
rance/deducti
ble

STI 
screening

Chlamydia,
Gonorhea, 
Syphilis, 
Hepatitis B 
(HBsAg)

Sexually 
active 
adolescents 
and adults at 
increased risk 
for STIs

Non‐pregnant women: Annually for chlamydia, gonorrhea, and syphilis

Up to two occurrences per pregnancy of screening for chlamydia and 
gonorrhea 

One occurrence per pregnancy of screening for syphilis in pregnant 
women:
• Up to two additional occurrences in the third trimester and at delivery 

One occurrence per pregnancy of screening for hepatitis B in pregnant 
women:
• One additional occurrence at delivery if at continued increased risk for 

STIs

Men: Annually for syphilis 

Waived
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Covered Preventive Services:
Labs & Imaging

Preventive Service Lab/Imagin
g

Eligibility Frequency Copay/coinsurance/de
ductible

Abdominal aortic 
aneurysm
screening

Ultrasound, 
abdominal 
aorta

CMS states: beneficiaries with “certain risk factors for AAA”

Consider USPSTF recommendations:
• Men 65‐75 y/o who have EVER smoked: GRADE B 

RECOMMENDATION

• Men 65‐75 y/o who have NEVER smoked: GRADE C 
RECOMMENDATION with risk factors

Risk factors: first‐degree relative with an AAA; history of other 
vascular aneurysms, coronary artery disease, cerebrovascular disease, 
atherosclerosis, hypercholesterolemia, obesity, and hypertension. 

https://www.uspreventiveservicestaskforce.org/Page/Document/Rec
ommendationStatementFinal/abdominal‐aortic‐aneurysm‐screening

Once in 
lifetime

Waived

Time-Based Coding
Some preventive services require documentation of time spent:

Preventive Service Time wRVU

Alcohol misuse counseling 15 minutes 0.45

CVD counseling 15 minutes 0.45

Obesity counseling 15 minutes 0.45

STI prevention counseling 30 minutes 0.45

Advance care planning (first 
30 min/additional 30 min)

30 minutes 1.50/1.40
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Free for patients and clinicians 
to download

https://www.medicare.gov/Pubs
/pdf/11420‐Preventive‐Services‐
Card.pdf

Free for patients and clinicians 
to download

https://www.medicare.gov/Pubs
/pdf/11420‐Preventive‐Services‐
Card.pdf
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Comparing wRVUs…

HCPCS CODE DESCRIPTION wRVUs

99203 New patient office visit: level 3 1.42

99204 New patient office visit: level 4 2.43

99205 New patient office visit: level 5 3.17

99213 Established patient office visit: level 3 .97

99214 Established patient office visit: level 4 1.50

99215 Established patient office visit: level 5 2.11

99387 New patient preventive visit age 65+ 2.50

99397 Established patient preventive visit age 65+ 2.00

Case Studies
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A 67-year-old male, who is an established patient of your practice, is seeing you for an initial 
AWV. His chronic problems include hypertension and dyslipidemia. 

He is taking hydrochlorothiazide 25 mg per day and atorvastatin 20 mg at bedtime. 

His history and the health risk assessment he completed confirm he has smoked one pack of 
cigarettes per day for 34 years and quit about 10 years ago. He does not have an advance 
directive. He rarely drinks alcohol, and his PHQ-2 depression screening score is zero. 

His vital signs are stable with good blood pressure control. His BMI is 33.7. He requests a 
digital rectal exam (DRE) because his father had prostate cancer. 

You create the patient’s personalized prevention plan and discuss your clinical 
recommendations with the patient, who agrees to receive several preventive services. You 
order the labs and imaging, provide counseling focused on several of the patient’s health risk 
behaviors, and recommend a follow-up visit in six months or sooner if needed to address test 
results. 

A 67‐year‐old male

Initial AWV

His chronic problems include hypertension and dyslipidemia. 

He has smoked one pack of cigarettes per day for 34 years and quit about 10 years ago. 

He does not have an advance directive. 

He rarely drinks alcohol

His PHQ‐2 depression screening score is zero. 

His BMI is 33.7. 

He requests a digital rectal exam (DRE) because his father had prostate cancer. 
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Poll Question 4
Which of the following preventive care service cannot be separately 
reported during this visit?

A. Intensive behavioral counseling for cardiovascular disease (CVD) 
B. Counseling visit to discuss need for lung cancer screening 
C. Advance care planning
D. Alcohol screening
E. Depression screening
F. Counseling for obesity
G. Prostate cancer screening with a DRE

HCPCS CODE DESCRIPTION wRVUs

G0438 Initial annual wellness visit 2.43

G0442 Alcohol misuse screening .18

99497‐33 Advance Care planning 1.50

G0446 Intensive behavioral counseling for cardiovascular disease 
(CVD) 

.45

G0447 Face‐to‐face behavioral counseling for obesity  .45

G0296 Counseling visit to discuss need for lung cancer screening  .52

G0102 DRE for prostate cancer screening .17

Recommended covered preventive services
• Lipid panel
• Diabetes screening
• Hepatitis C screening
• Lung Cancer screening with Low Dose CT Chest Potential	wRVU:	5.7
• Pneumococcal vaccine
• PSA 
• AAA screening with abdominal ultrasound
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A 77-year-old female, who is an established patient of your practice, is seeing you for her first AWV. She has a 
Medicare Advantage insurance plan. Her previous office visit was about nine months ago. She has diabetes, 
hypertension, peripheral neuropathy, glaucoma, mild major depression, anxiety, and COPD. She is due for her routine 
lab work and is requesting refills of all her medications. She would like a flu shot, but the rest of her immunizations are 
current. 

Her list of medications includes metformin 500 mg twice a day, sitagliptin 50 mg daily, lisinopril 10 mg daily, 
gabapentin 300 mg three times per day, albuterol as needed, tiotropium daily, alprazolam 0.25 mg daily as needed, 
sertraline 50 mg daily, and dorzolamide ophthalmic twice a day. 

She has tried in the past to wean herself off the alprazolam but needs it to control her anxiety; she fills her prescription 
for 30 pills every three or four months, which you confirm via a controlled substance prescription database. Her 
history, along with her health risk assessment, shows she drinks up to three to four glasses of wine per day. She does 
not have an advance directive. Her vital signs are stable with good blood pressure control, and her BMI is 22.4. 

You address her concerns and order labs appropriate to her chronic medical conditions, refill her medications, order a 
flu shot, provide counseling related to her health risk behaviors, and discuss your preventive service 
recommendations as part of her personalized prevention plan. 

Given the complexity of her health status, you ask her to schedule a follow-up appointment in one week to go over her 
lab results. Also, because the patient is a Medicare Advantage beneficiary, you remember to assess and report risk-
adjusted diagnoses and HCC codes. 

77-year-old female

Seeing you for her first AWV

She has a Medicare Advantage insurance plan

She has diabetes, hypertension, peripheral neuropathy, glaucoma, mild major depression, anxiety, and 
COPD. She is due for her routine lab work and is requesting refills of all her medications

She has tried in the past to wean herself off the alprazolam but needs it to control her anxiety; she fills her 
prescription for 30 pills every three or four months, which you confirm via a controlled substance prescription 
database

Drinks up to three to four glasses of wine per day 

She does not have an advance directive

You remember to assess and report risk-adjusted diagnoses and HCC codes 
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HCPCS CODE DESCRIPTION wRVUs

G0438 Annual Wellness Visit: Initial 2.43

G0442 Alcohol misuse screening .18

G0443 Face‐to‐face behavioral counseling for alcohol misuse  .45

99497‐33 Advance Care planning 1.50

G0446 Intensive behavioral counseling for CVD  .45

99214‐25 Level 4 established patient office visit  1.50

RISK ADJUSTED ICD‐10 DESCRIPTION

E11.59 Type 2 DM w/ other circulatory complications

E11.42 Type 2 DM w/ diabetic polyneuropathy

E11.39 Type 2 DM w/ other diabetic ophthalmic complication

F32.0 Mild major depressive disorder

J44.9 COPD

F13.20 Anxiolytic dependence 

Recommended covered preventive 
services
DEXA scan
Flu vaccine

Potential	wRVU:	6.51

A 57-year-old female, who is an established patient of your practice, recently became disabled. She now has dual 
insurance coverage with Medicare and Medicaid. She is scheduled for her  “Welcome to Medicare” visit. She was seeing a 
partner of yours who recently retired, and she has transferred to you for care. 

Her last visit was four weeks ago, and her diabetes lab work at that time showed that her A1C was 6.7 and her LDL was 
94. She had her annual eye exam two months ago. She has diabetes, hypertension, and end-stage renal disease (ESRD). 

Her list of medications includes insulin glargine 10 units at bedtime, insulin aspart on a sliding scale, amlodipine
5 mg daily, and pravastatin 10 mg at bedtime. 

Her history, along with her health risk assessment, shows that she has multiple sex partners. She does not drink alcohol 
and does not smoke. Her PHQ-2 depression screening is 0. Her last mammogram was three years ago, and her last Pap 
smear was six years ago. She has not received her pneumococcal vaccine. She has never had a colonoscopy or fecal 
occult blood testing. Her vital signs are stable with good blood pressure control and a BMI of 27.1. 

She has been feeling sick for the last two weeks with sinus infection symptoms. You treat her for a sinus infection, perform 
a gynecologic exam and Pap smear, and update her pneumococcal vaccination. 

You discuss and then order screens for hepatitis B, hepatitis C, HIV, and sexually transmitted infections (STIs), in addition
to a mammogram. You also agree to make referrals for a colonoscopy and medical nutrition therapy for ESRD. Finally, 
you ask her to follow up in four to six months or as needed. 
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A 57-year-old female

She is scheduled for her  “Welcome to Medicare” visit. 

She has diabetes, hypertension, and end-stage renal disease (ESRD). 

She has multiple sex partners

She does not drink alcohol

Her PHQ-2 depression screening is 0

You treat her for a sinus infection, perform a gynecologic exam and Pap smear,

Poll Question 5
Which of the following preventive care service 
cannot be separately reported during this visit?

A. STI prevention counseling
B. Alcohol screening
C. Pelvic and breast exam
D. Pap smear
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HCPCS CODE DESCRIPTION wRVUs

G0402 “Welcome to Medicare” visit/IPPE  2.43

G0445 High‐intensity behavioral counseling to 
prevent STIs 

.45

G0446 Intensive behavioral counseling for CVD  .45

G0101 Pelvic and breast exam .45

Q0091 Screening Pap smear  .37

99213, modifier 25 Established patient office visit: level 3 .97

Recommended covered preventive services
• Fecal occult blood testing
• Colonoscopy referral
• Hepatitis B screening
• Hepatitis C screening
• HIV screening Potential	wRVU:	5.12
• Pneumococcal vaccine
• Medical nutrition therapy referral for ESRD
• STI screening
• Mammogram

Poll Question 6
What is the maximum number of times per year you 
can perform and bill for Advance Care Planning?

A. One
B. Two
C. Three
D. Four
E. No limit
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HCPCS code ICD‐10 Description wRVUs Copay/coinsurance/Deductib
le

99497 Z71.89 Advance Care planning, first 30 min 1.50 Waived for ACP when furnished 
with AWV (‐33 modifier)

‐25 modifier: 
Part B cost sharing applies 

99498 Z71.89 Advance Care planning, additional 30 min 1.40 Waived for ACP when furnished 
with AWV (‐33 modifier)

‐25 modifier: 
Part B cost sharing applies 

There are no limits on the number of times you can report ACP for a given patient in a given 
time period. When billing the service multiple times for a given patient, document the change in 
the patient’s health status and/or wishes regarding their end‐of‐life care. 

Some people may need ACP multiple times in a year if they are quite ill and/or their 
circumstances change. Others may not need the service at all in a year.

https://www.cms.gov/Outreach‐and‐Education/Medicare‐LeMLNProducts/Downloads/AdvanceCarePlanning.pdf arning‐Network‐MLN/

Effective January 1, 2016, the Centers for Medicare & Medicaid Services (CMS) pays for 
Advance Care Planning (ACP) 

Practice Recommendations

• Recognize that the AWV is an opportunity to perform a preventive evaluation 
for our senior population and to serve as a revenue stream

• Performing AWVs assists in achieving quality metrics and meeting measures

• Use the free, downloadable Preventive Services Checklist and the Lung 
Cancer Screening Decision-Making Tool

• Don’t forget to capture risk adjustment factor scores for patients with Medicare 
Advantage plans during the AWV



37

Arnold E. Cuenca, DO, CAQSM, FAAFP

email: acuenca@memorialcare.org

Questions
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Reporting Years, Guidance Document Version #1. https://www.cms.gov/Medicare/Medicare-Fee-for-Service-
Payment/sharedsavingsprogram/Downloads/2018-and-2019-quality-benchmarks-guidance.pdf
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Attack the WAC (Work After Clinic): 
Building Resilience and Efficiency

Lindsay Botsford, MD, MBA, CMQ, FAAFP

ACTIVITY DISCLAIMER
The material presented here is being made available by the American Academy of Family 
Physicians for educational purposes only. Please note that medical information is constantly 
changing; the information contained in this activity was accurate at the time of publication. This 
material is not intended to represent the only, nor necessarily best, methods or procedures 
appropriate for the medical situations discussed. Rather, it is intended to present an approach, 
view, statement, or opinion of the faculty, which may be helpful to others who face similar 
situations.

The AAFP disclaims any and all liability for injury or other damages resulting to any individual 
using this material and for all claims that might arise out of the use of the techniques 
demonstrated therein by such individuals, whether these claims shall be asserted by a 
physician or any other person. Physicians may care to check specific details such as drug 
doses and contraindications, etc., in standard sources prior to clinical application. This material 
might contain recommendations/guidelines developed by other organizations. Please note that 
although these guidelines might be included, this does not necessarily imply the endorsement 
by the AAFP.
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DISCLOSURE
It is the policy of the AAFP that all individuals in a position to control content disclose 
any relationships with commercial interests upon nomination/invitation of 
participation. Disclosure documents are reviewed for potential conflict of interest 
(COI), and if identified, conflicts are resolved prior to confirmation of participation. 
Only those participants who had no conflict of interest or who agreed to an identified 
resolution process prior to their participation were involved in this CME activity. 

All individuals in a position to control content for this session have indicated they have 
no relevant financial relationships to disclose. 

The content of my material/presentation in this CME activity will not include 
discussion of unapproved or investigational uses of products or devices. 

Lindsay Botsford, MD, MBA, CMQ, FAAFP
Family physician, Iora Health, Houston, Texas

Dr. Botsford earned her medical degree from Baylor College of Medicine, Houston, and 
completed a family medicine residency at Baylor College of Medicine/Kelsey-Seybold Clinic, 
Houston. She earned her Master of Business Administration (MBA) degree at the University of 
Houston’s Bauer College of Business after graduating from residency. During her nine years in 
practice, she has been in both employed practice and academics. She recently transitioned 
from medical director with Memorial Hermann Medical Group: Physicians at Sugar Creek into a 
role as a market medical director with Iora Health. She has been recognized for her teaching 
by the Texas Medical Association, receiving Silver-Level Recognition in 2016. She has been 
actively involved in projects related to quality, registries, electronic health record (EHR) 
optimization, and population health. She received her certification from the American Board of 
Medical Quality (ABMQ) in 2017. Dr. Botsford has been active within organized medicine at 
both the state and national levels. She was a member of the AAFP Commission on Quality and 
Practice from 2014-2018, serving as chair in 2018. In 2017, she was appointed to the National 
Quality Forum’s Primary Care and Chronic Illness Standing Committee.
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Learning Objectives
1. Determine feasible opportunities to utilize and optimize 

existing technology to enhance access, patient self-
management, quality and coordination of care, etc. 

2. Identify new technologies on the horizon that may resolve 
current challenges in delivering quality, cost effective 
care.

3. Evaluate existing workflows to determine practice ability 
to optimize new and existing technologies.

Audience Engagement System
Step 1 Step 2 Step 3
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Work After Clinic: Why WAC is Whack

• Patients with increasing complexity in primary care

• More competing tasks

• More administrative paperwork

• Technology has made us more accessible

• No training on how to handle it all

All of this leads to burnout!

Poll Question 1

Which of the following best describes how often you 
work after clinic?

A. I finish all work during normal business hours
B. I rarely bring work home, but I stay late at the office 

some days
C. I bring home work most nights
D. I bring home work most night and on weekends
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Roadmap to Burnout Avoidance

EMR Efficiency

Inbox 
Management

Workflow 
Analysis

Team-Based 
Approaches

Time Management 
Skills

Become An EMR 
Super User
Make EMR documentation work for you
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Documentation Basics

• Do something twice? Delegate or Automate
• Templates, Macros and Autotexts (Phraseexpress.com)

• Documentation in room usually more efficient

• Speech recognition software (Dragon®)
• Dictate in the room with patient
• Hidden or “Ghost” Mode

Identify efficient users and follow them!

Document Judiciously

•Document minimum amount
• Billing, medico-legal, continuity, regulatory

•Know E/M documentation guidelines
• 99214 4:2:1 for detailed history (4 HPI, 2 ROS, 1 PFSH)

• Use time-based coding where appropriate

• Is perfection the enemy of the good?
• Bullets and short phrases
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Clerical Documentation Assistance (CDA)
• Non-licensed team member trained to document (“Scribe”)

• Potential to improve physician satisfaction and charting efficiency

• Commercial scribe companies ($20-$25/hr)
• ScribeAmerica, PhysAssist Scribes, ProScribe, Elite Medical Scribes

• Virtual Scribes ($12-$19/hr)
• Asynchronous dictation and live options
• No exam room space needed, flexible availability
• PhysiciansAngels, ScribeEMR

Gidwani R, Nguyen C, Kofoed A, et.al. Impact of Scribes on Physician Satisfaction, Patient Satisfaction, and Charting Efficiency: A 
Randomized Controlled Trial. Ann Fam Med 2017;15:427-433. https://doi.org/10.1370/afm.2122.

Team Documentation

• MAs can be trained to do documentation AND coordination 

• Will require structured professional development

• Consider branding when approaching with staff
• Brand as “co-visit” NOT “scribing”

• Requires higher staffing ratio

Misra-Hebert AD, Amah L, Rabovsky A, et al. Medical scribes: how do their notes stack up? J Fam Pract. 2016;65(3):155−159.
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“Scribes”

• Non-clinical staff

• Training and HR handled by 
outside company

• Assists with recordkeeping only

• All orders placed at direction of 
physician; no standing orders

• Turnover can be high: attractive 
to pre-med and college students

CDA vs. Team Documentation Model

Team-Based 

• Specially-trained LPN or CMA

• Training is responsibility of 
physician

• Assists with rooming and 
recordkeeping functions

• Can train to do agenda setting, 
health-coaching, pending refills

CDA vs. Team Documentation

•How to implement?
• Consider proposing pilot
• Cover cost while demonstrating numbers and value
• Some physicians cover cost and make up with extra RVUs

•AAFP TIPS Module on Team Documentation
• Eligible for CME and ABFM PI  Activity Credit
• Free to members

https://www.stepsforward.org/modules/team-based-care
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Inbox 
Management
Results Management, Refills, Prior Authorizations

Co-Location of Team Members

• Shared space facilitates prompt resolution of questions

• Develop ways to communicate without sending to inbox
• Technology solutions- Check compliance with office policies

• Walkie-talkies
• Secure text messaging (Vocera, TigerConnect, Imprivata®)
• Instant messaging

• Dedicated time just after huddle or clinic session end
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Decrease The Noise In Your Inbox

• 4Ds: “Delete, Delegate, Defer or Do”
• Eliminate multiple touches!

• Enable delayed send or holding pen features

• Redistribute inbox workload to team
• Require first stop with someone other than physician
• Team pool for refills, referrals, patient questions, portal messages
• Pre-visit labs: decrease work after a visit
• Ordered at previous visit or through chart scrubbing 

StepsForward™ Module on EHR In-basket management

Results Management

•Portal, portal, portal
• 81% in US have smartphone, expect 92% by 2020

•Set standards with patients and staff
• Follow-up visits for active management of results
• Professional advice = office visit

•Do small tasks at set times
• Post-huddle or ~11:30 and 4:30
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Make Refills More Rational
• Synchronized, bundled renewals for chronic, non-controlled 

medications at annual visit
• Annual visit may or may not be at a “physical” (-25 modifier)
• Renew for max duration (90+4)
• Expiration varies by state, most expire after 365 days
• Discourage linking refills with follow-up interval

• Develop protocols based on state laws

• Consider tools such as Charlie Practice Automation Platform© 

Prior Authorizations
Prevent 

• Maximize generic usage
• Use evidence-based guidelines
• Educate patients about prior auth process during visit
• Document well if you anticipate authorization needed

Streamline
• Standardize workflows for receipt- single staff
• Ask your eRx/EHR vendor about ePA capabilities
• www.Covermymeds.com
• Use peer-to-peer sooner if getting denials

Fight back- Insurance games don’t always make sense
• www.Cpap.com, GoodRx®, Walmart $4 List
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Workflow Evaluation
Agenda Setting, Room Design, Standing Orders, Protocols

Agenda Setting

• “What would you like to accomplish today?”
• Followed by “And anything else?”
• Verbal or written prompts
• Rooming staff or physician can initiate
• Proactively ask about refills and referrals

• Pre-charting can help keep you on task

• Set boundaries early 
• Do not go back in room once you leave
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Exam Room Changes

• Standardize exam room supplies and procedure trays
• Can turn into team-building activity
• Place printers in exam rooms or nearby hallways

• Consider room without exam table for certain visits

• 2+1 room model

• Consider timers or prompts to stay on task
• Watch, stopwatch, kitchen timers
• Staff can interrupt- “Can I help you with anything”

Which of the following best describes who can enter electronic orders, 
such as laboratory or x-ray requests?

A. A physician must enter orders directly to avoid regulatory penalties
B. A physician signature is not required for lab tests when ordered in an office 

setting if there is documentation of intent to order in the medical record
C. Orders can be entered by licensed staff, but must always be authenticated 

by the physician
D. Orders can be entered by staff only when there is a standing order or 

protocol in place

Poll Question 2
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Delegate and Automate

• A physician signature is not required for lab tests when ordered in 
an office setting if there is documentation of intent to order

• Standing orders can empower your staff

• Delegate things like PHQ-2 administration, education 
• “Nurse Closer” at end of visit

• Interruption list can help identify pain points

Fisher C, Brady B, Maier R, Gabel J, Windholz D. The Nurse Closer: Using Nonclinician Staff to Make Patient Visits 
More Efficient. Fam Pract Manag. 2019 Jul-Aug;26(4):13-17.

Standing Orders and Care Protocols

• Standing orders for immunizations (www.immunize.org)

• Need approval & oversight by clinic leadership

• Train and supervise when implementing

Type Example Order

Acute Dysuria Urine Dip

Chronic Diabetes
In-house A1c, Fundus photo, 
Urine microalbumin

Preventive Colon cancer screen FIT testing
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Expanded Rooming Protocols for MA
• Agenda setting
• Medication reconciliation
• Update histories and ROS
• Immunizations per protocol
• Preventive care gap closures through standing orders
• Prepare equipment/supplies in room
• Patient education

• Use QR codes for common sites
• Post patient education videos on youtube

Consult with your Medicare Administrative Contractor for rules on HPI/CC documentation

What is the main innovation behind a “team rooming” 
model? 

A. The medical assistant scribes for the physician during the 
visit

B. The physician rooms the patient while the medical assistant 
rooms the next patient

C. The medical assistant conducts the history while the 
physician documents it in the same room

D. Two medical assistants room each patient, with one 
documenting and the other performing vitals and rooming 
tasks

Poll Question 3
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Team Care Assistants

• “Team Rooming”
• MA conducts history and vitals while physician 

documents
• Decreases down time between patients
• Hybrid model without needing conversion to scribing

• Effective when coupled with pre-visit planning

Rethinking Workflow: Team Rooming for Greater Efficiency Arnold E. Cuenca, DO, CAQSM, FAAFP, and Lisa Perry, CMA 
Fam Pract Manag. 2018 Jan-Feb;25(1):15-20.

Use Data to Improve Your Flow

• Measure cycle time
• EMR reports or stopwatches

• Process mapping
• MS Visio, MS Powerpoint- SmartArt
• Identify bottlenecks 

• Interruption Lists

• AMA Stepsforward on Lean Health Care
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Team-Based 
Approaches to Care
Huddles, Pre-Visit Planning

Which of the following is a key step to creating an 
effective daily huddle?

A. Ensure members have a comfortable place to sit
B. Allow at least 10 minutes so all issues can be 

covered at each huddle
C. Develop a checklist or template for the huddle
D. Be sure to tackle in-depth issues

Poll Question 4
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Team Huddles
• Key features

• 7 minutes or less
• Stand up
• Consistent time, place and team
• Include anyone that affects patient flow for that session
• Designate leader and structured agenda

• Anticipate delays and obstacles, maximize schedules, ensure 
preparation for visit

Helps ensure uniform start time

Getting Started With Team Huddles

• Develop a checklist
• Designate set time
• Practice
• Resources:

• Institute for Healthcare 
Improvement

• AMA StepsForward™
modules
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Huddle 
Examples

Pre-Visit Planning

• Includes constellation of tasks that help clinic run smoothly

• Content can be reviewed at daily huddle

• Examples can include:
• Scheduling future appointments at the conclusion of each visit
• Arranging for pre-visit lab testing
• Gathering information for upcoming visits
• Identification of gaps in care
• Spending a few minutes to huddle and handoff patients
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Pre-Visit Planning Checklists
• Develop checklist  for each patient visit for MA to complete

• Identify gaps in care
• Review previous visit notes to ensure results, consult notes available
• Identify if information or records are needed for visit

• Consider pre-visit phone call or pre-appointment questionnaire

• “Re-appointment” at end of each visit is ideal
• Tickler file can be used if scheduling not open
• Appointment reminders can mitigate no-shows

Getting Started With Pre-Visit Planning

• Develop checklist by 
asking what things 
interrupt flow?

• Get buy-in and train staff 
to take ownership

• Allow time to train
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Technology Can Streamline Pre-Visit Work

Alternatives to Traditional Office Visits

• Patients with complex needs may need extended visit
• Not every patient fits neatly in a 15 minute visit

• Consider alternative visit types
• Shared Medical Appointments
• Psychiatric Collaborative Care Codes
• Transitional Care Management
• Telemedicine 

• Phone or video visits
• Asynchronous online platforms (Zipnosis™)
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Time Management
Fit Tasks to Time, Eliminate Waste

“Eisenhower Matrix”
URGENT Less URGENT

IMPORTANT I
Patient call with chest pain
Presentation due in 2 days

II
Workflow change initiatives

Review long-term goals
Process improvements

Less
IMPORTANT

III
Document visit in EMR

Medication refills

IV
Work email

FMLA, disability paperwork
Prior Authorizations

Gordon CE, Borkan SC. Recapturing time: a practical approach to time management for physicians. Postgrad Med J 2014; 90:267-
272
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Fit Tasks to Time
• Identify your personal productive times

• Save emails and phone calls for lower energy times of day
• Reserve large blocks of time for tasks requiring most attention

• Ensure adequate uninterrupted time for tasks

• Daily, weekly and monthly calendar
• Bullet journaling (http://bulletjournal.com/)

Gordon CE, Borkan SC. Recapturing time: a practical approach to time management for physicians. Postgrad Med J 2014; 90:267-
272

Fit Tasks to Time
Size Time (min) Description Examples

Large > 60 Require uninterrupted time
 Schedule when most alert

QI proposal
Research or writing

Medium 30-60 Require concentration Clinical documentation
Prepare presentation

Small 5-10 Require minimal concentration
 Schedule as mental break or 

during less alert times of day

Returning phone calls
Completion of forms
Results review

Tiny <5 Require little concentration
 Use to fill time prior to clinic 

start, while on hold on phone

Sorting mail
Signing paperwork
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Threat Strategy to Avoid Wasted Time

Phone messages Return non-urgent calls 1-2 times a day

Email Check no more than 3-4 times a day; disable auto-
alerts; enable email filters and discard junk email 
rapidly; respond in 24 hours

Paper faxes Only handle it once

Wait times Perform quick and easy tasks such as paperwork 
review, refill requests, home health forms

Commute Podcasts, guided meditation, journal articles

Gordon CE, Borkan SC. Recapturing time: a practical approach to time management for physicians. Postgrad Med J 2014; 
90:267-272

“Radical” Strategies
• Stop answering the phones

• Portal strategy to meet patient needs

• Stop responding to paper fax refill requests

• Stop sending results letters
• Direct patients to portal use for communication

• Consider new patient intake process prior to appointment 
scheduling
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Self-Preservation

• Evaluate possible alternatives
• Refuse to reward unreasonable expectations by work at home
• Request more staff, longer appointment times

• Consider alternative practice environments
• Direct Primary Care and hybrid models can remove time pressures

• Fix the system
• Membership in AAFP and organizations working on advocacy
• Communicate need for change within your system or practice

To-Do List

1. For one week, log all “broken record” 
moments on sticky notes and set aside 30 
minutes to create templates or shortcuts.

2. Time yourself doing common tasks to 
identify your personal pain points.

3. Create list of all interruptions in a day and 
design a plan to either delegate to team 
members or mitigate by pre-visit planning.
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Please rate your level of confidence in your ability to 
change at least one thing to improve your efficiency in 
clinic?

A. Extremely confident
B. Very confident
C. Somewhat confident
D. Not very confident
E. Not at all confident

Poll Question 5

Practice Recommendations
Sending synchronized, bundled renewals for chronic, non-
controlled medications at an annual visit can decrease phone 
calls and inbox requests. (SORT C)

Implementing a daily huddle can provide an opportunity to 
anticipate patient needs and prepare for changes so the day 
runs more efficiently. (SORT C)

Pre-visit planning can reduce the chances of being caught off 
guard by a patient's unexpected agenda item, decrease time 
spent dealing with results, and close gaps in care both before 
and during a visit. (SORT C)
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Contact Information

Lindsay Botsford, MD, MBA, CMQ, FAAFP
Lkbotsford@gmail.com  

@lindsaybotsford

www.iorahealth.com

Questions
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Resources/Supplemental Material

• AAFP Transformation in Practice Series (TIPS)

• American Medical Association StepsForward™

• Family Practice Management topic collections

• Institute for Healthcare Improvement (IHI) Open School

Resources/Supplemental Material

• Gidwani R, Nguyen C, Kofoed A, et.al. Impact of Scribes on Physician Satisfaction, 
Patient Satisfaction, and Charting Efficiency: A Randomized Controlled Trial. Ann Fam
Med 2017;15:427-433. https://doi.org/10.1370/afm.2122.

• Fogarty, CF. Getting Your Notes Done on Time. Fam Pract Manag. 2016 Mar-
Apr;23(2):40.

• Sinsky, CA, Sinsky, and Rajcevich, E. Putting Pre-Visit Planning Into Practice. Fam
Pract Manag. 2015 Nov-Dec;22(6):30-38.

• STEPSForward: AMA’s Practice Improvement Strategies. 
https://www.stepsforward.org/. Accessed on 10/20/2017.

• Hopkins, KD and Sinsky CA. Team-Based Care: Saving Time and Improving 
Efficiency. Fam Pract Manag. 2014 Nov-Dec;21(6):23-29.
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Resources/Supplemental Material

• Covey SR. The 7 Habits Of Highly Effective People, London: Simon & Schuster 
Ltd, 1990.

• Drummond, D. Eight Ways to Lower Practice Stress and Get Home Sooner. Fam
Pract Manag 2015; 22(6):13-18.

• Drummond, D. Physician Burnout: Its Origins, Symptoms, and Five Main Causes. 
Fam Pract Manag 2015; 22(5):42-47.

• Gordon CE, Borkan SC. Recapturing time: a practical approach to time 
management for physicians. Postgrad Med J 2014; 90:267-272 

• Bernard, R. How to be a Rock Star Doctor: The Complete Guide to Taking Back 
Control of Your Life and Your Profession. Rebekah Bernard, Md Pa; 2015
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Collaborative Care: 
Bring Behavioral Health Home

Leisa Bailey, MD, FAAFP
Grace Wagstaff 

Diane Little, APRN

ACTIVITY DISCLAIMER
The material presented here is being made available by the American Academy of Family 
Physicians for educational purposes only. Please note that medical information is constantly 
changing; the information contained in this activity was accurate at the time of publication. This 
material is not intended to represent the only, nor necessarily best, methods or procedures 
appropriate for the medical situations discussed. Rather, it is intended to present an approach, 
view, statement, or opinion of the faculty, which may be helpful to others who face similar 
situations.

The AAFP disclaims any and all liability for injury or other damages resulting to any individual 
using this material and for all claims that might arise out of the use of the techniques 
demonstrated therein by such individuals, whether these claims shall be asserted by a 
physician or any other person. Physicians may care to check specific details such as drug 
doses and contraindications, etc., in standard sources prior to clinical application. This material 
might contain recommendations/guidelines developed by other organizations. Please note that 
although these guidelines might be included, this does not necessarily imply the endorsement 
by the AAFP.
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DISCLOSURE
It is the policy of the AAFP that all individuals in a position to control content disclose any 
relationships with commercial interests upon nomination/invitation of participation. Disclosure 
documents are reviewed for potential conflict of interest (COI), and if identified, conflicts are 
resolved prior to confirmation of participation. Only those participants who had no conflict of 
interest or who agreed to an identified resolution process prior to their participation were involved 
in this CME activity. 

All individuals in a position to control content for this session have indicated they have no relevant 
financial relationships to disclose. 

The content of my material/presentation in this CME activity will not include discussion of 
unapproved or investigational uses of products or devices. 

Leisa Bailey, MD, FAAFP
Family Physician, Bailey Family Practice, Bonifay, Florida

Dr. Bailey is a 1987 graduate of Baylor College of Medicine, Houston, Texas, 
and completed her family medicine residency at Eglin Air Force Base (AFB) in 
Florida. After serving as an Air Force physician in Operation Desert Storm, she 
opened a private practice in the rural community of Bonifay, Florida, where she 
has been for more than 25 years. She practices a full spectrum of family 
medicine, including obstetrics, pediatrics, geriatrics, inpatient care, and 
emergency medicine. Several years ago, she began the process of practice 
transformation. It has evolved into a team approach with a robust chronic care 
program, group visits, and, more recently, a fully integrated behavioral health 
program that includes onsite mental health counselors and an integrative 
collaborative care team.
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Grace Wagstaff
Performance Coach and Mindfulness Advocate, Troy, 
Alabama

A native of Bonifay, Florida, Bailey earned a bachelor's 
degree in theatre and a master's degree in clinical 
mental health counseling from Troy University in 
Alabama. She is a performance coach, an award-winning 
actress, and a mindfulness advocate. She is passionate 
about helping others and believes deeply in the power of 
kindness.

Diane Little, APRN
Psychiatric Consultant, Collaborative Care Program, Bailey Family Practice, 
Bonifay, Florida

Little is a psychiatric nurse practitioner who earned her Bachelor of Science 
(BS) degree at Florida State University in Tallahassee. She worked at the Life 
Management Center in Bonifay, Florida, for many years before returning to 
earn her master’s degree in psychiatric nursing at University of South Alabama, 
Mobile. For several years, she worked as a psychiatric nurse practitioner at 
Bailey Family Practice, followed by a position at the COPE Center in Defuniak
Springs, Florida. After a successful career at the COPE Center, she recently 
retired from full-time practice and is currently providing consulting services to 
Bailey Family Practice. She is also an active volunteer in her church’s jail 
ministry and the director of a free medical clinic in her community. 
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Learning Objectives
1. Describe the value of comprehensive and 

coordinated care for both the patient and the 
practice. 

2. Develop a plan for identifying and collaborating 
with highly utilized specialists and care entities.

3. Identify opportunities and methods for integrating 
behavioral health into the primary care practices

Audience Engagement System
Step 1 Step 2 Step 3



5

Why Integrate Behavioral Health?

Because it’s what we do…

• More than 8% of adults older than 20 years of age report having 
significant depression during any given 2-week period.

• More than 20% of people older than 60 years of age experience some 
type of mental health concern.

• In 2016, the AAFP and USPS Task Force recommended screening for 
depression in the general adult population, including pregnant and 
postpartum women.

• They clarified this recommendation with the following statement:
"Screening should be implemented with adequate systems in place to 
ensure accurate diagnosis, effective treatment and appropriate follow-up," 
the groups said.
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It’s a vicious cycle…

• Patients with chronic medical conditions are more likely to develop 
depression and/or anxiety.

• Patients with depression, anxiety, and other mental health conditions 
are more likely to develop chronic medical conditions.

• Chronic medical conditions closely linked with mental illness include 
diabetes, coronary artery disease, cerebrovascular disease, cancer, 
obesity, and Parkinson’s.

• It is next to impossible to get chronic illnesses under good control 
when mental health issues are not treated and controlled.

Levels of Behavioral Health Integration

• Level 1: Minimal Collaboration

• Level 2: Basic Collaboration at a Distance

• Level 3: Basic Collaboration On-site

• Level 4: Close Collaboration in a PARTLY INTEGRATED 
system

• Level 5: Close Collaboration in a FULLY INTEGRATED system



7

Poll Question 1

In your practice, what is your highest level of behavioral health 
integration?

A. Minimal collaboration

B. Basic collaboration at a distance
C. Basic collaboration on-site

D. Close collaboration in a partly-integrated system

E. Close collaboration in a fully-integrated system

CMS Models for Behavioral Health 
Integration

General Behavioral Health Integration 
(BHI)

• Can be implemented using existing 
clinical staff.

• Requires 20 minutes of time per 
month.

• Chronic Care Management for 
Behavioral Health

• Billing Code 99484

• Reimbursement: $48.65 per month.

Collaborative Care Management  
(CoCM)

• Team includes treating practitioner, 
behavioral health care manager, and a 
psychiatric consultant.

• Requires 60 minutes of time per 
month.

• Billing Codes: 99492, 99493, 99494

• Reimbursement: $162, $129, $67
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Requirements of Both BHI and CoCM

• An initiating visit, unless patient has been seen in the 
last year. This is billed separately.

• General Supervision: Services can be provided by your 
staff when you are not in the office.

• Consent, written, or verbal documented in medical 
record.

• Ongoing involvement by the treating practitioner (that’s 
you) and a designated member of your team. 

What is Collaborative Care Management 
(CoCM) ?

A model of behavioral health integration that 
enhances “usual” primary care by adding 2 key 
services: 
• Care management support for patients receiving 
behavioral health treatment 

• Regular psychiatric inter-specialty consultation to the 
primary care team, particularly regarding patients 
whose conditions are not improving
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Putting Together a Collaborative Care 
Team
1. Team Leader: the treating practitioner

2. Team Worker Bee: the collaborative care manager

3. Team Adviser: the psychiatric consultant

4. Team Purpose: the patient/beneficiary

Team Leader
Treating/Billing Practitioner

Qualifications:
• Physician
• Nurse Practitioner
• Physician Assistant
• Certified Nurse Specialist
• Certified Nurse Midwife
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Poll Question 2

In Collaborative Care Management, the behavioral health 
care manager must be a licensed mental health professional 
or a nurse with special training in mental health.

A. TRUE

B. FALSE

Team Worker-Bee
Behavioral Health Care Manager

Qualifications:
• An individual with formalized 

education or specialized training in 
behavioral health (psychology, 
counseling, social work, nursing)

• Works under the oversight of the 
billing practitioner 

• Non-nurse individuals do not 
require a license, but certainly 
may have one.
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Poll Question 3

In the CMS Collaborative Care Management Model (CoCM), the 
psychiatric consultant must be a psychiatrist who is certified to 
bill Medicare independently.

A. TRUE

B. FALSE

Team Adviser
Psychiatric Consultant

Qualifications:
• A medical professional 

trained in psychiatry and 
qualified to prescribe the full 
range of medications

• Psychiatrist or Psychiatric 
Nurse Practitioner

• Does NOT have to be able to 
bill Medicare independently
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Team Purpose
Patient/Beneficiary

Any patient with a behavioral 
health diagnosis which the 
treating practitioner feels 
would benefit from 
Collaborative Care 
Management

Diagnoses Appropriate for CoCM

• Depressive disorders

• Bipolar disorders

• Substance use disorders

• Grief reactions

• PTSD

• ADD/ADHD

• Anxiety

• Adjustment disorders

• Autism disorders

• Somatization disorders

• Eating disorders

• And others…
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WORKFLOW
Day-to-day Operations

ENGAGEMENT

•Referral
•Consent

•Warm Hand-off
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First Month’s Tasks

• Initial psychiatric evaluation

• Administration of validated rating scales

• Creation of a care plan

• Entry into a registry

• Initial staffing with psychiatric consultant

• 70 minute time requirement

Ongoing Monthly Tasks

• Review of medication compliance and side effects

• Brief behavioral health interventions such as problem-
solving therapy(PST), behavioral activation (BA), and 
cognitive behavioral therapy(CBT)

• Administration of evidenced based tools and entry into the 
registry

• Weekly review with Psych Consultant when needed

• May occur via telephone but must be available for face-to-
face or after-hours if needed
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Psychiatric Consultant Staffing

• Occurs weekly by phone or in person

• Includes review of all new patients

• Includes review of existing patients who are not improving

• Recommendations on fine-tuning diagnoses and 
medications

• Medication side effects management

• Relapse Prevention Advice

Communication

• This will make or break your CoCM program.

• Very important to utilize EMR to communicate recommendations 

from psychiatric consultant back to treating provider.

• Chronic Care Manager also is involved in our communication loop.

• We utilize a running monthly Behavioral Health Note that can be 

accessed, reviewed, and added to by the treating practitioner, 

behavioral health care manager, psychiatric consultant, and chronic 

care manager. 
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What is a Registry?

• A disease registry is a tool for tracking the clinical care and 
outcomes of a defined patient population. Most disease 
registries are used to support care management for groups of 
patients with one or more chronic diseases, such by means of 
diabetes, coronary artery disease, or asthma.

• A registry can be as simple as an in-office spreadsheet to track 
progress in similar groups of patients or as complex as a 
national registry that tracks large populations of patients.

Screenshot of a portion of an EMR 
generated  REGISTRY
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Billing Collaborative Care

CMS CoCM and BHI procedure 
codes/billing

• 99492 Initial Psych Care Management, 
70 min $162.18

• 99493 Subsequent Psych Care 
Management, 60 min/month  $129.38

• 99494 Initial/Subsequent Psych Care 
Management, additional 30 min $67.03 
(this code may only be billed twice per 
month)

• 99484 General BHI, 20 min $48.65                             

RHC and FQHC procedure 
codes/billing

• G0512 Psychiatric CoCM (70 min 
initial month and 60 min subsequent 
months) $145.96

• G0511 General Care Management 
Services (20  min per month) $67.03

• No add-on billing allowed

• Include behavioral health diagnoses 
when billing.

Business Model of CoCM per 20 enrolled 
patients

COSTS:

• Behavioral Health Care 
Manager: $20-$40/hour, assume 
24 billable hours($460-$960)

• Psychiatric Consultant: $100-
$300/hour, assume 1 hour per 
10 patients ($200-$600)

• Total: $660-$1560 per month

Revenue and Profit:

• 2 new patients: $324

• 18 established patients: $2322

• 8 30 minute add-ons: $536

• Total Revenue: $3182

• Monthly Profit: $1622-$2522

• Benefit to patients: Priceless
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In case you count work RVUs…

•99484  General BHI                   0.61 wRVUs
•99492  Initial CoCM 1.70 wRVUs
•99493  Subsequent CoCM 1.53 wRVUs
•99494  Initial/Subs each            0.82 wRVUs

additional 30 min

Practice Recommendations

• Regularly screen for depression and substance use disorders in your 
practice utilizing validated rating scales and annual wellness visits.

• Consider elevating your level of behavioral health integration, by 
enhancing communication with behavioral health professionals or by 
co-locating behavioral health in your practice.

• Consider adding general Behavioral Health Integration (BHI) to your 
practice utilizing existing clinical staff.

• Consider contracting with a psychiatric consultant in order to 
implement Collaborative Care Management (CoCM) in your practice.
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Valuable Resources

• Official CMS Site: https://www.cms.gov/Outreach-and-
Education/Medicare-Learning-Network-
MLN/MLNProducts/Downloads/BehavioralHealthIntegr
ation.pdf

• University of Washington AIMS Center (everything you 
need to start your own program): 
https://aims.uv.edu/collaborative-care

• PESI (a good resource for online and in-person 
training for behavioral health care managers): 
https://www.pesi.com

Contact Information
•Leisa Bailey, MD: 
drmom1960@gmail.com

•Grace Wagstaff, MS: 
gbailey81147@gmail.com

•Diane Little, APRN:
dlittle1943@gmail.com
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Questions
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Collaborative Care: Coordinating Care In 
the Medical Neighborhood

James Dom Dera, MD, FAAFP

Nancy Myers, PhD

ACTIVITY DISCLAIMER
The material presented here is being made available by the American Academy of Family 
Physicians for educational purposes only. Please note that medical information is constantly 
changing; the information contained in this activity was accurate at the time of publication. This 
material is not intended to represent the only, nor necessarily best, methods or procedures 
appropriate for the medical situations discussed. Rather, it is intended to present an approach, 
view, statement, or opinion of the faculty, which may be helpful to others who face similar 
situations.

The AAFP disclaims any and all liability for injury or other damages resulting to any individual 
using this material and for all claims that might arise out of the use of the techniques 
demonstrated therein by such individuals, whether these claims shall be asserted by a 
physician or any other person. Physicians may care to check specific details such as drug 
doses and contraindications, etc., in standard sources prior to clinical application. This material 
might contain recommendations/guidelines developed by other organizations. Please note that 
although these guidelines might be included, this does not necessarily imply the endorsement 
by the AAFP.
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DISCLOSURE
It is the policy of the AAFP that all individuals in a position to control content disclose 
any relationships with commercial interests upon nomination/invitation of 
participation. Disclosure documents are reviewed for potential conflict of interest 
(COI), and if identified, conflicts are resolved prior to confirmation of participation. 
Only those participants who had no conflict of interest or who agreed to an identified 
resolution process prior to their participation were involved in this CME activity. 

All individuals in a position to control content for this session have indicated they have 
no relevant financial relationships to disclose. 

The content of my material/presentation in this CME activity will not include 
discussion of unapproved or investigational uses of products or devices. 

James Dom Dera, MD, FAAFP
Advanced Primary Care Medical Director, NewHealth Collaborative, Akron, Ohio; Family physician/Co-owner, 
Ohio Family Practice Centers, Inc., Fairlawn, Ohio

Dr. Dom Dera earned his medical degree from The Ohio State University College of Medicine and Public 
Health, Columbus, in 1998 and completed his residency at Summa Health in Akron, Ohio, in 2001. He is a 
diplomate of the American Board of Family Medicine (ABFM). Immediately after graduation, he joined a small 
private practice, eventually becoming its co-owner. He has been a pioneer in practice transformation, and his 
practice was the first in its area to achieve National Committee for Quality Assurance (NCQA) Patient-
Centered Medical Home (PCMH) Recognition. This experience sparked his interest in advanced primary care 
(APC) and the power of a team-based approach to improve the lives of patients. He is the Advanced Primary 
Care Medical Director for NewHealth Collaborative, the accountable care organization (ACO) of Summa 
Health. He has assisted more than 50 practices with their transformation efforts, leading a team of 
transformation specialists and engaged practice leaders. Dr. Dom Dera is also active in Comprehensive 
Primary Care Plus (CPC+), a Centers for Medicare & Medicaid (CMS)-led national APC medical home model 
that aims to strengthen primary care through regionally based multi-payer payment reform and care delivery 
transformation. His CPC+ efforts have included participating in statewide CPC+ collaboratives, leading 
nationwide CPC+ webinars on topics such as risk stratification, and presenting at CPC+ regional and national 
meetings. In addition, he has helped design and implement two-step risk stratification and behavioral health 
integration for his own practice and other practices in Northeast Ohio.
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Nancy Myers, PhD
Vice President of Leadership and System Innovation, American Hospital Association, Chicago, Illinois

Dr. Myers has built a career that spans the business and clinical sides of the health care system, focusing on 
the improvement of outcomes across patient populations. She has worked for a major self-insured employer 
and within the managed care industry, with responsibilities for contracting and benefits planning, as well as 
developing and coordinating clinical and service initiatives to improve the health of insured populations. While 
a full-time faculty member for the Northeast Ohio Medical University (NEOMED) in Rootstown, she taught 
health systems policy and planning, population health concepts, and epidemiology to undergraduate medical 
and pharmacy students, as well as medical and pharmacy residents.
In addition to leading the development of initiatives focused on patient safety and quality of care across a 
multisite health system, Dr. Myers has led the development of an accountable care organization (ACO), with 
care delivery processes focused on achieving better patient outcomes at lower costs across all settings of 
care. She has provided leadership and oversight to the development of enterprise-wide clinical transformation 
projects to improve the delivery of care for patients who have chronic disease, cancer, or acute episodic care 
needs. In her current role, she leads the development of evidence-based population health and system 
innovation tools to support a diverse array of hospitals and health systems in their work to improve population 
outcomes in their communities.

Learning Objectives
1. Describe the value of comprehensive and 

coordinated care for both the patient and the 
practice. 

2. Develop a plan for identifying and collaborating 
with highly utilized specialists and care entities.

3. Identify opportunities and methods for integrating 
behavioral health into the primary care practices
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Audience Engagement System
Step 1 Step 2 Step 3

Health Care: 
We’ve Always Been A Team – of Sorts
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Health Care: 
We Need a Different Team

Health Care: 
We Need a Well Seasoned Team!
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Poll Question 1

Care coordination refers to:

A. A patient-centered approach to managing the care 
provided across different providers or locations

B. Implementing evidence-based protocols among 
different providers

C. Development of a clinically integrated network
D. A patient-specific care plan

Why are we talking about care 
coordination?
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The “Good Old” Days

40%

15%

45%

Physician Specialty Serving as PCP

Generalist Specialist None

Source: Aiken LH, Lewis CE, Craig J, Mendenhall RC, Blendon RJ, Rogers DE. The contribution of specialists to the delivery of primary 
care. N Engl J Med 1979; 300: 1363‐1370

• PCP’s should “facilitate and 
not impede” appropriate 
access to care

• Goal is to improve the care of 
chronic illness

• “Primary Care Physicians 
must cease acting as 
gatekeepers and instead 
serve as coordinators of 
care”

Landmark Article in 1999
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Hospitals Are Not Immune
• Those with multiple chronic 

conditions defined as having  ≥2 
chronic diagnoses

• >30% had fragmented hospital 
use in managing their conditions

• Over 40% of patients with ≥4 
stays had multiple hospital use.

• Lack of coordination of care 
leads to higher fragmented 
care

Multiple Hospitals

Multiple 
Chronic 

Conditions

Fragmented 
Care

Poor Care 
Coordination

Source: Hempstead, Katherine, PhD, et. al. The Fragmentation of Hospital Use Among a Cohort of High Utilizers: Implications for Emerging Care 
Coordination Strategies for Patients With Multiple Chronic Conditions. Medical Care: March 2014 ‐ Volume 52 ‐ Issue ‐ p S67–S74

Bottom Line
Primary Care

Health Systems

Coordinated Care

• Higher Quality
• Lower Cost
• Improved 

Patient 
Satisfaction
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Care Coordination Supports the Triple Aim!

Reduced Per Capita Cost

What do we mean when we talk 
about care coordination?
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Variable Impact of Healthcare on 
Patients

Patient Healthcare 
System

Variable Impact of Healthcare on 
Patients

Patient Healthcare 
System

Community
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Many different types of providers

Patient

PCP

Specialist

Community 
Resources

Hospital / 
Health 
System

We’re going to focus on these…

Patient

PCP

Specialist

Community 
Resources

Hospital / 
Health 
System



12

…and coordination of care with Primary 
Care

Patient

PCP

Specialist

Community 
Resources

Hospital / 
Health 
System

…and coordination of care with Primary 
Care

Patient

PCP

Specialist

Community 
Resources

Hospital / 
Health 
System

Health systems 
increasingly 
support 

community 
resources; that’s 
a value‐add for 

PCP’s
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Expansion of Care Team

R
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Adapted from: Bielamowicz, L, et. al. Benchmarking Medical Home Staff Models: Learning from The Advisory Board’s Medical 
Home Project. http://www.ehcca.com/presentations/medhomesummit3/berra_ms3.pdf. Accessed 23 June 2019

Practice Care Team

Community Wide Resources

Hospital / Health System Resources

Physician MA APP

Specialist

Testing

Inpatient

Home 
Health

SDOH 
Support

Hospice

Specialist

Care Coordination between
Primary Care / Specialty Care
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Care Coordination: Current Challenges

Robust Referral Process

Coordinated care

Source: Barnett ML, et. al, "Trends in Physician Referrals in the United States, 1999-
2009" Arch Intern Med. 2012;172(2):163-170.

How often does Primary Care refer?

4.8%

9.3%

0%

2%

4%

6%

8%

10%

1999 2009

Percentage of PCP Visits Resulting in a Referral to a Specialist



15

Source: Barnett ML, et. al, "Trends in Physician Referrals in the United States, 1999-
2009" Arch Intern Med. 2012;172(2):163-170.
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Communication: Specialists & PCP's
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Communication: Specialists & PCP's

Specialists say they ALWAYS send information to 
Primary Care Providers 81% of the time. 

But PCP’s only say we ALWAYS receive 
information 62% of the time
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Never Sometimes Always

Source: O’Malley AS, Rechovsky JD, “Referral and Consultation Communication 
Between Primary Care and Specialist Physicians” Arch Intern Med. 2011; 171(1):56-65

Communication: Specialists & PCP's

Primary Care Providers say they ALWAYS send 
information to their specialist colleagues 69% of 
the time. 

But specialists only say they ALWAYS receive 
information 35% of the time. And 20% of the time 
they say they receive NO INFORMATION!
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What if ….
Our patients could be seen when they 

needed to be seen?Access
Primary care providers clearly asked the 

specialist what’s needed of the consult?PCP
Specialists answered the question and 

clearly spelled out next steps?Specialist
Everyone knows what’s going on because 

all relevant information is shared?Info

Care Coordination Agreements

• Traditionally took on the format 
of a contract between two 
parties

• Laid out expectations between 
PCP and Specialist

• By themselves don’t do 
anything to foster a culture of 
coordination
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Service Agreements
• Less formal agreement 

between a specialist and PCP

• Has a built-in mechanism to 
revisit how the agreement is 
functioning

• Safford B. How Service Agreements Can Improve 
Referrals and Shrink the Medical Neighborhood. 
Fam Pract Manag. 2018 Sep-Oct;25(5):18-22.

PARTNER Program: A Novel Approach
• It’s a Care Compact (not agreement) 

between PCP and Specialty Care
– One Page
– Bullet Points

• Also include efforts to:
– Reshape the culture of care 

coordination
– Redesign processes and 

workflows in offices
– Educate clinical and ancillary 

staff on the importance of care 
coordination
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• Patient Information sent

• Actions  (Expectations/Request)

• Reason for Referral

• Timing (urgency for referral)

• Needed pre-consult labs/tests

• Engage pt/family (of referral expectations, specialist 
information)

• Receipt of report acknowledged and follow-up 
questions (track and follow-up on outstanding reports)

Expectations: Primary Care

• Prepare for consult

• Ask to clarify/request information

• Report to PCP referral status

• Timely communication of consult report

• Next steps defined

• Educate pt/family 

• Responsibilities for care coordination, clarity about 
post consult actions and expectations 

Expectations: Specialist
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Primary Care
• Sending Referrals
• Confirming pre-consult tests/information

• Engaging pt/family
• Interacting and communicating with 

specialists
• Closing the referral loop
• Coordinating next steps
• Follow-up with patient
• Post consult care coordination

Processes

Specialist
• Referral receipt
• Notification of pre-consult requirements
• Review referral information
• Interacting and communicating with 

referring providers
• Notifying PCP of referral status
• Sending consult reports
• Coordinating next steps
• Secondary referrals
• Educating pt/family
• Post consult care coordination

Successful Care Coordination Requires a Culture Change

Culture

Process 
Redesign

Patient 
Engagement

Staff 
Education

Partnering
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Smaller / Independent Practices
• Identify high-volume specialists
• Meet with specialists to introduce / 

agree on common features to shared 
patient care (i.e. access, data sharing, 
etc.)

• Work within your office to redesign the 
workflow around referral management

• Educate providers and staff around the 
importance of care coordination

• Engage specialists on a routine basis 
to foster a culture of collaboration

• Discuss care coordination with your 
PFAC

Steps for Successful Care Coordination
Larger Practices / Affiliated Practices
• Identify high-volume specialists
• Meet with specialists to introduce / 

agree on common features to shared 
patient care (i.e. access, data sharing, 
etc.)

• Work within both primary care and 
specialty offices to redesign the 
workflow around referral management

• Develop workgroups around provider 
education, staff engagement, and the 
like

• Consider adding referral metrics to 
monitor implementation. 

Poll Question 2

High-value Primary Care Practices do which of 
the following:

A. Coordinate care
B. Risk stratified care management
C. Clinical decision support using evidenced-based 

protocols
D. All of the above
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High‐Value 
Primary Care

EBM decision 
support

Risk Stratified 
Care 

Management

Thoughtful 
Specialist 
Selection

Coordination 
of Care

Standing 
Orders

Balanced PCP 
Compensation

High-Value Practices Do Care 
Coordination

• High-Value practices are 
defined as those that score 
"favorably on both quality and 
low total annual per capita 
health care spending“

• Six common attributes to high-
value primary care practices

 Milstein A., et. al. Exploring Attributes of High-Value Primary 
Care. Ann Fam Med November/December 2017 vol. 15 no. 6. 
pp 529-534

Higher risk patients require more care 
coordination

1
•Primary Prevention
•Healthy patient

2
•Primary Prevention
•Healthy patient with risk factors

3
•Secondary Prevention
•Stable chronic disease

4
•Secondary Prevention
•Unstable chronic disease

5
•Tertiary Prevention
•Multiple chronic diseases with significant comorbidities

6
•Catastrophic Care
•Palliation of disease processes

• Various risk stratification 
models exist

• Identify higher risk patients 
and wrap resources around 
them primarily

• Care coordination is critical 
for higher risk patients
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Behavioral Health Integration and 
Social Determinants of Health

Poll Question 3

Social determinants of health (SDOH) are:

A. The new term for social history
B. A tool for measuring social anxiety levels 
C. An assessment of the non-medical barriers 

and health disparities faced by our patients
D. Uncommon and therefore unnecessary 
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Leading Outpatient Behavioral Health 
Integration (BI) Models

Integrated
• Located at the PCMH 

site
• Integrated into the 

care team

Co-located
• In the same physical 

location or building as 
the PCMH site

• Works with the care 
team

Affiliated
• Physically located at 

another location
• Works with the PCMH 

via care coordination 
agreement

CPC+ Outpatient BI Models

Care Management for Mental Illness

• Practice identifies high-risk BH 
conditions

• Implement EBM protocols
• Identify team member (RN or BH 

specialist) to provide care 
management

Primary Care Behaviorist Model

• Co-located care by BH specialist 
(e.g. RN, LISW, PhD, etc)

• Implement EBM protocols
• Identify warm-handoff workflows
• Patients are typically high-risk either 

due to BH or medical condition
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Social Determinants of Health (SDOH)

“Conditions in the places where people 
live, learn, work, and play affect a wide 

range of health risks and outcomes. 
These conditions are known as social 

determinants of health.”

https://www.cdc.gov/socialdeterminants/Accessed 15 July 2018

• SDOH help explain the 
barriers our patients’ face

• Health disparities and equity 
are also part of SDOH

• Understanding the needs of 
your population must include 
an assessment of non-clinical 
factors

• AAFP has a screening tool 
called “The EveryONE Project”

SDOH
• Examples:

– Economic Stability
– Education
– Social and Community 

Context
– Health and Health Care
– Neighborhood and Built 

Environment
– Housing
– Food
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AAFP EveryONE Project

https://www.aafp.org/patient-care/social-determinants-of-health/everyone-project.html Accessed 15 July 2018

Role of SDOH and Care Coordination

Specialty 
Care

Health 
System 

Resources

Primary 
Care Team

Behavioral 
Health 

Simple SDOH Complex SDOH

Clinically Complex

Clinically Straightforward
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Care Coordination between
Primary Care / Health Systems

Poll Question 4

Hospitals and Health Systems:

A. Are not participating in accountable care organizations 
(ACOs) and other value-based arrangements

B. Are helping to connect patients and providers with 
community resources

C. Have given up on supporting primary care 
transformation efforts, such as PCMH

D. Are focused on IT strategies over Population Health 
Strategies
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Value: Trends in Delivery Models

Source: "Caring for Communities: How Hospitals are Engaging in New Payment Models and Addressing Community Needs," AHA Hospital 
Statistics, 2018, Health Forum LLC, an affiliate of the American Hospital Association; AHA Annual Survey Data, 2017, for community hospitals

Hospitals connecting care with community

Source: "Caring for Communities: How Hospitals are Engaging in New Payment Models and Addressing Community Needs," AHA Hospital Statistics, 2018, Health 
Forum LLC, an affiliate of the American Hospital Association; "County Health Rankings: Relationships Between Determinant Factors and Health Outcome," Carlyn
M. Hood, MPA, MPH, et al., American Journal of Preventive Medicine, Vol 50., Issue 2, pp 129‐135, February 2016
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Care Delivery and Payment Landscape

AHA Member Survey

Overall Summary Results:  2017‐2018 vs. 2016

2016 2017‐2018



30

2016 2017‐2018

2016 2017‐2018
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Partners: Consumer Trends
There’s an app for that…
– 75% of consumers say 

tech is important to 
managing their health

– 48% are using mobile 
health apps

– Wearables tech has tripled 
since 2014, from 9% to 
33%

– 90% are willing to share 
data with their providers
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Partners: Consumer Trends

Digital Innovation: Hospitals and Health 
Systems
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Maturity Framework for New Care 
Models / Risk-sharing Arrangements

• Network: Gaps in assets
• Affiliation Requirements: limited to none
• Quality Improvements: no link between quality and value

Care Continuum / Provider Network Management

• Clinical Protocols: No standardization
• Care Management : limited, if any
• Quality Improvement: may exist, but not coordinated across the system

Clinical / Care Management

• EHR: Functional, but limited interaction with other affiliates
• Population Health Tools: use of disease registries / reporting
• Analytics: Some ability to track performance against quality/utilization benchmarks

IT Infrastructure / Analytics
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Maturity Framework for New Care 
Models / Risk-sharing Arrangements

• Network: Robust network, and most care need can be managed in network
• Affiliation Requirements: commitment to shared quality/utilization metrics
• Quality Improvements: portion of payment tied to performance

Care Continuum / Provider Network Management

• Clinical Protocols: Shared clinical protocols and standards of care
• Care Management : Integrated care teams; non-physician providers; CM for high-risk patients
• Quality Improvement: shared quality measures

Clinical / Care Management

• EHR: Strategy in place to integrate EHR and analytics platforms
• Population Health Tools: System in place to identify high-risk patients
• Analytics: Integration of patient-level admin, CM, and clinical data; practice-level dashboards 

IT Infrastructure / Analytics

Maturity Framework for New Care 
Models / Risk-sharing Arrangements

• Network: Comprehensive clinically integrated network
• Affiliation Requirements: Contingent upon meeting clinical/cost goals
• Quality Improvements: Strong alignment of provider comp w/ clinical goals

Care Continuum / Provider Network Management

• Clinical Protocols: Constantly updated based on evidence; monitoring of adoption
• Care Management : Pop. Health disease management; addressing SDOH
• Quality Improvement: Culture of CQI; progressively evolving performance standards

Clinical / Care Management

• EHR: Common EHR, analytics, and CM platforms
• Population Health Tools: Predictive analytics; closing the referral loop; targeting of subpopulations
• Analytics: Near real-time visibility into quality and cost metrics/performance

IT Infrastructure / Analytics
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Shared Foundations

• Information transfer for care coordination
• Data analytics to identify/track at risk pts
• Integrated care coordination support
• Development of community partnerships 

and referral processes
• Integration of digital/telehealth capabilities

Poll Question 5
Common features for success in future value-based 
payment models include:

A. Attention to Information transfer and support of care 
coordination

B. No to minimal data analytics
C. Pursuit of fee-for-service reimbursement 

opportunities
D. Lack of community partnership
E. Lack of alternative visit types, such as telehealth
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Conclusion

New CMMI Payment Models 
Announced

Primary Care 
Transformation 

Models

Path 1: Primary 
Care First

Primary Care 
First

Seriously Ill 
Populations 

(SIP)

Path 2: Direct 
Contracting

Global 
Population-

Based Payment

Professional 
Population-

Based Payment

Geographic 
Population-

Based Payment
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Nationwide (expanding on 18 CPC+ 
regions)

Payment under Primary Care First

NOTE: Up to 10% penalty for underperforming practices
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Practice Recommendations
1. Care coordination is an important tool in improving patient 

outcomes

2. Employ a team-based approach when it comes to care 
coordination: workflow redesign and provider/staff education

3. Work with specialists to develop care coordination compacts, and 
continue to support the culture of care coordination

4. Local health systems can be valuable resource in your care 
coordination, as well has helping to connect to community resource

5. Success in current and future payment models will be impossible 
without highly coordinated care

Contact Information
James Dom Dera – domdera@gmail.com

Nancy Myers – nmyers@aha.org
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Questions
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Direct Primary Care: A Day in the Life

Paul Thomas, MD

ACTIVITY DISCLAIMER
The material presented here is being made available by the American Academy of Family 
Physicians for educational purposes only. Please note that medical information is constantly 
changing; the information contained in this activity was accurate at the time of publication. This 
material is not intended to represent the only, nor necessarily best, methods or procedures 
appropriate for the medical situations discussed. Rather, it is intended to present an approach, 
view, statement, or opinion of the faculty, which may be helpful to others who face similar 
situations.

The AAFP disclaims any and all liability for injury or other damages resulting to any individual 
using this material and for all claims that might arise out of the use of the techniques 
demonstrated therein by such individuals, whether these claims shall be asserted by a 
physician or any other person. Physicians may care to check specific details such as drug 
doses and contraindications, etc., in standard sources prior to clinical application. This material 
might contain recommendations/guidelines developed by other organizations. Please note that 
although these guidelines might be included, this does not necessarily imply the endorsement 
by the AAFP.
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DISCLOSURE
It is the policy of the AAFP that all individuals in a position to control content disclose 
any relationships with commercial interests upon nomination/invitation of 
participation. Disclosure documents are reviewed for potential conflict of interest 
(COI), and if identified, conflicts are resolved prior to confirmation of participation. 
Only those participants who had no conflict of interest or who agreed to an identified 
resolution process prior to their participation were involved in this CME activity. 

All individuals in a position to control content for this session have indicated they have 
no relevant financial relationships to disclose. 

The content of my material/presentation in this CME activity will not include 
discussion of unapproved or investigational uses of products or devices. 

Paul Thomas, MD
Owner/Physician, Plum Health DPC, Detroit, Michigan

Dr. Thomas is a board-certified family physician practicing in Southwest 
Detroit, Michigan. He owns and operates the first direct primary care 
(DPC) practice in Detroit and Wayne County. His mission is to deliver 
affordable, accessible health care services in Detroit and beyond. He is 
the author of the book Direct Primary Care: The Cure for Our Broken 
Healthcare System. In addition, he has been a speaker at TEDxDetroit
and has been featured in local news media and on CBS Radio. He 
earned his medical degree from Wayne State University School of 
Medicine, Detroit, where he is now a clinical assistant professor.
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Learning Objectives
1. Recognize why their primary care physician peers and 

colleagues have transformed their practice into a Direct 
Primary Care (DPC) setting.

2. Identify who operates DPC practices, where they are, and the 
common characteristics found within these DPC practices. 

3. Understand how a DPC practice operates and the typical 
schedule for a DPC physician.

4. Know the next steps to take in starting a DPC Practice of their 
own.

Audience Engagement System
Step 1 Step 2 Step 3
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Audience Engagement System (AES) 
Question 1

Why do doctors choose Direct Primary Care?

A. Greater autonomy.

B. More time with patients.

C.Less time spent completing paperwork.

D.Opportunity to build value/wealth in a practice.

E. All of the above.
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Why do Doctors Choose 
Direct Primary Care?

a. Autonomy, complexity, and a direct relationship between 
effort and reward 

b. More time with patients 
c. Opportunity to practice medicine as it was supposed to be 

practiced 
d. Greater satisfaction 
e. Opportunity to build value/wealth in a practice versus 

building value/wealth for the company that employs you
f. More control over their schedules
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Why do Doctors Choose 
Direct Primary Care?

a. Autonomy, complexity, and a direct relationship between 
effort and reward 

b. More time with patients 
c. Opportunity to practice medicine as it was supposed to be 

practiced 
d. Greater satisfaction 
e. Opportunity to build value/wealth in a practice versus 

building value/wealth for the company that employs you
f. More control over their schedules
g. More control over their practice overhead and thus earnings
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Audience Engagement System (AES) 
Question 2

What is the average overhead for a Fee-for-Service 
Family Medicine Practice?

A. 30%

B. 40%

C.50%

D.60%

E. 70%
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How do DPC Practices Operate
• Share a typical schedule 

• From Plum Health 
• From other DPC doctors in the movement 

• Discuss different practice set ups
• Micro practice 
• Sub-leasing from an existing doctor 
• Leasing/building your own space 

• Discuss staffing 
• Solo practice 
• With Medical Assistants/Nurses 
• With practice partners other physicians working for you
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DPC Docs Keep a Low Overhead.

• Everything that you need to run 
your business:

• Rent

• Employees 

• Utilities

• Taxes

• Membership and Association fees

• Conference fees

• License renewal fees

• Equipment costs

• Malpractice Insurance

• Legal Fees and Accounting Fees

• Cost of laboratory services

• Cost of medications

• Cost of pathology services

• Advertising and Marketing

• Meals & Entertainment

So, What is Overhead?

Sample costs: starting the business

• Website Design: $2,000

• Startup Legal Costs (Contracts): $2,500

• Exam Table, brand new: $1,700 vs Exam Table, used: $700

• Diagnostic Set, used: $300

• Refrigerator for Medications: $200

• Exam table Lamp: $100

• Trash Container: $60

• Instrument Stand: $100

• Exam room and Office Furniture: $1,000 – 3,000 

• Total costs: $6,960 with a used exam table and low‐end furniture costs

• Total costs: $9,960 with a new exam table and high‐end furniture costs
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Sample costs: operating the business
• Rent: $2,000/month

• Triple Net Lease (NNN): Property Taxes, Insurance, Maintenance: $500/month

• Nurse: $5,000/month or a Medical Assistant $2,000/month

• Electronic Medical Record: $300/month

• Malpractice Insurance: $450/month

• Health Insurance: $500/month

• Medications each month: $1,500/month

• Laboratory costs each month: $1,500/month

• Advertising and Marketing: $1,000/month

• Accountant: $100/month and Legal Services: $200/month

• Digital Accounting Services: $60/month

• Utilities (phone and internet): $300/month 

• Total Cost = $10,410 with a medical assistant, $13,410 with a Nurse
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How do DPC Practices Operate
• Share a typical schedule 

• From Plum Health 
• From other DPC doctors in the movement 

• Discuss different practice set ups
• Micro practice 
• Sub-leasing from an existing doctor 
• Leasing/building your own space 

• Discuss staffing 
• Solo practice 
• With Medical Assistants/Nurses 
• With practice partners other physicians working for you
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Who are the Direct Primary Care 
doctors?

• Who are they?
• Where are they?
• Common characteristics
• What are the typical offerings of a Direct Primary 
Care practice 

• Share data around the DPC movement 
• How many doctors 
• States with the highest per capita DPC adoption 
• What specialties 
• Men vs women physicians going DPC
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More DPC Docs We Know:
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Thought leaders are the informed opinion leaders 
and the go‐to people in their field of expertise. They 
are trusted sources who move and inspire people 
with innovative ideas; turn ideas into reality, and 
know and show how to replicate their success.
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Who are the Direct Primary Care 
doctors?

• Who are they?
• Where are they?
• Common characteristics
• What are the typical offerings of a Direct Primary Care 

practice 
• Share data around the DPC movement 

– How many doctors 
– States with the highest per capita DPC adoption 
– What specialties 
– Men vs women physicians going DPC
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Who are the Direct Primary Care 
doctors?

• Who are they?
• Where are they?
• Common characteristics
• What are the typical offerings of a Direct Primary Care 

practice 
• Share data around the DPC movement 

– How many doctors 
– States with the highest per capita DPC adoption 
– What specialties 
– Men vs women physicians going DPC
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Typical Offerings of DPC Practices

• Whole-sale medications

• At-cost lab work

• At-cost imaging services

• Attention to coordination of care

• Excellent service
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Audience Engagement System (AES) 
Question 3

How much does a Comprehensive Metabolic Panel 
(CMP) Cost at your hospital or clinic?

A. $10

B. $50

C.$100

D.$150

E. $200

Audience Engagement System (AES) 
Question 4

How much does an MRI of the Knee cost at your hospital 
or clinic?

A. $100

B. $250

C. $500

D. $1,000

E. $2,000

F. $3,000
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Common Characteristics

• They Believe in Themselves
• They Know what they’re worth
• They Believe that there’s a better way to take care 

of patients
• They Take Informed Risks
• They are Gritty
• Adopted a Business Mentality when appropriate 
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Audience Engagement System (AES) 
Question

How much revenue/money does the average Family 
Physician generate for their hospital system? 

A. $500,000 annually

B. $1,000,000 annually

C. $1,500,000 annually

D. $2,000,000 annually

E. $2,500,000 annually
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Audience Engagement System (AES) 
Question

What is the average salary for Family Medicine doctors?

A. $150,000 annually

B. $175,000 annually

C. $200,000 annually

D. $225,000 annually

E. $250,000 annually

F. $275,000 annually

G. $300,000 annually 

H. $325,000 annually 
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Doctor Mentality vs. Business person mentality

In medicine:

• “No stone unturned”

• Mistakes are frowned upon at 
best, punished at worst

• This leads to ANALYSIS 
PARALYSIS

In business:

• Done is better than perfect

• It’s not the decisions, it’s the 
decisiveness

• When you’re 70% sure, 
decide, when you’re 90% sure, 
you’ve waited too long

Know the Next Steps in Starting A DPC 
Practice

• Attend a DPC-specific conference

• Read a DPC-specific book

• Listen to DPC-specific podcasts

• Start your planning process

• Dream big
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Practice Recommendations

• Direct Primary Care is a model that gives family physicians a 
meaningful alternative to fee-for-service insurance billing,

• If you’re feeling burned out, frustrated, or like you want to 
use more of your time and talent to help and serve your 
patients, DPC may allow you to become the doctor you were 
meant to be

• If you decide to become a DPC doc, do your homework –
attend conferences and read books – and then dream big 
and create the practice that you were meant to have
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Questions

Contact Information

•Paul Thomas, MD
•Paul@PlumHealthDPC.com
•Twitter: @PlumHealthDPC
•‘Gram: @PlumHealthDPC
•Web: www.PlumHealthDPC.com
•LinkedIn: LinkedIn.com/in/PaulThomasMD
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Do You, Do DPC! 

Paul Thomas, MD
Kindra Smith-Scott, MD

Clint Flanagan, MD

ACTIVITY DISCLAIMER
The material presented here is being made available by the American Academy of Family 
Physicians for educational purposes only. Please note that medical information is constantly 
changing; the information contained in this activity was accurate at the time of publication. This 
material is not intended to represent the only, nor necessarily best, methods or procedures 
appropriate for the medical situations discussed. Rather, it is intended to present an approach, 
view, statement, or opinion of the faculty, which may be helpful to others who face similar 
situations.

The AAFP disclaims any and all liability for injury or other damages resulting to any individual 
using this material and for all claims that might arise out of the use of the techniques 
demonstrated therein by such individuals, whether these claims shall be asserted by a 
physician or any other person. Physicians may care to check specific details such as drug 
doses and contraindications, etc., in standard sources prior to clinical application. This material 
might contain recommendations/guidelines developed by other organizations. Please note that 
although these guidelines might be included, this does not necessarily imply the endorsement 
by the AAFP.



2

DISCLOSURE
It is the policy of the AAFP that all individuals in a position to control content disclose 
any relationships with commercial interests upon nomination/invitation of 
participation. Disclosure documents are reviewed for potential conflict of interest 
(COI), and if identified, conflicts are resolved prior to confirmation of participation. 
Only those participants who had no conflict of interest or who agreed to an identified 
resolution process prior to their participation were involved in this CME activity. 

All individuals in a position to control content for this session have indicated they have 
no relevant financial relationships to disclose. 

The content of my material/presentation in this CME activity will not include 
discussion of unapproved or investigational uses of products or devices. 

Paul Thomas, MD
Owner/Physician, Plum Health DPC, Detroit, Michigan

Dr. Thomas is a board-certified family physician practicing in Southwest 
Detroit, Michigan. He owns and operates the first direct primary care 
(DPC) practice in Detroit and Wayne County. His mission is to deliver 
affordable, accessible health care services in Detroit and beyond. He is 
the author of the book Direct Primary Care: The Cure for Our Broken 
Healthcare System. In addition, he has been a speaker at TEDxDetroit
and has been featured in local news media and on CBS Radio. He 
earned his medical degree from Wayne State University School of 
Medicine, Detroit, where he is now a clinical assistant professor.
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Kindra Smith-Scott, MD
Staff Physician, R-Health, Voorhees, New Jersey; Co-Owner/Physician, Scott 
Health Services, Cherry Hill, New Jersey

Dr. Smith earned her Bachelor of Science (BS) degree at Montclair State 
University in New Jersey and earned her medical degree from the University of 
Medicine and Dentistry of New Jersey (now Rutgers New Jersey Medical 
School). She completed her internship and residency in family medicine at the 
University of Maryland Medical System in Baltimore, where she served as the 
chief resident. Since then, she has provided full-scope family medicine for 
adults and children. She is board certified by the American Board of Family 
Medicine (ABFM). Her professional interests include functional medicine, plant-
based nutrition, running and fitness, weight loss, and yoga. Through Scott 
Health Services, she enjoys hosting women’s wellness events that focus on 
self-care and a healthy lifestyle. 

Clint Flanagan, MD
Founder/CEO, Nextera Healthcare, Frederick, Colorado; Family Physician/Owner, North Vista Medical Center, 
Frederick, Colorado

Dr. Flanagan is board certified in family medicine, a diplomate of the American Board of Family Medicine 
(ABFM), and an actively practicing family physician. He also has 15 years of experience as an emergency 
physician, working in many underserved communities throughout Colorado and as far away as Iraq, where he 
served as an officer in the Army Medical Corps. A fixture in Colorado health care for more than 15 years, he 
founded Nextera Healthcare, Colorado’s first direct primary care (DPC) program, in 2009, and was 
subsequently named to the “Top 20 Who’s Who in Direct Primary Care in the U.S.” Dr. Flanagan earned his 
medical degree from the University of Nebraska Medical Center in Omaha and completed his residency at St. 
Mary’s Medical Center Family Medicine Residency in Grand Junction, Colorado.
An accomplished health care visionary, Dr. Flanagan regularly contributes to policy discussions at the state 
and federal levels, has testified on behalf of DPC, and has been directly involved in DPC legislation that 
passed unanimously in Colorado and Nebraska. He sits on the Steering Committee of the National Direct 
Primary Care Coalition. During the 2014 Direct Primary Care Summit, he was invited to discuss DPC at the 
White House. He has also been invited to present his insights on the emergence and implementation of DPC 
to a wide range of groups, including medical students, residents, and professional associations.
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Learning Objectives
1. Identify the broad capabilities and 

structures that characterize the spectrum 
of Direct Primary Care (DPC) practice 
models.

2. Accurately characterize the relationships 
between the DPC practices and 
employers.

Audience Engagement System
Step 1 Step 2 Step 3
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Poll Question #1: How familiar are 
you with direct primary care?  

A. Practicing DPC physician

B. Planning my transition to DPC

C. Heard of it and interested in learning more

D. Heard rumblings but not sure what it is

E. DPC? I think im in the wrong room….

Overview of the DPC Model
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More DPC Docs We Know:

Why I Chose DPC:
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About our practice:
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Dr. Clint Flanagan
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41

DO YOU, DO DPC!

Kindra Smith, MD
Family Physician
R‐Health Voorhees

42Private & Confidential

Why I Chose 
Direct Primary Care
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The R‐Health Model

WE BELIEVE PHYSICIANS SHOULD BE ABLE TO:
• Take as much time as needed to listen and provide 

comprehensive care

• Build a trusting and enduring relationship with each 
patient

• Enjoy a satisfying work‐life balance with a 
competitive compensation package

• Serve as advocates for patients, helping them 
navigate an increasingly complex healthcare system

• Provide the kind of care that encourages good health 
and happy patients

43Private & Confidential

“My R‐Health doctor really cares for her 
patients, she takes her time with you and she 

doesn't rush the visits.”

44Private & Confidential

AN OVERVIEW OF 
R‐HEALTH

• National leader in DPC, largest 
in the Mid‐Atlantic region

• 13 practices in 4 states, and 
growing

• Operate both near‐home and 
onsite practices

• Enjoy the freedom of DPC 
without the stress of starting 
from scratch

AN OVERVIEW OF 
R‐HEALTH

• National leader in DPC, largest 
in the Mid‐Atlantic region

• 13 practices in 4 states, and 
growing

• Operate both near‐home and 
onsite practices

• Enjoy the freedom of DPC 
without the stress of starting 
from scratch
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Our Journey

ON OUR JOURNEY TO TRANSFORM HEALTHCARE, 
WE ARE:

• Removing barriers

• Focusing on human connections

• Transforming healthcare data and 
technology

• Empowering patients

• Liberating primary care from the 
tyranny of the CPT code

45Private & Confidential

Think fast: Q&A with 30 seconds per 
response
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How big is your patient panel and 
how many doctors in your practice?

•Dr. Kindra Smith
•Dr. Clint Flanagan 
•Dr. Paul Thomas

How long did it take you to reach a  
full panel?

•Dr. Kindra Smith
•Dr. Clint Flanagan 
•Dr. Paul Thomas
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Which technology systems do you 
utilize?

•Dr. Kindra Smith
•Dr. Clint Flanagan 
•Dr. Paul Thomas

How do you get patients to pay you 
(ie how do you bill patients)?

•Dr. Kindra Smith
•Dr. Clint Flanagan 
•Dr. Paul Thomas
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How much time do you need in order 
to plan and transition from a fee-for-
service practice to a DPC practice?

•Dr. Kindra Smith
•Dr. Clint Flanagan 
•Dr. Paul Thomas

Take your time: Q&A with 1 minute 
responses
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How did you market your practice?

•Dr. Kindra Smith
•Dr. Clint Flanagan 
•Dr. Paul Thomas

What is the general composition of 
your patient panel (employers, low 

income, chronically ill complex, 
uninsured)?

•Dr. Kindra Smith
•Dr. Clint Flanagan 
•Dr. Paul Thomas
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How do you integrate your DPC 
practice with other parts of the 
healthcare system (specialists, 

hospitals, etc.)?
•Dr. Kindra Smith
•Dr. Clint Flanagan 
•Dr. Paul Thomas

What is the best/most fulfilling 
part of being a DPC doctor?

•Dr. Kindra Smith
•Dr. Clint Flanagan 
•Dr. Paul Thomas
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What is the hardest/worst part of 
being a DPC doctor?

•Dr. Kindra Smith
•Dr. Clint Flanagan 
•Dr. Paul Thomas

Practice Recommendations

• Recognize there are a variety of ways to practice in the DPC model

• Find a DPC physician in your region to learn how they are providing 
care for the community

• Check out various DPC resources to determine your ideal practice 
setup
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Questions
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Evaluating Physician 
Job Opportunities and 
Employment Contracts

Travis Singleton

ACTIVITY DISCLAIMER
The material presented here is being made available by the American Academy of Family 
Physicians for educational purposes only. Please note that medical information is constantly 
changing; the information contained in this activity was accurate at the time of publication. This 
material is not intended to represent the only, nor necessarily best, methods or procedures 
appropriate for the medical situations discussed. Rather, it is intended to present an approach, 
view, statement, or opinion of the faculty, which may be helpful to others who face similar 
situations.

The AAFP disclaims any and all liability for injury or other damages resulting to any individual 
using this material and for all claims that might arise out of the use of the techniques 
demonstrated therein by such individuals, whether these claims shall be asserted by a 
physician or any other person. Physicians may care to check specific details such as drug 
doses and contraindications, etc., in standard sources prior to clinical application. This material 
might contain recommendations/guidelines developed by other organizations. Please note that 
although these guidelines might be included, this does not necessarily imply the endorsement 
by the AAFP.
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DISCLOSURE
It is the policy of the AAFP that all individuals in a position to control content disclose 
any relationships with commercial interests upon nomination/invitation of participation. 
Disclosure documents are reviewed for potential conflict of interest (COI), and if 
identified, conflicts are resolved prior to confirmation of participation. Only those 
participants who had no conflict of interest or who agreed to an identified resolution 
process prior to their participation were involved in this CME activity. 

All individuals in a position to control content for this session have indicated they have 
no relevant financial relationships to disclose. 

The content of my material/presentation in this CME activity will not include discussion 
of unapproved or investigational uses of products or devices. 

Travis Singleton
Executive Vice President, Merritt Hawkins, Dallas, Texas

Mr. Singleton has more than 19 years of health care consulting experience and 
is a nationally recognized health care staffing leader. In his current role with 
Merritt Hawkins, the nation’s leading physician and allied health search and 
consulting firm, he oversees the strategic marketing operations and maintains 
corporate-level industry contacts. Singleton consults with hospitals and medical 
groups about their physician and allied health staffing needs, population health 
management issues, demographic and health care trends, compensation, 
compliance, and other related issues. His insights have appeared in numerous 
publications, including The Wall Street Journal, The New York 
Times, HealthLeaders Media Magazine, USA Today, Modern 
Healthcare, H&HN (Hospitals & Health Networks), Forbes, American Medical 
News, The New England Journal of Medicine, and many others.
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Learning Objectives
1. Become familiar with the standard features of physician 

employment contracts today – salaries, salary and production 
bonus structures, signing bonuses, CME allowances and a variety 
of others. 

2. Assess if particular contracts they may be considering are 
customary and competitive in the context of today’s market. 

3. Evaluate practice opportunities/job offers to determine how well 
they fit their personal and professional needs and goals.

Audience Engagement System
Step 1 Step 2 Step 3
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Agenda
1. Recognize how the market for family medicine is evolving

2. Apply current salary and incentive offers to negotiate a competitive 
employment agreement  

3. Diagnose practice opportunities in order to make the best choice

An Evolving Market

What factors are 
driving contracts 

for family medicine 
physicians?
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Factor One: A Dearth of Doctors

Source: Association of American Medical Colleges, April 2019

21,800

65,500

90,400

121,900

2017 2020 2025 2032

The Doctor Deficit
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Rising Appointment Wait Times

Source: Merritt Hawkins 2017 Wait Time Survey

Average wait time for a 
physician appointment 

up 30% from 2014

Average wait time for 
family medicine up 50% 

from 2014

Rising Appointment Wait Times

Source: Merritt Hawkins 2017 Wait Time Survey

Average Family Medicine Wait Times
2014 – 19.5 days
2017 – 29.3 days

Average Wait Times, All Specialties
2014 – 18.5 days
2017 – 24.1 days
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Rising FM Appointment Wait Times

Source: Merritt Hawkins 2017 Wait Time Survey

City Average Time to Appt.

Boston 109 days

Los Angeles 42 days

Portland 39 days

Miami 28 days

Atlanta 27 days

Denver 27 days

Detroit 27 days

New York 26 days

Seattle 26 days

Houston 21 days

Philadelphia 17 days

Washington D.C. 17 days

San Diego 13 days

Dallas 12 days

Minneapolis 8 days

Who is in Most Demand?

Source:  Merritt Hawkins 2019 Review of Physician Recruiting Incentives

TOP 20 SEARCH ASSIGNMENTS

1. Family Medicine 11. Cardiology 

2. Psychiatry 12. Emergency Medicine

3. OB/GYN 13. Orthopedic Surgery 

4. Internal Medicine 14. Anesthesiology

5. Radiology  15. Dermatology 

6. Hospitalist  16. Pulmonology 

7. Nurse Practitioner 17. Urology 

8. Neurology 18. Hematology/Oncology

9. Gastroenterology 19. Otolaryngology 

10. Pediatrics 20. CRNA
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A Recurring Theme

Family Medicine – Merritt Hawkins’ 
#1 recruited specialty for the 13th

consecutive year

Primary Care Demand Still Robust… 
But Demand for Specialists Rising 

Source:  Merritt Hawkins 2019 Review of Physician and Advanced Practices Recruiting Incentives

734

457

2015

2018

Merritt Hawkins Family Medicine Searches

2018 Primary Care 
Engagements

22%

2018 Specialist 
Engagements

78%
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Multiple Sites of Service…

…are seeking family medicine physicians

Community 
hospitals

Community 
hospitals

Hospital 
systems
Hospital 
systems

ACOsACOs

Academic 
Centers
Academic 
Centers

Urgent Care 
Centers

Urgent Care 
Centers

Large groupsLarge groups

Retail Retail 
Large 

Employers
Large 

Employers
Insurance 
Companies
Insurance 
Companies

Ambulatory 
Surgery 
Centers

Ambulatory 
Surgery 
Centers

Military/VA 
Hospitals
Military/VA 
Hospitals

FQHCsFQHCs

The New Mantra
BE EVERYWHERE, ALL THE TIMEBE EVERYWHERE, ALL THE TIME
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A Changing PC Paradigm

45%

28%

18%

Adults who have no Primary 
Care Physician

18‐29 30‐49 50‐64

CHRONIC CARE WILL DRIVE DEMAND

Multiple Practice Styles
Traditional 

Family Medicine 
Employment

Traditional 
Family Medicine 

Employment
FP w/ OBFP w/ OB Ambulatory onlyAmbulatory only HospitalistHospitalist AcademicAcademic Sports MedicineSports Medicine

AdministrativeAdministrative Urgent CareUrgent Care Locum TenensLocum Tenens ConciergeConcierge Part-timePart-time
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The Effect on Salaries

Sources:  Merritt Hawkins 2019 Review of Physician Recruiting Incentives

$185,000 

$199,000  $198,000 

$225,000 
$231,000 

$241,000  $239,000 

 $150,000

 $170,000

 $190,000

 $210,000

 $230,000

 $250,000

2013 2014 2015 2016 2017 2018 2019

Sa
la
ri
e
s

Year

Merritt Hawkins Average Starting Salaries in 
Family Medicine

How confident are you that starting salaries in family 
medicine will continue to rise in the next 1-3 years?

A. Extremely confident
B. Very confident
C. Neutral
D. Not very confident
E. Not at all confident

AES POLL QUESTION #1
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Factor Two:  Consolidation/Integration

Source:   Avalere Health and Physician Advisory Institute

The number of 
hospital acquired 

practices grew from 
35,700 in 2012 to 
80,000+ in 2018. 

Rise of the Mega Group

Source:   SK&A’s 50 Largest U.S. Medical Groups, 2019

Largest U.S. Medical Group Parents
Facility Unique Physicians

Kaiser Permanente 15,543

Ascension Health 5,493

Veterans Administration 5,052

UC Health 5,303

Mayo Clinic 4,550

Providence St. Joseph 4,082

HCA 3,788

Trinity Health 3,741

Catholic Health Initiatives 3,207

Fresenius Medical Holdings 3,113
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The New Paradigm
RECRUITING IN BULK

30 to 40 searches instead of 3 or 4

AFTER CONSOLIDATION, CONTRACTS MUST BE ALIGNED

Factor Three: Physician Employment

Source:  2018 Survey of American’s Physicians – The Physician’s Foundation/Merritt Hawkins

Physician Employed By a 
Hospital/ Hospital‐Owned Group

36.5%

Practice Owner/
Partner

31%
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AES POLL QUESTION #2
What percent of new physicians jobs feature employment 
rather than independent practice ownership/ partnership?

A. 25%
B. 45%
C. 65%
D. 85%
E. Over 90%

Physician Employment

Source: Merritt Hawkins 2019 Review of Physician Recruiting Incentives

Percent of Merritt 
Hawkins searches 

featuring employment 
with hospital, medical 

group, FQHC, academic 
facility, etc.:

GREATER THAN 
90%

Independent practice:
LESS THAN 10%
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One Effect Of Employment:  Turnover

DOES NOT INCLUDE “SWITCHING FLAGS”DOES NOT INCLUDE “SWITCHING FLAGS”

Source: Physicians on the Move, SK&A

FAMILY MEDICINE EMERGENCY MEDICINE INTERNIST URGENT CARE

13.5% 13.3% 11.9% 19.9%

ANNUAL PHYSICIAN MOVE RATES:

Factor Four: 
The Move from Volume to Value

“Here They Come to Save the Day!”

Primary care physicians the key to:
1. Expanding Access
2. Improving Quality
3. Reducing Costs 
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Given These Trends, What Types of 
Contracts Will You See?

Source: Merritt Hawkins 2019 Review of Physician Recruiting Incentives

Salary 22%

Salary with Production Bonus 70%

Income Guarantee 2%

Other 6%

If Salary with Production Bonus, on 
What is the Bonus Based?

Source:  Merritt Hawkins 2019 Review of Physician Recruiting Incentives 

RVUs 70%

Net Collections 18%

Gross Billings 3%

Patient Encounters 9%

Quality 56% (<7% in 2011)
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What Percent of Total Comp is 
determined By Quality Metrics?

Source:  Merritt Hawkins 2019 Review of Physician Recruiting Incentives 

11%11%
Enough to change 

behavior? 
Enough to change 

behavior? 

Quality-Based Metrics
The “perpetual motion machine” of physician compensation

We must reward 
“quality” & 
“value”... 

But how?
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Quality Metrics
Bonuses (fixed or as a % of base) for:
 Achieving minimum average of patients per day

 Exceeding average patient satisfaction scores

 Correctly documenting charts

 Appropriate coding and billing

 Citizenship (peer review, community relations)

 Accuracy of charting/EMR input

Quality Metrics (continued)

Bonuses (fixed or as a % of base) for:
 Participation in annual quality improvement project

 Clinical process effectiveness

 Patient safety

 Population/ Public Health

 Efficient use of resources
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AES POLL QUESTION #3

What percent of physician contracts offer 
production bonuses featuring quality/value 
based metrics?

A. 17%
B. 23%
C. 39%
D. 56%
E. 73%

What is the “Goldilocks Zone”?

The right formula for 
balancing volume and 

value
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Why Does Volume Still Rule?

Consider the average annual net 
revenue family physicians generate 
for their affiliated hospitals:

$2,111,931*

*Source:  Merritt Hawkins’ 2019 Survey of Physician Inpatient/Outpatient Revenue

The Geisinger Option

Forget formulas

Straight salaries, 
higher than average, 

quality pledge
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AES POLL QUESTION #4
How would you describe your practice 
status?
A. Employed
B. Independent
C. Hybrid
D. Other

RVU Compensation: 
Understand the Formula

• What surveys or reports are being referenced for 
benchmarking RVU productivity and 
compensation per RVU?  

• National figures reported as compensation per 
RVU are not necessarily the dollar amount rate 
being paid in the production bonus section of 
physician employment contracts.  

• Is your contract a tiered model with varying 
compensation per RVU upon reaching multiple 
established thresholds?

• Is a portion of your salary “at risk” if salary if a 
minimum production threshold is not met?
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RVU Compensation: 
Understand the Formula

• RBRVS vs. Physician Work RVUs (Know the difference)

• Check the physician fee schedule at CMS site. Click on 
the PFS Relative Value files for CPT Relative Value 
updates.

For More Information See:
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Mid-Point Q&A

Contracts: What Happens at the End of 
the Term? (1-3 Years is Standard)

• Straight production based on RVUs? (“eat what you 
treat”)

• Must base salary be renegotiated?

• Pay often is based on a quarterly system – what 
happened with last quarter’s RVUs?

• Pay can later be reconciled up or down

• When the RVU model changes, physicians get nervous.
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Can you earn additional upside 
POTENTIAL?

• If group physicians are earning more than the base, new physicians may ask 
how they got there. Request transparency and review the numbers.

• Prepare an estimated pro forma, i.e. number of patients new physicians will 
see versus the RVU compensation model. Typically a Family Medicine 
physician will generate 1.3 Work RVU per patient encounter annually.

Has a physician needs assessment plan 
been completed? 

Signing Bonuses

Included in 71% of Merritt Hawkins searches

Average bonus (all physicians): 
$32,692

Average bonus (FM):
$26,071

Source:  Merritt Hawkins 2019 Review of Physician and Advanced Practices Recruiting Incentives
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Relocation Allowance

Included in 98% of 
Merritt Hawkins searches

Average allowance -
$10,393

Source:  Merritt Hawkins 2019 Review of Physician and Advanced Practices Recruiting Incentives

CME Allowance

Included in 98% of 
Merritt Hawkins 

searches

Average CME - $3,620

Source:  Merritt Hawkins 2019 Review of Physician and Advanced Practices Recruiting Incentives
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Additional Benefits Are Usually 
Standard

Source: Merritt Hawkins 2019 Review of Physician Recruiting Incentives  

Malpractice....................................... 98%

Health insurance............................... 99%

Retirement........................................ 96%

Disability............................................ 97%

Educational loan forgiveness............ 31%

For More Information See:
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Key to Opportunity Diagnosis: 
Consider Wants vs. Needs

You may want to practice in 
Hawaii but you may need…

– True practice potential

– Clear path to partnership

– Competitive compensation

– Reasonable real estate

– Loan forgiveness

– “Cultural fit” with your group

You Have Interest in a Practice:
The Conversation Begins

• Multiple hours needed on phone, 
pre-interview

• Involve spouse, significant other

• Contractual matters discussed in 
advance

• Written interview itinerary 
received

• At least one full day scheduled

• Meetings with all relevant parties
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The Interview Is…

30% business and 70% social

The details have been 
discussed

You want to see if you “mesh”

What to Ask:
Are You Needed?

• Why are you recruiting?
• Why do you think there is a need for my 

specialty?
• How large is your service area?  
• How many physicians are in my specialty?
• Have you conducted a physician needs 

assessment study?
• How do existing physicians feel about my 

recruitment?
• What are new patient wait times in my specialty?
• Who are my patients and where will they come 

from?
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What to Ask:  
Learning About the Practice

• What are your expectations?

• How many patients will I see?

• What type of hours?

• What is the call schedule?

• Defined path to partnership?

• What is the payer mix?

• What is the practice overhead? 

Make sure physician schedules are 
defined

• Unassigned ER?

• Inpatient census for the practice?

• Phone calls/prescription refills?

• No call at all?



30

What Are The Hours Of Operation?

• Define “normal business hours”   

• 8 half days at the clinic?

• 4 days a week?

• Open Saturday?  

What to Ask:
The Era of Reform

• What is your vision for the future?

• ACO?

• Medical home?

• Consolidation?

• Employment model?

• Private practice?

• Value-based payments?

• MACRA?
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An Additional Resource

How to Assess a 
Medical Practice 
Opportunity

Paid Time Off
• Sometimes it is standard, but it does vary and can be negotiated.

• 4 to 5 weeks is standard for family medicine. Note difference 
between “vacation” and “PTO”.
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What About Partnership?

Time to partnership eligibility:

Source: Merritt Hawkins 2014 Review of Physician Recruiting Incentives

Immediate/one year........................ 36%

Two years......................................... 62%

Three years...................................... 0%

Four years........................................ 0%

Five years......................................... 2%

The Partnership Contract

• If partnership offered, there should be a separate 
partnership contract, or at least terms of buy-in

• Time to partnership specified

• An equity clause should be included

• Purchase terms – pro rated share of hard assets

• Good will/blue sky/accounts receivable rarely an option
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Non-Competes

• Do you have moonlighting expectations?
– If so, should be approved in writing by employer

• Do you have outside business interests – patents? 
Clinical trials? Devices? Speaking engagements?
– Employers will stipulate such revenue is separate

• Large employers generally don’t care about non-
competes. If they do, their non-competes are iron-clad.

Admitting Privileges

The contract should state at 
which facilities physicians 

are required to have 
admitting privileges.  

Physicians should not be 
prevented from obtaining 

privileges where they wish.
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Causes of Termination

• 30-90 days is standard for termination without 
cause. Physicians should not have to stay several 
months or more if they are not satisfied or are 
uncomfortable

• Termination with cause is usually for clear offenses.

• However, physicians should be cautious if the contract 
states they can be terminated “for cause in certain 
instances at the sole discretion of the corporation.”

Tail Insurance

• Big systems usually pick 
up tail as a matter of 
course.

• However, if you leave 
without cause during the 
contract period, the 
onus may be on you. 
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Is Employment Here to Stay?

Hospital employment of physicians is a positive trend

Employed Physicians Practice Owners

Agree 44.7% 15.5%

Disagree 55.3% 84.5%

Source:  A Survey of America’s Physicians:  Practice Patterns and Perspectives.  The Physicians Foundation/Merritt Hawkins, 2016

Practice Recommendations
 Four factors driving contracts:  

1. The physician shortage

2. Facility consolidation

3. Employment

4. Volume-to-value

 Contracts are designed to “shape physician behaviors” 
to meet employer quality/production directives 

 Get all practice metrics – hours, duties, non-competes 
– in writing on the front end
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Questions
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How to Implement Care Management in 
Your Office

Mary E. Krebs, MD, FAAFP

ACTIVITY DISCLAIMER
The material presented here is being made available by the American Academy of Family 
Physicians for educational purposes only. Please note that medical information is constantly 
changing; the information contained in this activity was accurate at the time of publication. This 
material is not intended to represent the only, nor necessarily best, methods or procedures 
appropriate for the medical situations discussed. Rather, it is intended to present an approach, 
view, statement, or opinion of the faculty, which may be helpful to others who face similar 
situations.

The AAFP disclaims any and all liability for injury or other damages resulting to any individual 
using this material and for all claims that might arise out of the use of the techniques 
demonstrated therein by such individuals, whether these claims shall be asserted by a 
physician or any other person. Physicians may care to check specific details such as drug 
doses and contraindications, etc., in standard sources prior to clinical application. This material 
might contain recommendations/guidelines developed by other organizations. Please note that 
although these guidelines might be included, this does not necessarily imply the endorsement 
by the AAFP.
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It is the policy of the AAFP that all individuals in a position to control content disclose 
any relationships with commercial interests upon nomination/invitation of 
participation. Disclosure documents are reviewed for potential conflict of interest 
(COI), and if identified, conflicts are resolved prior to confirmation of participation. 
Only those participants who had no conflict of interest or who agreed to an identified 
resolution process prior to their participation were involved in this CME activity. 
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discussion of unapproved or investigational uses of products or devices. 
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led insurance plan—to help make decisions regarding measurement of physician performance, population health, development of quality 
measures, compensation for quality, and privileging.
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Learning Objectives
1. Define a plan to risk stratify your patient population. 

2. Utilize a targeted, proactive, relationship based process 
for providing care management support to high and rising 
risk patients.

3. Develop a personalized plan of care for patients at high 
risk for adverse health outcome or harm, integrating 
patient goals, values and priorities.

Audience Engagement System
Step 1 Step 2 Step 3
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Case 1

You work in a small private practice with two 
other family physicians. You have decided to 
employ a care coordinator in your office. 
Where will you find one?

Case 1

Places to find a care coordinator:

–Job sites

–Word of mouth

–Current employees
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Case 1

You have been unable to find a care 
coordinator. You decide to train one of your 
medical assistants to become a care 
coordinator. How will you do that?

Case 1

Discuss what you want your care 
coordinator to do.
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Case 1

Things care coordinator can do:

–Follow up on patients with recent ER visits

–Follow up on patients with post hospital visits

–Pre-Visit planning

–Care gap reports

–Work with high risk patients

How to Risk Stratify Patients

• Use objective and subjective data

• Risk level changes

• Meet with care coordinator weekly or 
monthly to review
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Case 1

Your practice gets a bonus if ER utilization 
stays below a threshold. Your office just 
missed the bonus. 

How can care coordinator improve ER 
utilization?



8

Case 1: Patients with Recent ER Visits

Care coordinator reaches out to local ERs and urgent cares
Care coordinator contacts patients with a recent ER visit

–Give care coordinator guidelines for when you want 
patient to schedule a visit with your office

–Have care coordinator educate patients with 
inappropriate ER visits.

–Can add new medications to chart.

Case 1: Patients with ER Visits

Possible Inappropriate ER Visits
–ER visits during hours your office is open
–Low acuity visits
–Patients with multiple ER visits

Have care coordinator educate patients to call 
your office for most issues.
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Case 1: ER Visit Outcomes

• Better patient care

• Decreased ER utilization (possible 
payment)

• Patient satisfaction

• More office revenue

Case 2: Post hospital visits

You dread post-hospital visits. You are frustrated 
that you never have the reports you need, and 
the medication list is a nightmare. You are always 
running behind after these visits.

How would you use care coordinator for patients 
with post hospital visits?
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Case 2: Transitional Care 

Have care coordinator reach out to local 
hospitals and ask them to send all hospital 
information and discharges to your office.

Transitional Care Codes
99495

Contact with patient or caregiver within 
two business days of discharge

Moderate medical decision making

Face-to-face visit within fourteen 
calendar days of discharge

99496

Contact with patient or caregiver 
within two business days of discharge

High complexity medical decision 
making

Face-to-face visit within seven 
calendar days of discharge
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Transition of Care Codes

• 99495 pays approximately $165

• 99496 pays approximately $234

What if Care Coordinator Cannot Reach the 
Patient?

• If two or more attempts are documented 
and are unsuccessful, and all other criteria 
are met, the code can be billed.

• CMS expects that attempts will continue 
until successful. 
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Poll Question 1

A patient is seeing you in the office after she was discharged 5 days 
ago after a CHF exacerbation. Your care coordinator called her 
three days ago to see how she was doing. She has improved, and 
you perform an extended-problem focused history, no exam, and 
the visit has moderate complexity.  How would you code this visit?

A. 99213
B. 99214
C. 99495
D. 99496

Pre-Visit Planning

You often run behind in clinic and spend too 
much time after hours doing charts. During 
pajama time, you realize you forgot to update the 
patient’s health maintenance.

What would you like your care coordinator to do 
prior to the visit to help avoid these challenges?



13

How Care Coordinators Can Help with Transitional 
Care

• Contact patient or caregiver (phone, electronic, or in 
person) within two business days and document.

• Obtain hospital records
• Update medication list (must be documented for TCM)
• Document status of follow up with other physicians
• Schedule office visit in appropriate time frame

–Since care coordinator is unlikely to know the medical 
decision making and difficult to predict ahead of time, 
consider doing all within seven days of discharge

Pre-Visit Planning

• Can review last note and obtain any tests or 
referral notes

• Vaccines that are due
• Prevention tasks that are due (pap, 

mammogram, colon cancer screening)
• Diabetes tasks (a1c, foot exam, urine 

microalbumin, eye exam)
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Pre-Visit Planning

• Discuss with your team in a huddle

• MA can ask about vaccines and preventive 
health tasks

• MA can have patient ready for exam 
(shoes off for diabetics)

Benefits of Pre-Visit Planning

• Makes the visit more efficient
• Less waiting on test results for both physician 

and patient
• Improved care
• Improved quality measures (possible payment)
• Support staff can be more helpful 
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Care Gap Reports

• Teach care coordinator to run care gap 
reports and work them

• Look at what quality measures you are 
paid for

Care Gap Reports
• Well child checks

• Colon cancer screening

• Mammograms

• Paps

• Vaccines

• Uncontrolled diabetics

• Diabetic eye exams

• Anything that is measured/incentivized

• Use standing orders when possible to improve quality measures
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Working with High Risk Patients

Will discuss in other cases

Case 3

Mrs. Jones is a 67-year-old female with diabetes. 
Her a1c is 11.7. She frequently misses 
appointments, does not check sugars, and 
intermittently takes her medication. 

How can the care coordinator help you care for 
Mrs. Jones?
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Case 3

You ask the care coordinator to talk to Mrs. Jones to find 
out what the barriers are to her care. The care coordinator 
finds out that she does not have reliable transportation, her 
medications are expensive so she stretches them to save 
money, and she has trouble paying for food, so her diet is 
high in carbs. She has not had diabetic education in years.

How can you and the care coordinator work together to 
help the patient?

Transportation

Care coordinator compiles list of transportation resources

Insurance companies may provide transportation

EveryOne Project Neighborhood Navigator
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Neighborhood Navigator

▪ Food

▪ Housing

▪ Transportation

▪ Employment aid

▪ Legal aid

▪ Financial
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Food

Care coordinator can compile a list of 
resources including meals on wheels and 
local food pantries.

Use the AAFP EveryOne Neighborhood 
Navigator

Case 3

Care coordinator connects the patient with free transportation and a food pantry, 
both found on the EveryOne Neighborhood Navigator.

Mrs. Jones felt uncomfortable telling you that the medications were expensive, but 
told the care coordinator. You adjust her regimen which saves her money.

You refer Mrs. Jones to diabetic education.

Three months later, her a1c is 8.7. Six months later, her a1c is 6.9.
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How Do We Get Paid For This?

Chronic care management billing

Chronic Care Management (CCM)

Medicare will pay for CCM is for patients 
with multiple (two or more) chronic 
conditions expected to last at least 12 
months, or until the death of the patient, that 
place the patient at significant risk of death, 
acute exacerbation/decompensation, or 
functional decline.
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Chronic Care Management

8 Elements define the current scope of CCM:
1. Access to care management services 24 hours a day, 7 days a week.

2. Continuity of care.

3. Care management for chronic conditions. This includes the following:

• Systematic assessment of a patient’s medical, functional, and psychosocial needs,

• System-based approaches to ensure timely receipt of all recommended preventive care 

services,

• Medication reconciliation with review of adherence and potential interactions,

• Oversight of patient self-management of medications.

Chronic Care Management
4. Creation of a patient-centered care plan document to ensure that care is 
provided in a way that is congruent with patient choices and values. (Template 
available in FPM Toolkit.)

5. Management of care transitions between and among health care providers and 
settings. This includes the following:

• Referrals to other clinicians,
• Follow-up after a patient visit to an emergency department,
• Follow-up after a patient discharge from a hospital, skilled nursing facility, or 
other health care facility.

Has to be electronic (no faxes).
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Chronic Care Management
6. Coordination with home- and community-based clinical service providers. This is 
to ensure appropriate support of a patient’s psychosocial needs and functional deficits.

7. Enhanced opportunities for a patient and any relevant caregiver to communicate 
with the provider regarding the beneficiary’s care. This includes communicating 
through not only telephone access but also the use of secure messaging, Internet, or 
other asynchronous, non-face-to-face consultation methods.

8. Electronic capture and sharing of care plan information. This information must be 
available on a 24/7 basis to everyone in the practice who is furnishing CCM services and 
whose time counts toward the time requirement for billing the CCM code. CMS requires 
practices to provide the patient a written or electronic copy of the care plan and to 
document in the EHR that this was done.

Chronic Care Management
CMS requires Patient Agreement. Physicians need to:

• Inform the patient of the availability of CCM services and obtain his 
or her permission (written best but okay to document verbal 
agreement) to have the services provided, including authorization for 
the electronic communication of his or her medical information with 
other treating physicians as part of care coordination (may or may not 
be required depending on state),
• Document in the patient’s medical record that all of the CCM 
services were explained and offered to the patient, and note the 
patient’s decision to accept or decline these services.
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Chronic Care Management

Physicians also need to:
• Inform the patient of the right to stop CCM services at

any time (effective at the end of the calendar month) and 
what effect a revocation of the agreement would have on 
CCM services, and

 Inform the patient that only one practice/physician can
furnish and be paid for these services during a calendar
month.
• AAFP has sample letter you can use.

Chronic Care Management

CPT code 99490

Chronic care management services, at least 20 minutes of clinical staff 
time directed by a physician or other qualified health care professional, 
per calendar month, with the following required elements:

• Multiple (two or more) chronic conditions expected to last at least 
12 months, or until the death of the patient
• Chronic conditions place the patient at significant risk of death, 
acute exacerbation/decompensation, or functional decline
• Comprehensive care plan established, implemented, revised, or 
monitored
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Chronic Care Management

The Medicare payment allowance (unadjusted geographically) for Medicare 

participating physicians is approximately $42 per month. 

If you participate in either CMS’s Multi-Payer Advanced Primary Care Practice 

Demonstration or the Comprehensive Primary Care Initiative, you may not bill 

Medicare for CCM services furnished to any patient attributed to your practice 

for purposes of participating in one of these initiatives. You may bill Medicare 

for CCM services furnished to eligible patients who are not attributed to your 

practice for these purposes.

Chronic Care Management

You cannot bill CCM services for a patient during the same calendar 
month in which you are otherwise billing Medicare for:

Transitional care management services (99495 and 99496)

Home health care supervision (G0181)

Hospice care supervision (G0182)

Certain end-stage renal disease services (90951-90970)

And other excluded services found in CPT.
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Chronic Care Management

The 20 minutes per calendar month is a minimum threshold 
(i.e., you may not round up your time spent in order to meet 
it), and you can count the time of only one clinical staff 
member for a particular segment of time (e.g., if two staff 
people meet about a patient for 10 minutes, that only 
counts as 10 minutes, not 20 minutes). Documenting this 
time in the patient’s record to reduce your audit risk. 

Chronic Care Management

CCM services will be subject to the usual cost sharing (i.e., 
deductible and coinsurance) for Medicare patients. 

$8 to $9 coinsurance that patients must pay for a month’s 
worth of CCM vs possible ER visits or hospital admissions.
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Poll Question 2 

Which patient qualifies for medicare chronic care management fees?

A. Your staff spends 30 minutes doing a patient’s prior authorization

B. 68-year-old with severe persistent asthma who you spend 20 
minutes counseling on tobacco cessation

C. A hospice patient who you bill for hospice supervision

D. Your care-coordinator spends 20 minutes arranging transportation 
for a patient with diabetes and hypertension

Case 3

At the first visit with Mrs. Jones, the care coordinator 
explains care coordination, giving the letter from the AAFP 
toolkit. Mrs. Jones signs the agreement, also in the toolkit.

Care coordinator documents the time she spends helping 
Mrs. Jones according to CMS requirements. 

The office is paid $42 for chronic care management.
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Case 3: Benefits

• Improved quality of care
• Chronic care management billed
• Quality measure improved (possible payment)
• More office revenue since Mrs. Jones comes in 

more regularly
• Happier patient
• Happier physician

Case 4

Mr. Jones is a 76-year-old male with COPD. 
He has been hospitalized 13 times for 
COPD in the past year.

How can your care coordinator help you 
take care of Mr. Jones?
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Case 4

Care coordinator contacts the patient and assess 
barriers:

–Medication adherence, side effects, difficulties 
using inhalers, and cost

–Transportation
–Tobacco use
–Education about COPD

Case 4
• Care coordinator finds out that the patient sometimes skips his 

medication because he forgets.
• Patient occasionally misses medication due to cost.
• Care coordinator observes patient using his inhaler and notices he is not 

using it correctly.
• Patient has reliable transportation.

• Patient smokes and is not willing to cut down or quit.
• Patient has poor understanding of his COPD.

• How can you and care coordinator help this patient?
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Case 4

• Care coordinator helps patient set up reminder to take 
medication in his phone.

• Care coordinator helps patient apply for patient 
assistance for his medications.

• Care coordinator shows patient proper use of inhaler.
• You educate patient on COPD.
• You develop a plan with the patient that as soon as he 

feels SOB, he calls the office.
• Care coordinator calls him periodically to check on him.

Case 4

• Patient contacts care coordinator whenever his 
SOB gets worse and schedules a same-day 
appointment.

• You intervene quickly.
• Depending on severity, you see him back quickly 

or care coordinator contacts him to check on him.
• Patient only has 2 hospital admissions in the next 

year.
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Case 4

What are the benefits of a care coordinator 
in this case?

Case 4 Benefits of Care Coordinator

• Improved patient care
• Bill Chronic care management
• Decreased hospital utilization (potential payment)
• Bill for chronic care management
• Increased office revenue from more visits
• Happier patient
• Happier physician
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Poll Question 3 

Your patient has a history of HTN and CVA, with residual right-sided 
weakness. He wants to continue to live at home. He has Medicare and has 
given written permission to start care coordination. You get a phone call 
stating that he is confused about his medications and physical therapy is 
no longer coming to his house. Your care coordinator spends thirty minutes 
educating the patient on his medications and helping get a physical 
therapist to come to his house. How would you bill for this?

A. 99213
B. 99214
C. 99490
D. Nothing- you did not see him in the office

Case 5

Your office reviews your quality measures, and 
only 17% of the patients age 50-75 have had a 
recent mammogram. As a result, your office does 
not get a bonus for quality metrics. 

How can you work with your care coordinator to 
improve this?
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Case 5
Care coordinator asks for permission to order mammograms. You give a 
standing order and set up parameters.

Care coordinator highlights the pre-visit planning sheets where patient needs a 
mammogram. She also orders the mammogram and the MA hands it to the 
patient at the time of the visit. 

OR care coordinator faxes to local hospital and arranges for hospital to call to 
schedule.

Care coordinator also runs gap report for patients seen in the last year. She 
contacts them and orders the mammogram.

What are the Benefits of this Standing Order 
and Care Coordination?

• Improved patient care

• Improved quality measure (possible 
payment)

• Less physician time
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Practice Recommendations
If employed and you do not have care coordinator, use the benefits slides to build a case to obtain a 
care coordinator.

Find and train a care coordinator.

Develop a plan to risk stratify patients.

Use Transition of care codes, using care coordinator to help.

Bill for Chronic Care Management. Use FPM Toolkit to help.

Create standing orders for your care coordinator to improve quality measures.

Use EveryOne Neighborhood Navigator to find resources for patients.

Contact Information 

• Mary Krebs – maryekrebs@yahoo.com
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Questions

Resources
Community-Based Care Coordination- A Comprehensive Development Toolkit 
http://www.stratishealth.org/expertise/healthit/carecoord/index.html#select

Dom Dera, James. Risk Stratification: A Two-Step Process for Identifying Your Sickest Patients. Fam 
Pract Manag. 2019 May-June;26(3):21-26.

EveryOne Project Neighborhood Navigator
https://www.aafp.org/patient-care/social-determinants-of-health/everyone-project/neighborhood-
navigator.html

Frequently Asked Questions about Transitional Care Management
https://www.aafp.org/dam/AAFP/documents/practice_management/payment/tcm-faq.pdf

FPM Toolbox- Care Management https://www.aafp.org/fpm/toolBox/viewToolType.htm?toolTypeId=2
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Physician, Heal Thyself: 
Reigniting our Passion

Joseph DeVeau, MD, MHL

ACTIVITY DISCLAIMER
The material presented here is being made available by the American Academy of Family 
Physicians for educational purposes only. Please note that medical information is constantly 
changing; the information contained in this activity was accurate at the time of publication. This 
material is not intended to represent the only, nor necessarily best, methods or procedures 
appropriate for the medical situations discussed. Rather, it is intended to present an approach, 
view, statement, or opinion of the faculty, which may be helpful to others who face similar 
situations.

The AAFP disclaims any and all liability for injury or other damages resulting to any individual 
using this material and for all claims that might arise out of the use of the techniques 
demonstrated therein by such individuals, whether these claims shall be asserted by a 
physician or any other person. Physicians may care to check specific details such as drug 
doses and contraindications, etc., in standard sources prior to clinical application. This material 
might contain recommendations/guidelines developed by other organizations. Please note that 
although these guidelines might be included, this does not necessarily imply the endorsement 
by the AAFP.
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patients, serving in leadership roles within Privia Medical Group of Georgia, and fostering his passion for 
physician advocacy, health, and wellness. Other interests within medicine include shaping health care policy 
and improving efficiencies within health care. 
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Learning Objectives
1. Describe processes that allow doctors to do 

only doctor work.  

2. Understand how delegation and avoiding 
micromanagement fits into the Patient-
Centered Medical Home.

3. Identify strategies to make documentation a 
team sport.

Audience Engagement System
Step 1 Step 2 Step 3
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Why Am I Here?

What is Physician Burnout?

If this looks familiar, then you could be burned out…
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Poll Question #1
Which of the following statements is correct:

1. Overall physician burnout rates have increased from 
2014 to 2017.

2. Emergency medicine physicians have the highest 
burnout rate of any specialty.

3. Family physicians are at low risk of physician 
burnout, due to high reimbursements.

4. Dermatologists suffer from a poor work-life balance. 

Physician Burnout at a Glance

Nearly 44% of 
American doctors, 
including 54% of 

family doctors, exhibit 
at least one symptom 

of burnout.1

Physician burnout 
includes emotional 
fatigue, cynicism, 
depersonalization, 

and a loss of meaning 
in our work

Without intervention, 
we will see decreased 

quality of care 
provided, decreased 
access to care, and 

increased costs
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Burnout Rates By Specialty

• Shanafelt TD, West CP, 
Sinsky C, et al. Changes 
in Burnout and 
Satisfaction With Work-
Life Integration in 
Physicians and the 
General US Working 
Population Between 2011 
and 2017. Mayo Clinic 
Proceedings 2019;

Physician Burnout: Forces of Influence

External  
Forces

Physician 
Burnout

Internal
Forces
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Physician Burnout: External Factors

• Regulatory: quality metrics, MIPS, payer demands and lack of 
transparency

• Technology: EHR-33% of time clinical, 49% clerical work

• Financial: decreased revenue, increased costs, VBC vs FFS

• Patient Demands: perceived knowledge base, easy access to info (Dr. 
Oz effect), instant communication, online reviews, high expectations, 
overload, no-shows, complexity, costs, frustrations with American 
healthcare system

Physician Burnout: External Factors (cont.)

• Culture: Quality care vs convenient care, commercialized medicine, loss of 
loyalty, our training legacy

• Practice Management: staffing, team cohesion, team loyalty

• Organizational Demands: lack of engagement, inefficiencies, 
communication, feeling like just a number

• Professionalism: commoditization of medicine, loss of artistry, loss of 
community, silos, devalued, control
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• When Positive Values Turn Bad

Physician Burnout: Internal Factors

Positive Value
Negative 
Potential

Burnout Factors
Potential 

Interventions

Service Deprivation Compassion  
Fatigue  Entitlement

Reframing  
Appreciation &
gratitude

Excellence Invincibility Emotional
Exhaustion

Mindful self-
compassion  Inner 
critic  awareness

Curative  
Competence

Omnipotence Ineffectiveness
Cynicism

Self-awareness  
Generous  listening

Compassion Isolation Depersonalization Connection  &  
community  Silence 
as  energizing

1. Overcaring and needing to be needed

2. Perfectionism

3. Competitiveness

4. The type “A” personality

5. Safety-seeking behavior

6. Social isolation

Physician Burnout: Internal Factors
The Physician Personality
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Poll Question #2
Which of the following statements is correct:

1. Fewer than 100 physicians commit suicide annually.
2. Female physician suicide rates mimic the average female 

population suicide rates. 
3. Nearly 28% of residents experience a major depressive 

episode while in training (compared with the general 
population rate of 7-8%)

4. According to one prospective study, only 10% of interns 
have had suicidal thoughts. 

Physician Suicide: The Most Dire of 
Consequences

• Nearly 300 physicians commit suicide annually
• Of those, depression rates are on par with general population, 

but physicians do not seek treatment
• Suicide rate for male docs is 1.41x general male population 

rate
• Suicide rate for female docs is 2.27x general female 

population rate
• 28% of residents experience a major depressive episode, 

compared with 7-8% of general population
• 23% of interns have had suicidal thoughts



10

The Way Forward

• Taming the medical machine

• Focusing on improving our effectiveness, 
not only our efficiency

• Finding ways to remind ourselves why we 
do what we do and why we answered the 
calling to become family physicians

• Involves heart, showing care, 
consideration, love, and humor

• Involves listening, empathizing, and 
understanding

• Involves remembering the WHY

• Pay attention and understand what 
motivates us, especially our values

Caring + Efficiency = Effectiveness
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Caring + Value =    Energy

• One of the best ways to add energy is to add value and meaning 

• Work to rediscover joy in our work again 

• Find ways to have fun and laugh at work again

Institute for Healthcare Improvement

• White Paper and initiative to 
return joy to work

• Meaning and purpose and 
finding ways to remind yourself 
of why you do what you do
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When I Grow Up…

Bucking The Trend

• In 2015, moved away from hospital-employment to partner 
with Privia Health as an independent, stand alone group, 
First Georgia Physician Group
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Strategies and Best Practices That Let You 
Focus on Doing Doctor Work

1. Patient-Centered Medical Home

2. Learn from Coastal Medical Group

3. Use Technology To Your Advantage

4. Manage Visits Better-Use Patient Efficiency Cards

5. Transform To Team Documentation

6. Start Your Day With A Team Huddle

7. Practice Batch Processing

8. It’s Okay To Say NO!

9. Optimize Your Patient Schedule

Patient-Centered Medical Home (PCMH)

• It’s all about teamwork: time to end the lone-ranger mentality

• Delegation: means you have to give up some control and NOT 
MICROMANAGE

• Medication refill protocols

• Allows your staff to maximize licensures
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Learn From Coastal Medical Group
• Physician-owned independent practice, which 

takes care of 120,000 patients in 20 medical 
offices

• Brainstorming sessions: engaged stakeholders
• Doctors do ”doctor-work only”
• Processes and investments aligned

• All busy work eliminated from practice
• Doctors work at the top of their licensure

• Takeaway: we can’t just layer PCMH and quality 
work on top of an already busy practice. We have 
to change the way we practice.

Use Technology To Your Advantage

• EHR Optimization (not an oxymoron)

– Use macros, smart sets

– Reframe how you view the EHR as a tool, not an adversary

– Don’t write the next great American novel for every patient-
document more concisely

• Consider Using Virtual Scribes

– Asynchronous or synchronous 
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Use Technology To Your Advantage:
Learn From Privia Health

• Telehealth (virtual care)
– Privia Health, now doing 1000 visits/month

– Embedded within our EHR

– Virtual health and virtual visits: an outlet for your creativity and artistry

– Endless possibilities for increased flexibility, increased revenue with 
minimal added work (VALUE)

– Helps prevent patient leakage

Organize Visits Better-
Use Patient Efficiency Cards

• Utilize efficiency cards to help 
patients organize their 
thoughts and help to manage 
their expectations
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Poll Question #3: Team Documentation

With team-based documentation implementation, 
the following has been show to occur:

1. Quality scores, including colonoscopy rates and 
breast cancer screening rates, worsened.

2. Physician burnout rates declined by half.

3. Patient experience scores worsened.

4. Staff engagement scores worsened.

Transform To Team-Based Documentation:
Learn From University of Colorado

• Pilot study, APEX (Ambulatory Process Excellence)
• Increased physician to MA ratio from 1:1 up to 1:2.5
• Expanded MA’S tasks to include:

– Elicit a comprehensive patient agenda
– Collect or update elements of the patient's past medical, 

surgical, social, and family history in the EHR
– Conduct detailed medication reconciliation
– Use templates to document a basic complaint-based HPI and 

ROS
– Use protocols to initiate certain clinical tasks
– Review preventive care gaps
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Transform To Team-Based Documentation:
Learn From University of Colorado

• Early Outcomes

– Quality scores improved

• Colon cancer screening increased 12%

• Breast cancer screening increased 46%

• Hypertension control improved 13%

• Diabetic factors improved (foot exams up 20%, retinal eye 
exams up 25%)

Transform To Team-Based Documentation:
Learn From University of Colorado

• Early Outcomes
– All stakeholders’ experience increased

• Physicians, AP’s burnout scores decreased from 56% 
to 28%

• Staff experience scores high, better engaged
– Patient’s experience scores improved (CG-CAHPS top-box 

score)
– Increased expenses covered by 2-3 additional patients 

seen per day
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Huddle With Your Team

• At the start of everyday:

– Ask how everyone is doing

– Say “thank you” for the care they 
provide

– Delegate tasks for the day

– Discuss difficult patients

– Clear and center the team-be present 
with them

– Share a patient success story

Practice Batch Processing,
Learn To Say NO!

• Work your inbox at certain times

• Allows you to focus on patients in the office

• Then take care of patients out of the office

• Learn how to say NO!

• Yes, you are allowed to say no!
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Optimize Your Patient Schedule

• Not so rigid that the schedule interferes with patient access and 
care

• Get difficult patients taken care of early in the day

• Consider starting and ending your day with a virtual visit

Groupthink: How to Make Changes That Align 
With Practice Effectiveness

• How Can You Maximize Your Effectiveness?

• What Processes Need To Change?

• How Do You Change Those Processes?

• What Resources And Investments Do You Need To 
Make In Order To Improve Our Your Effectiveness?
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One Word On Resiliency…

What did I learn 
today? Would I do 

anything 
differently?

How did I talk 
to myself 

today? Did I 
take myself 

too seriously? 
Did anything 
surprise me?

What three 
things am I 
grateful for 

today? What 
inspired me? 

How did I 
make a 

difference?

Resiliency 
Training: Mental 
Weight Training

SELF-COMPASSION

REFRAMING

APPRECIATION AND 
GRATITUDE

SELF-AWARENESS AND 
SELF-CARE

Practice Recommendations
1. Lose the lone-ranger mentality
2. Do “doctor-work” only
3. Embrace your EHR and technology
4. Use “Patient Efficiency Cards”
5. Transform to team documentation
6. Start your day with a team huddle
7. Optimize your schedule so you can focus on patient-care 
8. It’s okay to say NO!
9. Be kind to yourself and take care of yourself
10. Have fun at work again
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Let’s Enjoy Being Doctors Again!

Online Physician Wellness Sources

• AMA Steps Forward Online Modules
• https://www.stepsforward.org/

• AAFP Physician Health First Initiative and Online Readings
• https://www.aafp.org/membership/benefits/physician-health-first.html

• National Academy of Medicine’s Wellness Initiative
• https://nam.edu/initiatives/clinician-resilience-and-well-being/

• Stanford WellMD 
• https://wellmd.stanford.edu/

• American Foundation for Suicide Prevention, Healthcare Professional Burnout
• https://afsp.org/our-work/education/healthcare-professional-burnout-depression-

suicide-prevention/
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Contact Information

Joseph DeVeau, MD, MHL
404-210-0640

jdeveau@priviamedicalgroup.com
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Planned Care for your Patient 
Population

Rebecca Jaffe, MD, MPH, FAAFP, FACSM

ACTIVITY DISCLAIMER
The material presented here is being made available by the American Academy of Family 
Physicians for educational purposes only. Please note that medical information is constantly 
changing; the information contained in this activity was accurate at the time of publication. This 
material is not intended to represent the only, nor necessarily best, methods or procedures 
appropriate for the medical situations discussed. Rather, it is intended to present an approach, 
view, statement, or opinion of the faculty, which may be helpful to others who face similar 
situations.

The AAFP disclaims any and all liability for injury or other damages resulting to any individual 
using this material and for all claims that might arise out of the use of the techniques 
demonstrated therein by such individuals, whether these claims shall be asserted by a 
physician or any other person. Physicians may care to check specific details such as drug 
doses and contraindications, etc., in standard sources prior to clinical application. This material 
might contain recommendations/guidelines developed by other organizations. Please note that 
although these guidelines might be included, this does not necessarily imply the endorsement 
by the AAFP.
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DISCLOSURE
It is the policy of the AAFP that all individuals in a position to control content disclose 
any relationships with commercial interests upon nomination/invitation of 
participation. Disclosure documents are reviewed for potential conflict of interest 
(COI), and if identified, conflicts are resolved prior to confirmation of participation. 
Only those participants who had no conflict of interest or who agreed to an identified 
resolution process prior to their participation were involved in this CME activity. 

All individuals in a position to control content for this session have indicated they have 
no relevant financial relationships to disclose. 

The content of my material/presentation in this CME activity will not include 
discussion of unapproved or investigational uses of products or devices. 

Rebecca Jaffe, MD, MPH, FAAFP, FACSM
Regional Medical Director, Aledade ACO, Bethesda, Maryland; Private practice, Wilmington, 
Delaware

Dr. Jaffe graduated from the Medical College of Pennsylvania, Philadelphia, and completed her 
residency in family medicine at the Medical Center of Delaware (now Christiana Care), 
Wilmington. She has spent her entire career in the Wilmington, Delaware area, working at a 
federally qualified health center (FQHC) and in private practice. Dr. Jaffe is board certified in 
family medicine and primary care sports medicine. While serving in full-time private practice, 
she earned a Master of Public Health (MPH) degree from Drexel University, Philadelphia, 
Pennsylvania. After 35 years of patient care, she now sees far fewer patients and is working full 
time as regional medical director for Aledade ACO. Dr. Jaffe has held many respected national 
volunteer roles, such as serving on the United States Olympic Committee and the AAFP Board 
of Directors. Currently, she is vice president for the American Academy of Family Physicians 
Foundation. In her local area, she has served on the board of her hospital and other 
organizations, and she volunteers in her community at sporting and educational events. She 
has authored more than two dozen publications in the medical field. 
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Learning Objectives
1. Understand the basics of population health management.

2. Assess health disparities of the practice’s patient 
population.

3. Describe the value of team-based care for the practice 
and the patient.

4. Develop knowledge and skills to apply a population 
health approach to delivery of primary care services. 

Audience Engagement System
Step 1 Step 2 Step 3
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• Many on the team 
act as change 
agents, not just 
“the usual few”

• Want‐to, get‐to, 
not just have‐to 
mindset.

• Leaders engage 
the head and the 
heart, not just the 
head. 

• Leadership and 
coach, not more 
management

Leading change

Kotter 
Opportunity

Poll Question 1 

Why is planned care so important? (check all that apply)

A. Improves health outcomes of your patient population

B. Standardization assists in capturing the entire patient population

C. Medical care has gotten fairly complex and this allows for improved office 
functioning. 

D. Allows every member in the office to assist with the best care possible for 
each patient. 

E. Shares in the responsibilities for the best possible care to all the patients 
in the practice. 

F. Fosters a team approach to healthcare
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Original medical record 

Evolution of the record systems‐ we have come a long way

Original registry

Record and registry

Transport aircraft cockpit 

standardization = fewer 

accidents

Checklist Manifesto = better safety

Suitable 
applications in 
our offices= 
quadruple aim
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Successful offices: 
where team members work to the top of their license

• Goals that are defined and patient centered

• Strong leadership with support and coaching as tools for staff 

• Resources for the needs of the work

• Communication that is clear and concise

• Culture that supports quality improvement

• Empanelment to make the necessary practice team changes

• Rewards that are tangible to staff and to the patient
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Evolution of the health care team‐ a necessary improvement

Value in team based care‐ collaborate to 
foster knowledge translation

• Practices maximize the use of the full skillset of key 
staff such as MAs and RNs to enhance patient care 
and increase efficiency and effectiveness.

• Teams now manage complex, multi‐problem patients 
with behavioral health issues and complex drug 
regimens. This requires taking on new functions that 
improve clinical quality, patient experience, and job 
satisfaction

• Everyone on the team works together to partner with 
the patient for the best possible outcome.
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Value 
proposition

Contact me first for

Comprehensive

Continuous

Coordinated Care

What is Population Health?

The health of a population 
as measured by health 
status indicators and as 
influenced by social 
economic and physical 
environments, personal 
health practices individual 
capacity and coping skills, 
human biology, early 
childhood development, 
and health services.

Dunn and Hayes
1999

Conceptual 
framework for 
thinking about why 
some populations are 
healthier than others 
as well as the policy 
development, 
research agenda and 
resource allocation 
that flow from this 
framework.

Young  1998

Includes health 
outcomes, 
patterns of health 
determinants, 
and policies and 
interventions that 
link these two

Kindig and 
Stoddart
2003

Kindig D. Understanding Population Health Terminology. Milbank Quarterly. Accessed at 
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2690307/
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Population Health Management

• Analysis and action

• Patient outcomes

• Identifying gaps in care and filling those gaps

• Manage care and engage patients

• Institute for Healthcare Improvement (IHI):  the work by healthcare 
organizations to improve outcomes for individual patients to 
maximize the health of the population.

• And so much more

True Population 
Health 
Management

Requires a 
collaborative 
strategy between 
leaders in 
healthcare, politics, 
charity, education 
and business (RWJF, 
2014)

Physical/Environmental
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Most health care is not acute

• Risk stratification of patients to assist 
with current priorities. 

• Be proactive and organized. 

• Patient centered

• Team oriented

• Start with an easy achievable 
workflow change to assess the 
team and courage for the work

• Build on successes

Focus initially on a few important things first
• 81 Quality Measures  Value‐Based Contracts
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Creating standardized workflows: 
Focus on making it easy to do the right thing

• Standing orders

• Data retrieval for chronic conditions (labs and specialist notes and 
tests), gaps in care (USPSTF, insurance driven), previsit preparation 
(labs, tests, specialists notes), post hospitalization (medication lists, 
discharge summary, all tests, consultants notes, OR notes), post ED 
visit (notes, labs, tests, consults).

• Registries of diseases: hypertension, diabetes. 
• A list of patients‐ their condition‐ their key measures

• Standard screenings

• Ask the question of why to frame the visit

Be proactive, not reactive whenever possible
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Poll Question 2

How many are using standing orders?  For what kind of care mostly?

A. Immunizations

B. Standard testing in chronic diseases

C. Orders for health maintenance tests

D. Disease diagnosis

E. Disease treatment.

F. Not using standing orders. 

G. Most of the above situations. 

Standing orders
a special case of written physician’s orders

• A standing order is an order conditioned upon the occurrence of 
certain clinical events. 

• all the patients who meet the criteria for the order receive the same 
treatment. 

• A common use of standing orders is in public health clinics that treat 
specific diseases. 

• A venereal disease control program will use the Centers for Disease Control 
(CDC) protocols for antibiotic dosages. Once the specific venereal disease is 
identified, the nurse administers the antibiotics as specified by the CDC 
protocol and authorized by the physician directing the clinic. In this situation, 
the CDC protocol is a standing order from the medical director, and the 
conditional event is the diagnosis of a specific venereal disease.

Standing Orders: Leubner J, Wild S. Developing Standing Orders to Help Your Team Work to the Highest Level. 
Fam Pract Manag. 2018 May‐June;25(3):13‐16.
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Standing orders: vaccinations: 
www.immunize.org/standing‐orders/

Standing orders: vaccinations
a great place to start

www.standingorders.org to improve vaccination rates
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Office Example for Vaccinations

• Initially Run a report in your EHR
• People aged 65 and no Prevnar or Pneumovax. 

• Call all patients with neither vaccine in for an Annual Wellness visit.

• Flag rest of the charts with the reminder.

• Let your standing orders for pneumonia vaccination happen. 

Run report on regular cycle to catch opportunities that slip through.

Standing orders: other office situations

• Dysuria
https://cepc.ucsf.edu/sites/cepc.ucsf.edu/files/Standing%20Order%20‐%20UTI.pdf

• Medication refills
https://cepc.ucsf.edu/sites/cepc.ucsf.edu/files/Standing%20Order%20‐%20Med%20Refill.pdf 

• Ordering Mammograms
https://www.sfhp.org/files/Standing_Order_for_Mammogram.pdf

• Ordering Colon Cancer Screening
https://www.sfhp.org/files/Standing_Order_for_the_Colorectal_Cancer_Screening.pdf

• Ordering routine care including A1c, microalbumin in diabetics
https://cdn.ymaws.com/www.ohiochc.org/resource/resmgr/imported/Diabetes_Standing_Orders.pdf

• RN led AWV in Primary setting
https://scholarworks.gvsu.edu/cgi/viewcontent.cgi?article=1019&context=kcon_doctoralprojects
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Are Standing Orders Effective? Yes they are!

• Based on a review of 29 studies (1997 – 2009) that examined 
standing orders either alone or combined with other activities, the 
Community Prevention Services Task Force found:

• Standing orders were effective in increasing vaccination rates when 
implemented in a range of clinical settings, among various providers and 
patient populations

• Standing orders were effective for vaccine delivery to children (universally 
recommended vaccinations) and adults (influenza and pneumococcal)

• www.thecommunityguide.org/vaccines/standingorders.html

Preventive services 

• HEDIS

• MSSP Quality

• Commercial contract 
metrics for bonus

Leverage the data and the lists to your advantage

Blood sugar
Mammogram
Immunizations
Well child care
Colon cancer screening

Demo, no PHI included
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Registries: allows you to build evidence within the practice

• Lists of your patients with a clinical issue that has potential long 
lasting consequences. (patient with diabetes, pt. with CHF)

• Proactive management of your entire patient panel by reviewing 
data and results on a regular basis (immunizations by age)

• When new medication or recommendation available, able to call in 
and deploy for patient (Hodgkin's post radiation patients for thyroid 
and breast issues)

Bagley, B; Mitchell J. Registries made simple. Family Practice Management. 2011 May‐
June;18(3):11‐14.

Previsit preparation as part of planned care

• Remind and retrieve all labs and test results prior to appointment. 

• Retrieve all consultation communication prior to appt. 

• Review immunizations against the standard, especially for well child, 
to ensure you have in stock and available. 
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Real life wins

• 68 year old male comes in for Transition of Care visit. 

• Post lumbar laminectomy

• MRI of back done just prior to procedure, retrieved by staff for 
review per protocol. 

• In reviewing the study prior to seeing the patient, there is note of a 
5.6 cm abdominal aortic aneurysm. 

• Reviewed with patient if this had been shared, consult done?
• Answer was no. 

• Called vascular surgeon who saw patient next day and operated later 
that week. 

Visit preparation- to augment the previsit prep

“This form is to help organize and direct your encounter today 
and will be shredded next week.” 

1. Any new health/life issues that have occurred since your last visit
• Hospitalizations, ED visits, Deaths in family, Changes in status

2. 3 most important health issues you wish provider to 
review/discuss today.

3. Medications which require refills today or in next 3 months. 

4. Providers or new specialists who you have seen since your last 
visit

5. Any other important pertinent information. 

Form with specifics filled out by patient and given to MA when called back. 
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Visit Execution 
prior to clinician and planned care

• Confirm reason for visit and other priorities: document

• Vital signs (wt (BMI), bp, pulse, each visit; height yearly. 

• If BP is higher than 140/90, then a repeat BP will be performed prior 
to clinician visit (or by physician)

• Immunizations by standing order.

• Tests that are due or late, by standing order.

• Call for any labs or tests still not received from previsit prep

Poll Question 3

Does your office call patients who do not call you?

• Yes

• No 

• I do not know

• Why should we?
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Outreach to patients who do not reach 
into your office

• Immediately post hospitalization, especially if you get notifications

• Post emergency room visit

• When office receives abnormal lab and/or test results

• When insurance companies identify health maintenance gaps in 
patient’s care

• On attributed list but not seen

• Not seen in 2 years

Outreach to patients who do not call you 
proactively

• Receive refill request and patient not seen in office in last 6 or 12 
months, depending on their medical issues.

• Registry review:
• Patient with diabetes, but no A1C in over 9 months. 

• Patients on statin medications. 

• Patient whose last BP over your “normal” and not returned in x months.
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Leverage resources to support 
patient needs and education

• Do not be limited by your four walls. 

• Consider care management, if not already doing.

• Support patient with regular touchpoints, 
especially high risk patients 

• Use resources from your local community or The 
EveryOne Project

• Provide information on the patient’s reading level, 
in the patient’s language of choice to assist in their 
understanding and self management of their 
chronic health issues. 

Health disparities‐ The Everyone Project‐
https://www.aafp.org/patient‐care/social‐determinants‐of‐health/everyone‐project.html
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Patient handouts for education and to help 
with your planned care action plan

• Wide range of topics

• www.familydoctor.org‐ has Spanish and English at a 5th grade reading 
level. 

• Prepared stock in Electronic record

• Customized to your office’s protocols and “standards”

AWV- annual wellness visit: 
planned care for your patient population
100% coverage by insurance

• Outreach to your patients with the highest acuity of need

• Use standing orders to get immunizations and care gaps filled.

• Create a personalized care plan to inform and engage patient in their 
own care

• Depression, falls, alcohol screenings. 

• Chronic disease gaps filled such as A1c, diabetic eye exams

• Assess for social determinants of health
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Practice Recommendations ‐ AWV in 11 easy steps

• 1. Perform Health Risk Assessment (HRA) including falls risk

• 2. Review history (Past Medical Hx, Family Hx, Social Hx, Meds/Allergies) 

• 3. Update Care Team 

• 4. Exam (HT, WT, BMI, BP, vision, hearing) 

• 5. Dementia Screen if appropriate and necessary

• 6. Depression/mood disorder screen (PHQ2, PHQ9) 

• 7. Safety/functional abilities screening 

• 8. Review preventive services, provide beneficiary with referrals and written plan 

• 9. Review risk factors and treatment plan (written plan) 

• 10. Initiate appropriate referrals 

• 11. End of life care (IPPE‐ info/discussion only) (AWV ‐Advanced Care Planning add‐on)
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Proactive questions/care/education

How many of these factors do you ask 
about?
How many do you screen for?
Do you specifically ask and document 
around social and economic factors?
Do you have local community resources 
readily available?

Standardization=Planned Care
Summary 

1. No quick fixes‐ start small

2. Workflows matter!
Standing orders and use EHR for lists

Pneumococcal vaccination 
optimization

3. Team optimization‐ all work

4. Let technology help support

5. Concentrate on the most 
vulnerable

Stress resilience enhancer‐

so you will not miss care, quality

Demo: no PHI included
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Contact Information 

Additional readings: Sinsky C, Bodenheimer T. Powering‐Up Primary Care Teams: Advanced Team Care with In‐Room 
Support. Annals of Family Medicine. 17 (4), July/Aug 2019 pp367‐371

Planned care: Your patients will thank you and so do I.
bjaffe@aledade.com

Questions
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