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So, what am I really talking about?

Using existing physician relationships to 

improve cost, quality, and patient 

satisfaction.
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• Hospitalists 

• Physician Managers

• Outpatient Physicians
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Hospitalists

Consider employment, incentives to 

motivate inpatient physicians to work 

towards YOUR goals

• Lower cost per case

• Improved LOS

• Transitions

• Quality

• Citizenship



Hospitalists can drive quality AND efficiency
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• Northern Virginia Hospital

• Hospitalist program in 2nd year – Intercede 

Health managed with employed physicians

• Focus on quality

• Discharge audits

• Elimination of unnecessary consults

• Hiring of quality doctors

• Hospitalist University training program

• Incentive alignment

Focus on quality delivers 

lower cost and length of 

stay:

LOS=3.2

Annual savings of $5MM

Payback ratio of 3.5:1



Hospitalists & Quality
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Insert Crimson dashboard here



Ensuring Quality, Satisfaction
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Ensuring Quality, Satisfaction
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Ensuring Quality, Satisfaction
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Ensuring Quality, Satisfaction
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Physician managers

Maximizing the effectiveness of 

physicians in non-clinical roles

• Reviewers (bed status)

• Physician Advisors

• Chief Medical Officer

• Case Management 

Physicians



Physician Managers should drive results
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Physician Managers should drive results
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• 17.5% reduction in Medicare LOS

• 10.3% reduction in all payer LOS

• 11, 735 bed days saved

• 12.9 Million in estimated savings



• Right level of care, at the right time

• Appropriate length of stay

• Post-discharge planning & communication

• Physicians talking to physicians
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Physician Managers: Quality & Satisfaction
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Outpatient physicians

Rethinking high-risk patient care to meet 

the demands of the new healthcare 

environment
• ACOs 

• Readmission Penalties

• Living on Medicare margins
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Patient 
Centered 
Medical 
Home

Patient 
Centered 
Medical 
Home

Post-
discharge

•30 days

•Low frailty

Transitional

•6-9 months

•Complex, 
chronic 
conditions

High-risk 
medical 
home

•Failing in 
PCMH

•High frailty

1               2               3              4               5              6              7               8               9  10

1 = Independent, mobile, healthy.

4 = Independent, mobile (will usually 

get to clinic appointment), family 

support, 

6= Lives alone or with limited support, 

chronic disease mostly under control, 

but recent acute exacerbation/acute 

care episode, new medication

8= Chronic disease with co-

morbidities. Confusion about 

medication, diet, little family support, 

new diagnosis

10= Chronic disease with co-

morbidities.  Little or no family 

support, poly-pharmacy, mental 

confusion.  Needs intensive care and 

constant follow-up

Different populations = different outpatient needs



Telephonic 

Management

Care Team & 

Coordination

Coaching & 

Education

HRAs, Stars, 

Screenings 

&sments

Medication 

Reconciliation

Rethink care delivery for high-risk patients

Extensivists, 

High-Risk 

Medical Homes

•Post-discharge

•30-day

•PCP access an issue

•Transitional

•Moving from “generally well” to 

“generally sick”

•7-9 months’ average

•New onset

•Major life change

•End of life

•High-Risk Medical Home

•Unstable, unmanaged

•Complex, chronic conditions

•Frail

•COPD, CHF, Diabetes, HTN, CAD, 

Renal
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Patients •Generally well
•0-3 chronic conditions

•Generally sick
•5+ chronic, complex conditions

Care Plans •Population Based
•Self-management
•Prevention

•Individual, patient based
•Care coordination
•Condition stabilization

Volumes •2000 patients per provider •250 patients per provider

Visits
•2-3 per year
•15 minutes average

•1-2 per month
•30 minutes -1 hour average

PCP Medical Home High-Risk Medical Home

Designed for the patients who “fail” in a typical PCP environment

These patients need MORE time, MORE coordination, MORE care

High-Risk Medical Home compared to PCMH



Example cost & utilization savings
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- Admissions-Acute
- Prior 12 months: 1,574 admits/k
- HRMH: 1,034 admits/k (34% reduction)

- Admissions-ER
- Prior 12 months:    851 admits/k
- HRMH:    542 admits/k (36% reduction)

- PMPM-Inpatient
- Prior 12 months: $1,438 
- HRMH: 1,017 ($421-29% reduction)

- Medical Loss Ratio
- Prior 12 months: 132%
- HRMH: 108% (23% reduction)



Metrics:  Sample Quality/HEDIS Dashboard
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High Patient Satisfaction
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• Experienced Clinicians—”Extensivist”

• Time with Providers

– Initial visit and first follow-up scheduled for 1 to 1 ½ hours, follow ups 30 min or 
more

– Frequent scheduled clinic visits

– In-between visit calls 

– 24/7 access to physician

• Convenience of in-office procedures & treatments

– IV Lasix, IM/IV steroids, IV Saline, Neb treatments, Insulin initiation

• Reduced Barriers to Care

– No office-visit copays

– Transportation coordination

• Management & Coordination of all health services

– Prescriptions and refills

– As-needed specialist referrals  (for complex problems/specific procedures)

– As-needed home health, rehab

• Participation in Care

– Information about condition and treatment choices

– Development of long-term care plan 

– Self-management tools and education
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Questions & Discussion


