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EDITOR’S PAGE

The WWAMI Program In Laramie
Is Undergoing Changes

BY ROBERT MONGER, MD

recently had the pleasure of attending the WWAMI White
Coat Ceremony in Laramie for the brand new first year Wy-
oming medical students and it was an incredibly fun and
inspiring event. The 20 students in this year’s class come from
11 different towns from all over our state, and they are smart,
funny and enthusiastic. All 20 students offered admission to
this year’s class accepted, and for the first time in Wyoming
WWAMI history no students were taken from the alternate list.
We're very lucky indeed to have such great students entering
our profession.
The WWAMI
medical education
program is chang-
ing rapidly these
days, particularly
with respect to its
robust new curricu-
lum, but it is facing
a critical space issue
that needs to be re-
solved for the pro-
gram to maintain
its accreditation
and commitment
to excellence. We’'ll
need your help with
the Legislature to
make this happen.
Back in the day
when I was a medi-

of medical school.

be in a classroom four days per week, from 1 PM to 5 PM, with
almost all of that time spent participating in group discussions
and hands on projects. The curriculum also incorporates clini-
cal exposure from day one of medical school, and each student
is paired with a primary care physician with whom they’ll see
patients on a regular basis.

The new curriculum is designed to provide continuity of clin-
ical training throughout the first and second years of medical
school, and this is where the space issue becomes important.

All WWAMI states
except  Wyoming
train their first and
second year stu-
dents in their home
states before the
students go to Se-
attle for their third
year clinical rota-
tions, but it isn’t
possible to keep the
second year stu-
dents in Laramie
right now because
of alack of space.
The  Wyoming
WWAMI classroom

The incoming class to the WWAMI program are photographed during their white coat was designed in
ceremony in Laramie this August. The WWAMI program is in the process of going through
changes in hopes of keeping future physicians on their local campus for the first two years

1997 for a total of
10 students, and
it doesn’t meet ac-

cal student we

spent almost all of our first two years of medical school sitting
in classrooms listening to lectures and we had very little clini-
cal exposure until our third year. But the approach to medical
school teaching has changed a lot since then, and this year’s
first year students will be the first class participating in a new
“integrated” curriculum that is not lecture based but instead
emphasizes active learning, and that teaches blocks of informa-
tion in a way that integrates basic science and clinical informa-
tion at the same time.

In this new curriculum students learn most of the factual
material outside of the classroom on their own time using text-
books, videos and podcasts and spend very little time sitting
in a room listening to live lectures. But they’ll be scheduled to

creditation  stan-
dards for the 20 students who are currently using the space.
The classroom isn’t designed for the active learning that it will
need to accommodate with the new curriculum, and if both the
first and second year students stay in Laramie before going to
Seattle then there will be 40 students using an area that was
originally designed for 10.

In addition to improved classroom space the program also
needs a bigger gross anatomy lab (the current lab doesn’t allow
for prosections, for example), more administrative office space,
and a dedicated computer room as all medical school exams
will now be computerized.

There are several options under consideration for new
WWAMI facilities including new or remodeled space on the



UW campus or possibly partnering with Ivinson Hospital to
relocate the WWAMI program to the hospital campus, and UW
is working with an architectural consultant to help evaluate dif-
ferent options.

But new facilities are expensive. The University of Wyoming
Board of Trustees is asking the Wyoming State Legislature for
$5.3 million in the 2016 bud-
get for this project, and it may
well be that the final price tag
will be significantly more than
that. It is anticipated that
the Legislature will discuss
WWAMI space funding dur-
ing the upcoming 2016 bud-
get session.

The timeline for the new
curriculum is that the second
year students will remain in
Laramie starting in the fall of
2018, and in order for the new
WWAMI facilities to be ready by then it’s critically important
that the Legislature approve the UW funding request during
the 2016 budget session, and this is where you come in. The
WMS will be actively lobbying on this issue, but your legisla-
tors need to hear from you about how important the WWAMI

The WWAMI program is
facing a critical space issue
that needs to be resolved
for the program to maintain
its accreditation and
commitment to excellence.
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program is to our state and I ask you to contact them directly
about the issue. If you're not sure who to talk to or need more
information please contact Sheila Bush at the WMS office.

The WWAMI program continues to successfully produce
Wyoming doctors, and of the 16 Wyoming WWAMI students
who finished their residency training in June 2015, nine have
returned to Wyoming and are
now practicing in our commu-
nities. Four others are pursu-
ing fellowship training which
means that only three out of
those sixteen have elected to
not return to Wyoming. As
of August 2015, there are 79
WWAMI graduates practicing
in Wyoming.

It’'s great to have such
smart and enthusiastic Wyo-
ming students go through
the WWAMI program and if
you ever have the chance to attend a White Coat Ceremony
I would definitely encourage you to do so. Now we need the
Wyoming Legislature to appropriate funds to modernize the
WWAMI infrastructure in order to maintain this outstanding
program. @
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FROM THE DIRECTOR

Wyoming Medical Society
Looks at CME Accreditation

BY SHEILA BUSH

here are a few core competencies of medical societies
that remain the same regardless of staff size, member-
ship count, and location. We all were initially formed
with the sole purpose of representing physicians and their pa-
tients in a variety of legislative and regulatory environments.
Doctors wanted a voice, they wanted to come together and speak
as one recognizing that when compromise could be achieved
internally, the collective voice of doctors would have greater
impact in any setting whether that be at the local hospital or
the state Senate.
The Wyoming
Medical Society
(WMS) has over 110
years of being the
voice of physicians
in Wyoming. The
strength of the WMS
advocacy voice is due
in part to the number
of members within
our organization. In
order to maintain a
strong membership,
we strive to provide
benefits to our mem-
bers above and be-

If an effort to bring accreditation through the ACCME to the Wyoming Medical Society is
successful, the WMS may be able to accredit facilities in Wyoming by the middle of 2016.

Currently, Wyoming does not have an in-state CME accreditor.
The WMS Board of Trustees is intent on remedying this prob-
lem and reentering the CME accreditation space out of a sense
of obligation to our members, and stewardship to the state’s
greater medical community to ensure the availability of quality
CME programming.

WMS is encouraged by its conversations with the ACCME
and is working diligently toward a new partnership design
wherein multiple small state medical societies could join to-
gether to align
goals and combine
resources to more
affordably provide
CME accredita-
tion services.

This consor-
tium idea was one
that WMS initi-
ated and proposed
among the states
and was pleased
to see the warm
reception of the
idea both among
our sister states
and the ACCME.

yond advocacy. Con-
tinuing Medical Education (CME) remains an area of need for
physicians across the state, with Wyoming physicians needing
60 hours of CME every three years, and an area in which WMS
can play a key role.

Medical Societies have historically partnered with the Ac-
creditation Council for Continuing Medical Education (AC-
CME) to ensure quality in-state CME programming is avail-
able. WMS is committed to reengaging that partnership
with ACCME.

WMS was a recognized CME provider until 2008 when it be-
came too cost prohibitive to provide the service. At that time
the Colorado Medical Society (CMS) took over accrediting
CME providers in the state. Wyoming had one in-state facil-
ity authorized to accredit CME programming until late 2014.

Also, due to
my lengthy conversations with the ACCME to date, they have
tentatively asked me to head up a national focus group com-
posed of my state CEO colleagues to serve as a liaison group
between the state CEOs and the ACCME. Right now the AC-
CME is suggesting the accreditation process could be ready by
April of 2016.

If the solution comes to fruition the WMS would be able to
accredit hospitals for efforts such as grand rounds, and local
county societies who were interested in collecting CME’s for
their meetings.

While advocacy remains a pillar of WMS, we continue our
commitment to meeting the needs of our physicians in other
aspects of their profession. CME is just one of those aspects,
but one to which we are fiercely dedicated. @

Sheila Bush is the Executive Director of the Wyoming Medical Society. She is available at 307-635-2424 or at sheila@wyomed.org.
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¢¢I'm still basically a farm boy. ”°

WES HISER, MD SAYS AS HE LEANS BACK IN HIS OFFICE CHAIR,
FEET EXTENDED AND LEGS CROSSED.

ere sits the Godfather of the specialty outreach clinic
H in Wyoming in a dress shirt and brown Ariat boots

— with no embroidery to speak of - that suggest the
owner places a premium on steak over sizzle.

Hiser still runs nearly 200 registered cattle on pastures
around Casper and Fort Laramie. Toni Paget is the outreach
clinic medical assistant in Hiser’s Douglas clinic. She says
Hiser’s ranching background offers him a certain credibil-
ity in Converse County where his patients know he works as
hard as they do.

“Dr. Hiser is also a rancher himself, and therefore he has
a connection to his patients in a whole different way,” Paget
says. “He understands them and they trust him. These folks
like honesty without the candy coating.”

You would expect nothing less of the kid who grew up on the
farm in Piqua, Ohio, raising hogs before attending Ohio State
University, where he took a track toward becoming a veterinar-
ian. He says before enrolling in veterinary school he needed
three letters of recommendation from vets he had worked with.
When he asked the three if they would do it all over again had

they the chance, two of the three said no. Hiser said they based
their answers on the fact they felt they were always on-call. One
suggested he become a physician instead.

That advice has yielded him a career spent doing as much for
cardiopulmonary medicine in Wyoming as anyone, thanks to
his willingness to travel the state and develop a network of out-
reach clinics. For his service to the state, Hiser has been named
the 2015 Wyoming Medical Society Physician of The Year.

An unexpected career

The high school seniors of Newton Local High School in
Pleasant Hill, Ohio, might have gotten it right when they voted
Hiser “Most Likely to Succeed” in 1959. After medical school he
joined the US Army and worked with the 5th, 7th and 10th Air-
borne Special Forces in Vietnam, where he completed 34 para-
chute jumps, half of them coming at night. While he admits he
landed in trees about three times, he insists a jumper can see
better during a night jump than one would think.

Hiser won a Bronze Star and the Combat Medic’s Badge
for his service. Before leaving the military he decided to take
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Wyoming Medical Society Physician of The Year for 2015, Wes Hiser, MD has built Wyoming Cardiopulmonary Services into a well-respected

facility in Casper.

his career in a different direction — up. He applied to be an
astronaut through the Army’s aerospace medicine program
and Navy Flight Training Program. When the surgeon gen-
eral’s office refused his application because it was mistakenly
concerned that his enlistment would finish before he could
complete the astronaut program, he did the flight training
anyway and went to Kentucky
for residency.

Hiser said his time in resi-
dency at the University of Ken-
tucky in Lexington showed
him the value of outreach clin-
ics as he watched the school
do outreach into Appalachian
Mountain communities.

Building an

Outreach Network
Hiser came to Casper in

1976 after considering prac-

tices in Missoula and Idaho

Falls. He says at the time he

“¢ In the early 1980s he
pioneered the practice of
specialty outreach clinics
in Wyoming. Most of his
original outreach clinics are
operational today and have
thrived in his path. ””

LANNY REIMER, MD

wasn’t sure Casper would be large enough to sustain a spe-
cialty business, so he made some moves to begin a network of
outreach clinics. In 1977, he enticed his sister, Joan Brown, to
come to Wyoming and act as his practice manager. In 1980, he
used his experience in Kentucky to develop a model that would
draw patients back to his office in Casper, with the first clinic
set up in Newcastle. He says
he hoped to set up a sophisti-
cated clinic, and in order to do
so he needed a higher patient
population.

“It was a competitive edge,”
Hiser says of his clinics. “Over
the years there was out-mi-
gration of patients to Rapid
City, Billings, Salt Lake, and
Denver. In order to have a
population to support a full
fledged cardiac medicine pro-
gram in Casper, Wyoming, the
Newcastle Physician clinics would have to be a big
part of it.”
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Casper physician Hiser looks over records in his office on First Street in Casper.

He now has clinics in Buffalo, Gillette, Douglas, Wheatland,
Lusk, Riverton, Lander, Rawlins, Thermopolis and Worland.
He says he previously had clinics in Sundance, Newcastle
and Sheridan as well. He now has seven partners, as well as
three physician assistants or nurse practitioners. He estimates

60 percent of his patient
load comes from the out-
reach clinics.

“In the early 1980s he pio-
neered the practice of spe-
cialty outreach clinics in Wy-
oming. Most of his original
outreach clinics are opera-
tional today and have thrived
in his path,” Newcastle physi-
cian Lanny Reimer says. “Wes
is the family doctors’ specialist
and generalist. Every patient’s
workup is complete, and he
addresses their cardiopulmo-
nary problems as well as he
identifies and considers their
general medical problems like

no other specialist.”

€€ 1 feel my career has been
very rewarding. We can go
in and help people who have
had heart attacks and other
1ssues and improve their
lives and their function.
That has been very
rewarding. *”

WES HISER, MD
2015 WMS Physician of The Year

Reimer nominated Hiser for the Physician of the Year
award, pointing out Hiser taught physicians in Newcastle how
to do intravenous thrombolysis to treat acute myocardial in-
farction before the procedure was available in surrounding

major hospitals.

Nicholas Stamato, MD
also nominated Hiser for the
Physician of The Year award.
Stamato writes, “His role in
the care of patients reaches
nearly every corner of Wyo-
ming. Hiser was the driv-
ing force in the growth of
Wyoming Cardiopulmonary,
P.C. and of the cardiac pro-
gram at the Wyoming Medi-
cal Center.”

Hiser says he received no-
tification of his winning the
award from longtime friend
and colleague Marion Smith,
MD of Torrington. In addition
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Wes Hiser, MD came to Wyoming after growing up a farm kid in
Ohio and nearly became a veterinarian. Hiser was named the 2015
Wyoming Physician of The Year by the Wyoming Medical Society.

to being a member of the WMS Board of Directors, Smith was
also a student of Hiser’s at one point.

The résumé remains impressive and includes fellowships
at the University of Colorado and The University of Colorado
Medical Center. He is board certified by the American Board
of Internal Medicine. Hiser was adjunct faculty at the Lincoln
Memorial University’s DeBusk College of Osteopathic Medi-
cine, as well as a clinical associate professor of internal medi-
cine at the University of Utah. He has been named to the board
of Wyoming Medical Center as well as a part of the Governor’s
Task Force for Emergency Services.

He says he still likes to fix things (his daughter once surmised
his work was akin to a plumber for the heart) and although
the all-nighter on top of an all-day rotation is getting a little
harder, he still handles it all right. At the end of the day, he is
proud of his place in Wyoming medicine and has no interest in
slowing down.

“I think we developed a very good program from the time
we got out here when medicine was not very sophisticated,” he
says. “I feel my career has been very rewarding. We can go in
and help people who have had heart attacks and other issues
and improve their lives and their function. That has been very
rewarding.”

When he isn’t on the road to a clinic or in the office Hiser
spends much of his time at the ranch or with his cattle near
Fort Laramie. He has six children and a stepson, the youngest
of which starts at Kelly Walsh High School in Casper this year
— the only not to attend Natrona County High. He also has a
nephew who comes out in the summers to help with the ranch.
Hiser calls him a “good hand,” though it is clear he isn’t about
to leave all the fun to the young guy.

“I think of myself as a cardiologist/rancher.” L

Your best choice is the hospital that’s built around
patients, not investors. our neurosurgeons, including Dr. Don
Penney, not only heal patients with life-threatening injuries or illness, they
treat life-limiting back and neck pain to get you back to the life you want to
live. The team at Wyoming Brain and Spine Associates believes patients
deserve personalized care that fits their lives, and they will work with you to
pick the best course of treatment — even if it's not surgery. We're not like for-
profit hospitals that are built around investors. Everything we do, including
providing the best trauma care and surgeons, is built around you.

Wyoming Brain
and Spine Associates
Wyoming Medical Center

Tell your doctor you want to go to
Wyoming’s best brain and back
surgeons. Contact us at (307) 266-2222
or visit WyomingMedicalCenter.org/whsa

Built around you



PRIMARY CARE IN WYOMING

The Changing Face of Primary Care in Wyoming

James Bush, MD, is the Medicaid Medical Director for the State of Wyoming, which has begun its own PCMH program for Wyoming physicians.

hile the concept isn’t new, the high profile afforded

to Patient Centered Medical Homes (PCMH) by

the Affordable Care Act is. PCMHs are being em-
braced by practices that say they have done this work for years,
as well as public payers. However, they hope to be paid for their
efforts through third party recognition.

The concept has its detractors as physicians and practices
say the process could be ironed out, and private payers still
seem undecided on an exact formula to reimburse practices
willing to make the leap to become a PCMH. However, the
theory that maintaining a medical home helps keep costs down
for patients and payers alike seems universally agreed upon.

“To the extent that the PCMH is able to coordinate the care
for our members, it should improve the quality of care, acces-
sibility of care for our members and may improve the costs as-
sociated with providing care to our members,” says WINhealth
CEO Stephen Goldstone.

What is a PCMH?

The National Committee for Quality Assurance (NCQA) is a
non-profit dedicated to improving health care. It is also one
of the leading organizations in the certification of PCMH’s. It
defines the PCMH as a way of organizing primary care that em-
phasizes care coordination and communication to transform
primary care into “what patients want it to be.” It claims medi-
cal homes lead to higher quality and lower costs, and can im-
prove patients’ and providers’ experience of care.

The Agency for Healthcare Research and Quality (AHRQ),
a division of the US Health and Human Services Department,
defines a medical home not simply as a place but as a model

of the organization of primary care that delivers the core func-
tions of primary health care. The medical home encompasses
five functions and attributes:

« comprehensive care (accountable for meeting the
majority of a patient’s physical and mental health
needs, including chronic care and wellness);

« patient centered (relationship-based care with an
orientation on the whole person);

» coordinated care (medical home coordinates care
across all specialists, and hospitals), accessible
services (open scheduling, enhanced in-person
hours) and;

« quality and safety (evidence-based medicine and
clinical decision support tools).

The concept suggests using a PCMH will result in less dupli-
cation of services and an emphasis on getting patients to the
appropriate setting for their care. On its website, NCQA has
a list of studies that supports the theory. NCQA has a list of
studies on their webpage which support the theory. One 2012
study said PCMH-treated adults and children had 12 percent
and 23 percent lower odds of hospitalization, respectively, and
required 11 percent and 17 percent fewer emergency depart-
ment services, respectively, than non-PCMH patients.

“PCMH is not a new model,” says Phyllis Sherard, PhD., of
the Wyoming Institute for Population Health (Institute). “It
was created in the 60’s by the AAP as a best practice for pedi-
atric care. The model is still used in pediatrics, bit it has been
slow to spread.”

The PCMH model organizes workflows so everyone in a clin-
ic works to the top level of their license, meaning nurses aren’t
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“¢ To the extent that the PCMH

taking phone calls and physicians see patients. Terry Johnson,
the practice manager for Babson and Associates in Cheyenne,
said this requires more accountability by those in the clinic,
but also makes workflow go smoother. He says Babson and
Associates achieved Level III PCMH status in July of 2013 af-
ter starting the process in 2011 with facilitation supported by
Cheyenne Regional and the Southeast Wyoming Preferred Pro-
vider Network. He said the PCMH model meant changes to the
day-to-day duties of everyone in the office, which have been
for the better. The clinic also promptly advertised their NCQA
recognition and can claim the well-deserved “bragging rights”
in their marketing materials.

“The restructuring of work flows and load has greatly im-
proved the speed that care is delivered in our clinic,” he says.
“The clinic is real-time with appointments; referrals and pre-
scription refills. When the patients leave the clinic, office notes
are signed off, referrals are completed, supporting notes are al-
ready sent and labs/x-rays are received and reviewed with the
patients. We finish today’s work today and allow our providers
and staff to have better quality of life when they go home.”

How to achieve PCMH status

According to Greg O’Barr, Director of Business Develop-
ment for the Institute for Population Health, the $14.2 mil-
lion Healthcare Innovation Award the Institute received was
dedicated to expanding medical neighborhoods across Wyo-
ming. Part of that effort involved helping practices to become
PCMH’s. Since 2012 it has helped 27 Wyoming clinics (rep-
resenting 50 percent of primary care providers) attain a level
of PCMH status, working through the nearly 168 areas where

1s able to coordinate the care
for our members, it should
improve the quality of care,
accessibility of care for our
members and may improve the
costs associated with providing
care to our members. ~”

STEPHEN GOLDSTONE
WINhealth CEO

documentation is needed for NCQA recognition. O’Barr said
the Institute offered PMCH transformation coaches, as well as
gap assessments and modules to work with practices. Certainly,
O’Barr says, clinics can go online to walk through the process
on their own, but he believes working through the Institute of
Population Health can shave 15-20 months off the PCMH ap-
plication period. Highly motivated clinics can achieve PCMH
recognition in as little as 18 months, but 24 months is more
realistic. While the Innovation Award ended June 30, 2015, the
Institute is in the process of developing a pricing structure to
enable them to continue to provide transformation assistance
to the remaining 50 percent of primary care providers.

Maintaining any help available will be important to the fu-
ture of PCMH in Wyoming as the process is lengthy. Johnson
says among the practice community, the PCMH is known as
the “paper centered medical home” because of the onerous
process for accreditation. He says clinics seeking the classi-
fication can expect to provide evidence that they have imple-
mented every requirement of a PCMH in order to secure rec-
ognition by the NCQA. He adds that any clinic attempting to
attain PCMH status should prepare to have their every process
dissected by NCQA.

Tonya Bartholomew, clinic manager for the Platte Valley
Medical Clinic in Saratoga, says it took her 12-18 months to
complete the NCQA application, which included uploading
around 150 documents to support the application. She credited
the community medical foundation in Saratoga for providing
funds to hire a patient care coordinator at the clinic to perform
care management, which she called the meat of the PCMH
model. Even with help from the Institute of Population Health,
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The Changing Face of Primary Care in Wyoming

there were challenges such as a lack of a clinic coach to extract
documentation from the clinic’'s EMR. Wyoming’s failure to
develop and launch a statewide Health Information Exchange
actually cost the clinic points towards its PCMH certification.

Goldstone says WINhealth has also gone through NCQA cer-
tification process, and while he considers NCQA certification a
good validation measure, he agrees it is arduous and would like
to see the process change its focus.

“These processes tend to be process-oriented - do you have a
process in place for doing this or that?” he says. “For all of our
benefit we need to become more outcome-oriented. Are we im-
proving the patient population health we serve? Are we mak-
ing healthcare affordable? We can’t keep adding costs on top of
costs unless there is some benefit on the other end.”

The Public Payer’s Perspective

James Bush, MD, Medicaid Medical Director for the State
of Wyoming, helped develop a PCMH program for the state’s
Medicaid program. He says for a physician or practice in Wyo-

ming to enroll in the Medicaid PCMH program, they must sign
a survey put out by the NCQA, pull continuity of care docu-
ments on at least 50 percent of the Medicaid patients they see
in a month, and at least once a quarter submit clinical mea-
sures into a state level registry. Bush says the measures are the
same being used for meaningful use, in hopes of not duplicat-
ing efforts where possible.

The payoff for practices participating in the state’s Medic-
aid program is a $3 payment per Medicaid patient per month
whether the client has been seen that month or not. Bush says
that number will likely increase as the program matures, as he
expects the high-performing practices to receive $6 per patient
per month in year two of the program, pointing out it is impor-
tant to reward physician practices for improved care. Bush said
the program rolled out in January 2015 and has four practices
onboard with 29 others now eligible and going through some
level of NCQA accreditation.

Bush says the metrics Medicaid is receiving are helping them
to suggest prevention screenings to physicians. Based on the

Blue Cross Blue Shield has rolled out its MediQHome Program in Wyoming and offered this graphic to explain its process.
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numbers Medicaid has received through PopHealth, 8,709
of 9,993 adults in Medicaid have received their tobacco use
screening and intervention in the first quarter.

“I think the biggest thing we will be able to see is they will
be able to track quality over time,” Bush says. “We were tasked
with coming up with a system for value-based purchasing and
rewarding quality medicine versus quantity medicine. You are
being paid more for better
care. That is very, very excit-
ing and rewarding.”

The private payer
perspective

Bartholomew said when her
clinic was first approached
about being a PCMH by the
now defunct Wyoming Inte-
grated Care Network in 2012,
the pitch was simple - it is the
right way to take care of pa-
tients and there would be an
attempt to get payers to the
table to discuss increased re-
imbursement to clinics who
became PCMH’s. The Insti-
tute agreed to take on that
role, which Bartholomew said
was still a work in progress.

Currently, WINHealth of-
fers a per-member-per-month
payment for patient manage-
ment. WINhealth CEO Ste-
phen Goldstone said he re-
members discussing a system for compensation in 2013 with
the Platte Valley Medical Clinic over dinner in Saratoga, rough-
ing out a compensation plan on the back of an envelope. He
said his company receives data from clinics such as Platte Val-
ley in hopes of impacting changes in population health. How-
ever, he said WINhealth isn’t seeing much in the way of cost
savings yet.

“At the end of the day, what will these do to improve the
health of the population they serve?” Goldstone asks. “Just
to add a patient management for a fee-for-service we already
pay is adding to our costs, and we aren’t seeing the offsetting
reduction.”

Dana Pepper manages population health and wellness at
WINhealth and says the company wants to see data (through

“¢ People aren't falling through
the cracks. There are
communications systems and
people are held accountable
for their responsibilities. The
processes are in place and
it is understood who needs
to do what. We are better
advocates to our patients.
They appreciate the level of
care we are offering them.

TONYA BARTHOLOMEW
Clinic Manager Platte Valley Medical Clinic, Saratoga

the PCMHs) on where clients seek primary health care, the bet-
ter to make sure it is the appropriate avenue and, by extension,
the least costly to WINhealth. She adds that practices, patients
and insurance companies can all make positive changes with
the appropriate data.

Blue Cross Blue Shield also pays on a per-member/per-
quarter basis to physicians and clinics that are either NCQA-
certified as a PCMH or those
that take part in Blue Cross’
version of a PCMH, the Med-
icQHome program. Accord-
ing to Wendy Curran, the
vice president of care delivery
and communication, Medic-
QHome offers physicians the
use of its MDInsight comput-
er software, which reports pa-
tient data to both Blue Cross
(for Blue Cross clients) and
the clinic enrolled in the Med-
icQHome (for all patients).

Curran says MDInsight
helps physicians understand
which of their patients would
benefit from things like
screenings and other preven-
9% tative measures. Curran said
the MDInsight tool also acts
as a population management
tool for NCQA certification
and earns providers points
toward that end. Curran also
said many of their larger
groups and self-employed clients are looking for ways to keep
their employees healthier and have gravitated to the data the
MedicQHome program provides.

“We think it is a good thing,” Curran says of PCMHs. “It
incentivizes providers, and helps to coordinate care. It starts
to move us away from fee-for-service payment system and to-
wards something that rewards the providers who reward out-
comes and quality measures. We believe the end result is po-
tentially cost savings for us and our members.”

While Blue Cross Blue Shield pays PCMHs whether they are
part of the MedicQHome or an accredited PCMH, she said her
organization’s clinical advisory group has discussed an interest
in incentivizing further the clinics which have become accred-
ited through NCQA and that is something that may happen in



the near future.

Kris Urbanek of Blue Cross Blue Shield’s Provider Services
said once they receive enough statistics, his firm might use the
data to increase patient education in a specific medical issue,
or offer additional resources to tackle the issue past care man-
agement. He said the hope for Blue Cross is to set the bar for
compensation of clinics high enough to offer an incentive to
participate and yet not too low that it won’t modify behavior
within the clinics.

What’s next

Sherard says there are advantages beyond just patient care to
a PCMH. She points out that patients are becoming more dis-
cerning consumers of health care as their insurance plans ask
them to pay higher deductibles. The PCMHs focus on wellness
and prevention should appeal to those trying to keep them-
selves healthy and out of the doctor’s office. She also thought
younger physicians might find working in a PCMH more at-
tractive due to the physician-led multidisciplinary team ap-
proach to care, which offers them more time for work-life
balance, and has the added advantage of helping to mitigate
the physician recruitment and retention challenges Wyoming
continues to face.

“Younger providers are reluctant to to be on call 24-7,”She-
rard says. “They want a balance in their family and work life
and take as many call as they want to. They are looking for a
practice that has a care team that can help carry some of the
low-risk patient load, allowing physicians to see the highest-
risk patients.”

While there are issues with the process, it is hard to find
someone who doesn’t agree with the basic tenets of PCMH -
give the patient one central place to receive their health care
and have that place communicate with any other providers to
coordinate care for that patient going forward.

“It is the right thing to do for the physicians, the clinics, and
the patients,” Bartholomew says. “People aren’t falling through
the cracks. There are communications systems and people are
held accountable for their responsibilities. The processes are in
place and it is understood who needs to do what. We are better
advocates to our patients. They appreciate the level of care we
are offering them.”

“The clinic was built on the some of the main core compo-
nents of PCMH: superior access to care, providing individu-
alized care, promoting wellness and chronic disease man-
agement with the assistance of interdisciplinary teams,”
Johnson says. o

Bhd

Answers

WE'VE GOT YOU
COVERED

- FIND OUT WHY WE ARE THE #1 REFERRED HOSPITAL IN WYOMING:

B0 WHEATLAND | 4

\
us
\( ‘\ SCOTTSBLUFF

ROCK SPRINGS i‘ "
91 \ T
( FLAMING \ )—
. \
ﬁ ) on ) gr LARAMIE _
— l 2 \ /

\ CHEVENNE

We know health issues can be confusing on knowing where to
go for the best possible treatment. Here in Wyoming we are lucky
to have some of the top surgeons in the nation for neurosurgical
and spinal care. We also offer focused specialties in general
surgery, gastroenterology, pain management, ear, nose, and
throat surgery as well as diagnostic imaging. Conveniently
located in Casper with outreach clinics covering Wyoming and in

Nebraska, we bring big city medicine to your backyard.

NEURO/SPINE SURGERY | ORTHOPEDIC SURGERY | DIAGNOSTIC IMAGING
GENERAL SURGERY | PAIN MANAGEMENT | OTOLARYNGOLOGY

MOUNTAIN VIEW
REGIONAL HOSPITAL

PHYSICIAN OWNED AND OPERATED

MVRHOSPITAL.COM | TF 866.543.2828
6550 EAST 2ND STREET, CASPER, WYOMING




PRIMARY CARE IN WYOMING

The Changing Face of Primary Care in Wyoming

Direct Primary
Care Begins to
Take Hold in

Wyoming

BY TOM LACOCK
Wyoming Medical Society

Kristina Behringer, MD shows off her new Direct Primary Care clinic in Cheyenne, Grasslands Medicine. Direct Primary Care is catching on as
a new philosophy where patients pay physicians direct instead of billing insurance through a subscription or membership model. In exchange,
physicians do not cap the number of times a patient sees them over the course of a month.

n an industry so dominated by insurance companies, a

form of primary care without insurance administration

is beginning to gain popularity as two more physicians
have recently opened Direct Primary Care (DPC) practices
in Wyoming.

DPC is a model of healthcare that has patients pay a physi-
cian directly and receive services with both parties agreeing not
to bill insurance. Contracts allow patients to see physicians as
often as they want or need to, and physicians receive the ser-
vice by subscription in some cases and ala carte in others.

What sort of physician is attracted to DPC?
Hint Health is a Membership Management and Billing Plat-
form for Direct Care, Direct Primary Care and Concierge Medi-
cine Providers based in the Bay Area. Michael Lubin is the vice
president of sales and marketing for Hint and says most DPC

physicians fit a similar profile. He says Hint’s primary clients
have hit a wall practicing in the insurance-based fee-for-service
world. He adds Hint’s clients try to improve their quality of life
and get away from feeling like they are working for insurance
companies instead of the patient.

That might describe the dean of DPC in Wyoming, Grace
Gosar, MD. The Buffalo physician practiced in Marbleton,
Powell and Buffalo in traditional family practice settings before
she broke away two years ago to start her own DPC practice.
She says she felt she spent most of her day faxing and making
requests to a third-party payer for permission on behalf of her
clients. It was a wall she couldn’t overcome — and a system she
decided she wouldn’t be a part of.

“One day I decided this is not right, I am not going to do it
anymore and I am lending my energies to something I disagree
with,” Gosar says.
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Kristina Behringer, MD hung out
her DPC shingle this May in Cheyenne,
leaving the Cheyenne Regional Medical
Center. She says her practice, Grass-
lands Medicine, came about through a
level of frustration over time being dic-
tated by quotas of patients seen or the
requirements of health insurance com-
panies. She says there is less stress and
points out she is “just a doctor” now
instead of worrying about billing codes
and how many minutes she can devote
to a patient.

“I am very happy because the stress
is gone,” she says. “It is a different type
of stress because I am running a busi-
ness, but as far as the medicine I am
practicing, it is much more gratifying
professionally. What we do is about re-
lationships with people. This allows us
to do that.”

“If this were about money, I could
have stayed at what I was doing,” said
Mike Tracy, MD who recently opened a
DPC practice. “I am turning 50 in a cou-
ple weeks. If you look at demographics

Mike Tracy, MD (left) and Bob Chandler, MD go over their day prior to seeing patients last
month in Powell. Tracy and Chandler recently opened 307Health in Powell.

of primary care physicians, there are
a lot of people in the age range of 50-
65 thinking about doing something
different.”

Powell’'s Mike Tracy, MD opened 307Health, along with Bob Chandler, MD in July. Tracy said he
likes the transparency of pricing that comes with the Direct Primary Care model, as well as
the opportunity to forge strong relationships, which is made possible by DPC.

Research by Direct Primary Care
Journal shows 60 percent of DPC phy-
sicians report the size of their patient
panels were less than 300. Eighty per-
cent of those in the DPC business are
family physicians and more than 8o
percent of DPC physicians operate in a
solo practice. Among the other 20 per-
cent is 307Health in Powell, where Tra-
cy and Bob Chandler, MD opened their
new facility at the end of July.

Tracy is coming off 13 years working
at Powell Valley Healthcare and said he
and Chandler expect to offer their new
patients their cell phone as the main
form of contact with their physician.

“If you are a patient in my new prac-
tice, instead of having an office phone
number that will yield you several hur-
dles clinically, every patient just has
my cell phone as the primary means of
communication,” Tracy said. “This way
the patient and I can decide together if
they need to come in for a visit or if they
don’t need to come in for a visit.”
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Payment model

There appear to be two common models in DPC - subscrip-
tion based and ala carte. Direct Primary Care Journal’s survey
of DPC practitioners suggested that 68 percent of fees inside
most DPC practices cost between $25 and $85 per month. Beh-
ringer and 307Health will each use a model that allows patients
to see their physician an unlimited number of times in exchange
for a monthly fee. Gosar said she used to charge $60 for 20
minutes and $120 for more than 20 minutes. She adds that she
issued an invoice the client could submit to insurance. She says
some did, particularly for preventative and wellness services
mandated by the ACA. However, submission of claims wasn’t
always an easy venture.

“If a client filed with in-
surance or Medicare, they
engaged the same tedious
system, and many had some
small understanding of how
the third parties behave and
why a person can go mad con-
stantly dealing with them,”
says Gosar.

Some DPCs require one-
year contracts. Direct Primary
Care Journal’s survey of DPC
providers suggests 53 percent
of DPC offices require cash/
debit/credit card payments
only. Tracy says his shop will
have a monthly membership
model as they believe it will
allow for better relationship
building. Tracy says part of
the reason for his interest in
leaving traditional primary
care is a lack of pricing trans-
parency. He also hopes to
convince payers to recognize
virtual visits whether it be via
phone or online.

“I think medicine lacks
transparency in terms of
its pricing structure,” Tracy to ].t.
said. “Restaurants post their
menus and customers make
decisions based on their pric-
es and I think medicine has

“¢ But right now with
Medicaid, clients are
accessing the highest-price
care (ER) with the least
continuity and preventative
managsment attached

GRACE GOSAR, MD

fought that in some ways because medicine feels like we need
to take care of people no matter the cost.”

For Behringer, the decision to go with a monthly cost has to
do with her interest in working with patients who would like to
be seen for chronic issue such as diabetes or weight manage-
ment and the pricing model that includes unlimited visits per
month allows for a deeper conversation.

“We are now discussing lifestyle and how to follow a plan
and takes time and it takes dialog and I never had that before.”

What sort of patient is attracted to DPC

According to Direct Primary Care Journal, there are some
similar characteristics of DPC patients. The industry tends to
attract its clients through low
monthly fees - generally mil-
lennials and generation Xers.

Gosar said she believes the
market for DPC is still being
defined, but from her experi-
ence in Buffalo, she said social
networks and younger users of
her service tended to gravitate
to the ability to make same-
day appointments online and
pay for services rather than
force them to purchase insur-
ance, or in some cases, notify
their parent’s insurance. Go-
sar said it took her a little over
a year to accumulate nearly
600 patients.

“In a college town like Lara-
mie, my client would be some-
one under 30 whose home
base for care may be wherever
they come from,” Gosar says.
“They would use this for on-
line scheduling, ease of access
and predictability of cost. I
would save that person a ton
of hassle and money, and they
would get in to see me, likely
within 24 hours.”

Perhaps few research the
concept of DPC as intensely
as Philip Eskew, MD. He has
put together DPC Frontier, a

Buffalo, Wyoming
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website he hopes will be a resource for those looking into DPC.
Eskew has recently finished his final year of family medicine
residency at the Heart of Lancaster, a practice in Pennsylvania.
Before medical school, Eskew was an attorney and has used
his education to advise state and federal lawmakers on DPC, as
well as sitting on the steering committee of the Direct Primary
Care Coalition.

He says DPC appeals to the price-conscious and pointed
out the toughest patients to attract to the DPC model are well-
insured with no copays and no deductible. He adds that with
the Cadillac Tax implementation coming up, he sees this as a
shrinking group.

“DPC physicians negotiate cash prices for MRIs, CTs, spe-
cialty visits, etc.” Eskew says. “But if it is more cost effective for
the patient to use his insurance policy for these referrals, then
that is what will be done. Typically the DPC fees do not count
toward the patient’s deductible since no insurance claims are
filed, but usually the DPC fees are so low this does not make
much difference.”

Gosar believes DPC may be one alternative to the state’s ef-
forts to grapple with uncompensated care and Medicaid expan-
sion. Gosar said setting up five DPC clinics around the state
and offering a public-private partnership with physicians to
see what would otherwise be a Medicaid patient at a negotiated
price would save the state money and add to the state’s payroll
while also allowing lawmakers the ability to put forth a solution
that is Wyoming-specific.

“They could spend a lot less than the $10 million than they
spent for hospital uncompensated care last year,” Gosar said.
“Logistically, it isn’t even hard. But right now with Medicaid,
clients are accessing the highest-price care (ER) with the least
continuity and preventative management attached to it.”

What’s Next for DPC
physicians in Wyoming?

As the state grapples with a new form of primary care in
DPC, there are several questions from a legislative stand-
point (see Healy column) that will be worked out with the help
of the WMS.

On a national level the Direct Primary Care Coalition has two
key components to its legislative agenda. The first is to ensure
a pathway for Medicare and Medicaid to pay doctors using the
DPC model in the same way another payer working with an
employer or a private payer would. Currently, Medicare does
not have a way to pay the fee. The other component of the DPC
agenda is making it easier to use HSA with DPC.

Tracy and Chandler have gone from physicians to interior

decorators as they open their new facility in Powell. Gosar has
recently shuttered her practice as she is receiving treatments
for cancer.

“One weakness in this model is that the solo provider has to
remain well,” Gosar said. “I got sick and that’s kind of ironic.”

Meanwhile, Eskew has completed his residency and will
open his own DPC clinic in Cheyenne later this summer. As
he gets his clientele built up he is working with correctional
medicine in Torrington.

Behringer’s traffic through the office is picking up, but for a
new provider the stress of purchasing everything from tongue
depressors to medical malpractice insurance — as well as act-

ing as your own medical assistant — is new.

“There is something sort of easy about pulling up, walking in
and your patient is roomed for you,” she said. “You just have
to do your thing and walk in and walk out. But there again, I
don’t think I could ever go back to that because I don’t have the
pressures anymore. I do have pressure in running the business,
though.” o
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Pharmacy Takes on a New Feel

BY TOM LACOCK
Wyoming Medical Society

hose being treated after normal business hours in the

emergency department at West Park Hospital in Cody no

longer must wait until morning to get prescriptions filled.
The facility has installed an InstyMed prescription vending ma-
chine just outside of its ED. The machine was placed there in an
attempt to allow ED patients access to a number of medications
when a pharmacy wasn’t available.

Hospital leadership says the machine stocks pain medications,
as well as antibiotics and albuterol inhalers. They suggest it gets
used fewer than 10 times per month presently.

“It is considered a service,” says Doug Wenke, West Park’s Di-
rector of Pharmacy. “We don’t do very much volume out of it. The
few items that are in there are the ones we designated as most
likely to use. There is at least a 72 hour supply of most medicines
to get patients to a point where they can get to a retail pharmacy.”

Bob Bang, InstyMed’s Vice President of Client Operations, says
the machine in Cody is the only one of his company’s 200 dis-
pensers in the state and he expects West Park to eventually open
its dispenser to include over-the-counter medicines such as Ty-
lenol. He adds that prescription compliance is a strength of his
firm’s machines, placing the national average of patients who fill
a prescription around 70 percent. He claims those who receive a
prescription through an InstyMed machine is closer to 9o percent.

Mary Walker, the Executive Director of the Wyoming State
Board of Pharmacy, said her group has no statutory authority over
the InstyMeds Machines. She says she is aware of four machines
that have been in Wyoming, including one in the emergency de-
partment at Torrington, the machine in Cody, and machines that
have been removed from Meeteetse and Baggs.

While they were not required to, Walker said the Board of Phar-
macy did meet with West Park and the Torrington Community
Hospital regarding their machines. She says the board had ques-
tions regarding how records were kept, how medications would be
labeled and who would check for outdated medication. She adds
there have been no reports of safety concerns of the machines to
the board.

The machine’s presence in Cody also keeps the hospital from
dispensing prescription medications to patients as they are dis-
charged from West Park. The machines are loaded like a newspa-
per box with pre-packaged medication in bottles. Menke says each
day West Park receives a report on what needs to be refilled and

InstyMed sends a new package of medication to be inserted into
the machine with bar-coded medication.

Providers who prescribe medication that can be retrieved from
the vending machine can do so through an online interface in the
ED and transmit a prescription to the machine, along with patient
insurance information. The physician also hands a voucher to the
patient which features a code on it with the medicine. The patient
enters the code into the machine for verification that it is the cor-
rect patient. If the transaction requires a copay, patients can use a
credit card reader on the machine and can do a pharmacist consult
through the system, should they decide it is necessary. The ma-
chine prints labels and attaches it to the medication bottle before
dispensing.

Wenke says West Park actually leased two machines and had
placed one machine at an outreach clinic in Meeteetse, which was
staffed by Banner Health. Wenke says the machine was stocked
with medication that was commonly prescribed by the on-site
physician. He added that usage of the machine was little and it
didn’t warrant keeping the machine there.

Anne Burns is the Vice President for Professional Affairs for the
American Pharmacists Association and says her organization is
watching the increase of dispensers and vending machines closely.

“In general, we support automation when it doesn’t disrupt the
relationship the pharmacist has with the patient for things like
questions about the medications,” she said. “We do have policy
that any automation that is used in dispensing process or in gen-
eral should be under control of the pharmacist and we have ques-
tions to make sure the pharmacist is available to the patient.” o
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The Shortest Distance Between
Physicians and Patients

The Legal Perspective of Direct Primary Care

BY NICK HEALEY
Dray, Dyekman, Reed & Healey, P.C.

irect: going the shortest distance from one place to

another; going straight without turning or stopping.

Many Wyoming physicians strive to practice as “di-
rectly,” as possible — providing patient care in the most ef-
ficient, “shortest,” way possible, without being “turned,” or
“stopped,” by third party payer pressures (eg. commercial
health insurers, governmental payors, HMOQ’s, third party ad-
ministrators of self-insured employer plans).

Increasingly Wyoming primary care physicians are evaluat-
ing whether DPC practices (sometimes called “concierge,” or
“retainer,” practice), can help them reduce these perceived
third-party payer pressures.

DPC models offer flexibility

DPC practices can resemble a “traditional” physician prac-
tice— the patient pays the physician directly for services provid-
ed. Retainer model DPC practices can coexist with traditional
commercial insurance, with practices charging a retainer fee
for inclusion in the practice, but also billing insurers for ser-
vices outside of the scope of the retainer agreement. Most DPC
practices encourage patients to obtain “wrap-around,” insur-
ance coverage covering services not covered by the DPC prac-
tice (such as specialty services) and/or catastrophic events (e.g.
hospital stays). It is important to note that membership in a
DPC practice, on its own, may not be considered “health in-
surance,” for purposes of meeting the federal Affordable Care
Act’s insurance mandates. However, the ACA does permit a
DPC practice plan, coupled with a complementary insurance
plan covering non-primary care services, to meet the man-
date’s requirements under some circumstances, and may be
offered on exchanges on the same footing as traditional health
insurance plans.

Co-existing with Medicare may prove difficult for a retainer
model DPC practice. In 2004, the US Department of Health
and Human Services, Office of Inspector General (OIG), is-

sued a special alert warning Medicare-participating physicians
about charging patients extra for items and services the OIG
considered covered by the Medicare payment for other ser-
vices. The OIG cited enforcement action it had taken against
a retainer-model practice that charged a $600 annual fee for
coordination of care with other providers, a comprehensive as-
sessment and plan for optimum health, and “extra time” spent
on patient care. The OIG alleged the physician had violated
his Medicare assignment agreement by charging the Medicare
beneficiaries extra for Medicare-covered services. However,
the OIG did not specify which of these extra services were cov-
ered by Medicare, or identify any other Medicare-reimbursable
services for which payment already covered some or all of these
services. This leaves physicians with no guidance as to what
Medicare truly covers, and what violates the physician’s Medi-
care assignment agreement. For physicians seeking to include
Medicare patients in a retainer-model DPC practice, opting out
of Medicare may be the only option.

DPC as “health insurance”
under Wyoming law.

One of the primary challenges retainer model DPC prac-
tices face in Wyoming is potentially being considered “health
insurance,” under the Wyoming Insurance Code, subjecting
the practice to regulation as an “insurer,” by the Wyoming In-
surance Commissioner. While the Wyoming Insurance Com-
missioner has not formally stated that he considers retainer
model DPC practices “insurance,” states such as Washington
and New Jersey have aggressively discouraged direct primary
care or “retainer,” medical practices by considering them “in-
surance.” Washington, for example, has required DPC prac-
tice to certify that they are financially prepared to deal with
the “risks,” of the practice. Similarly, West Virginia’s Insurance
Commissioner determined that a physician providing care for
a flat fee was operating as an unlicensed insurer.
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A retainer model DPC practice may fit the Wyoming In-
surance Code’s general definition of “insurance,” which is “a
contract in which one undertakes to...pay or allow a specified
amount or determinable benefit in connection with ascertain-
able risk contingencies.” A retainer model DPC practice, may
fit into this definition - a determinable benefit (the medical
services package) in connection with ascertainable risk con-
tingencies (whether the services are actually used and in what
amount) on both sides. More specifically, a retainer model DPC
practice fits the Code’s definition of a “prepaid health services
plan”, a subset of “insurance”
under which:

Any corporation which es-
tablishes, maintains or oper-
ates prepaid hospital medi-
cal-surgical or other service
plans or combination thereof,
in which hospital, medical-
surgical or other health
service may provide to its . "
members or subscribers by 1nsurarnce...
hospitals or physicians with
which the corporation has
contracted for that purpose,
is transacting insurance and subject to regulations and taxa-
tion as an insurer under this code.

In a retainer model, the practice could be considered “estab-
lishing, maintaining and operating” a “plan” by which it pro-
vides “health services” to its “members or subscribers”, with
the practice’s physicians contracted” with the practice to pro-
vide services. As of the date of this article, draft legislation is
being considered by the Wyoming Legislature’s interim Joint
Labor, Health and Social Services Committee to accept health
care providers providing routine health care services” under
a “retainer agreement” from the definition of “prepaid health
service plan” If that draft legislation is enacted, it could help
Wyoming retainer model DPC practices avoid regulation as
“insurers”.

Retainer model DPC practices can be struc-
tured to avoid regulation as “insurance”
Wyoming physicians can structure retainer model DPC prac-
tices to avoid regulation as “insurance,” by following guidelines
provided by other states’ insurance regulators. Maryland’s In-
surance Administration (MIA) has provided guidance to direct
primary care providers to avoid those practices being consid-
ered unlicensed “insurance”, suggesting that DPC practices

One of the primary challenges
retainer model DPC practices
face in Wyoming is potentially
being considered “health

implement (some or all of) the following measures:

« Annual Evaluation Model. The annual fee of the
retainer practice does not exceed the market val-
ue of the services included in the annual physical
exam. Should the annual fee be in excess of the
market value of the services included in the annu-
al physical exam, the fee may approach a capita-
tion payment, triggering a finding that the retain-
er practice is engage in the business of insurance.

« Limited scope of services. Limiting the services

provided in the year
for an annual fee to an
annual physical exam,
a follow-up office visit
and a limiting number
of other office visits;
e Defining the ser-
vices to be provided in
a written agreement, so
that the scope of servic-
es to be provided is not
unlimited;
« Allowing the con-
sumer or the physician
to terminate the retainer agreement for any rea-
son and provide for the pro rate reimbursement
of the retainer fee if the written agreement is
terminated;

« Placing a cap on the number of patients a prac-
tice can sign up based on the physician’s ability
to provide all the services specified in the written
agreement to each patient on the panel.

The key to these guidelines is that the provider’s liability
for providing services is not unlimited; the provider does not,
therefore, bear the entire risk of “loss” and it is not necessary
or the provider to meet the reserve and licensure requirements
for insurers. In combination with the “company-operated ex-
ception”, these measures could cover the whole range of direct-
primary care services a Wyoming DPC practice provides.

Conclusion

Several states have created specific exceptions for DPC prac-
tices to the definition of “insurance,” allowing the services to be
provided without regulation as insurance, and Wyoming may
follow. For now, Wyoming physicians wishing to set up retain-
er-model DPC practices should follow other states’ guidelines
to avoid being regulated as “insurance.” L
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Determining
The Eligibility

Disability Determination Services
Reaches out to Physicians

BY TOM LACOCK
Wyoming Medical Society

Robert Kanard, MD looks over a file with Tara Ackerman, a caseworker with Wyoming Disability Determination Services (DDS). Kanard is a retired
physician from Cheyenne who lends his expertise to DDS to help the organization to make determinations on who should receive disability

payments from the Social Security Administration.

iven the sheer number of cases put in front of them in a
year, you have to wonder when the staff at Disability De-
termination Services (DDS) finds time to sleep.

The organization is in charge of determining the eligibility of
Wyoming residents who apply for social security benefits because
of a physical disability. The organization averages 3,500-4,000
initial claims a year, in addition to another 500-700 case reviews
to determine whether someone on disability should have those
benefits continue. DDS makes these assessments with a staff of 17.

“The consultants here really care about the mission,” says James
Hruby, a Medical Relations Officer with DDS. “When it comes
down to it, our employees, our consultants — everyone here cares
about the clients. We can’t always make a favorable decision, but
they deserve a quality decision.”

DDS makes its decisions through a system that puts a premium
on the opinions of physicians making examinations and offering
their opinions on those exams. For that reason DDS seeks a great-
er relationship with the state’s physicians in hopes of finding more
physicians interested in doing physical exams for DDS.

Hruby says DDS will set up an appointment with a qualified
physician for anyone who has applied for social security because
of a disability. Then, a physician is asked to submit a report based
on any existing template the physician already uses for an office
visit. All x-rays, stress tests and other information DDS can receive
from the physician then goes into the DDS’ ruling on disability el-
igibility.

Jeff Graham has been in the field of vocational education for 21
years and is the deputy administrator for DDS. He said his orga-
nization seeks the opinion of physicians on the patient’s function-
ality, such as how a client bends, stoops or lifts, as well as other
range of motion capabilities.

Graham says the determination of social security benefits isn’t
made by a physician, but by a medical examiner who generally
comes to DDS from the fields of nursing, social science or law, and

is required to take part in a 13-week course on medical terminol-
ogy, systems and social security administration procedures. The
determinations take into account any medical information from a
physician, as well as the opinions of physicians employed by DDS,
such as Robert Kanard, MD.

“We ask for a report based on how the person presented at the
evaluation,” Graham says. “We are looking for objective medical
information — how that person was able to come in to the appoint-
ment, were they assisted? We just want you to document this in-
formation like you would a new patient report.”

Graham says the most common areas of the body they see claims
on are arms, shoulders, back, legs and knees. He and Hruby both
stressed the need for complete medical records from physicians as
quickly as possible in hopes of making the determination process
run as smoothly as possible. Hruby said if medical records aren’t
sufficient for a determination to be made, exams are then ordered.

“We can’t make decisions without the medical community,” he
says. “No matter what you think about disability, we need to work
together as a team.”

With nearly 3,000 initial complaints coming across the desk of
DDS annually, the agency is seeking more qualified physicians to
do patient exams. Hruby says DDS can offer a fairly quick turn-
around on payment and the agency pays customary rates for ex-
ams. He says DDS recently attended the Wyoming Medical So-
ciety’s Annual Meeting in hopes of recruiting new physicians to
perform exams and his office is constantly recruiting new physi-
cians. Graham says physicians can take as many or as few DDS ex-
ams as they would like, and it is a great program to take advantage
of for physicians looking to start a new practice.

“We can send claimants to the physician for these types of work
and the physician is compensated fairly quickly,” Graham says. “If
someone really enjoys learning, this is a great way to learn about
the various impairments out there. We work with so many claim-
ants who have impairments ranging from A to Z.” o

For more information on performing exams for Disability Determination Services, contact James Hruby at 307-777-6927
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Making the Case
to Physicians

BY TOM LACOCK
Wyoming Medical Society

obert Kanard, MD said doing physical exams for Wyo-

ming’s Disability Determination Services (DDS) was a

part of his Cheyenne-based practice for the past 15-20
years. His sales pitch to other physicians considering taking on
DDS physicals is an easy one.

“These are simple exams, very straight-forward,” Kanard
says. “It is no more than doing a complete physical exam on
a new patient. There is no increase in liability. I never had a
claimant contact me, or a lawyer contact me regarding any
work I did due to DDS. I don’t want to say it is easy money, but
I don’t know how else to say it.”

Since leaving his own practice, the former internist and
rheumatologist has consulted with DDS for the past 17 years,
helping the staff at DDS with their medical knowledge as they
make determinations on whether applicants qualify for social
security disability. He makes it a point to tell visitors he is im-
pressed with the level of medical knowledge the staff has, as
well as with their willingness to ask questions when making
medical determinations.

For more information contact:

James Hruby
Medical Relations Officer
Wyoming Disability Determination Services
307-777-6927
james.hruby@ssa.gov

Staffer James Hruby says DDS is always on the lookout for
more physicians to perform physical exams for the DDS. He
says getting to a physician to make his pitch is difficult, though
when he does, he sometimes hears concerns about patients’
credibility, or being asked to perform more work than a routine
exam. Hruby says the exam is simple, quick and offers usual
and customary rates paid within 30 days. He says physicians
are not asked to make determinations or provide treatment,
only asked to offer their expertise in the medical field.

“We really rely on the medical field to tell us what is going on
with individuals conditions,” Hruby says.

“You do a complete physical exam, dictate it like you would
any other physical exam and then fax it to DDS,” Kanard says.
“Sometimes DDS will ask you to comment on something spe-
cific like their gait, or trigger points for fibromyalgia.” M




28 | CLINICAL CORNER

A Healing Space
Comes to Cody

BY TOM LACOCK
Wyoming Medical Society

Allen Gee, MD, PhD has designed the Healing Space in Cody, an 8,500-square-foot facility that features exam rooms and physical therapy areas,
along with concepts such as a tea bar, a three-story water feature and connection with nature as illustrated by floor-to-ceiling windows with

views of the mountains to put patients at ease.

wo steps into The Healing Space in Cody, you realize

this isn’t a typical doctor’s office. Two minutes into a

conversation with its designer, owner and lead practi-
tioner, Allen Gee, MD, PhD, FAAN, you realize that was very
much on purpose.

Gee, a neurologist, opened the doors to Healing Space in
September 2014, growing from a clinic of 1,500 square feet to
8,500 square feet. The clinic itself uses concepts such as a tea
bar, a three-story water feature and connection with nature —
illustrated by floor-to-ceiling windows with views of the moun-
tains — to put patients at ease.

The medical infrastructure also allows for Gee and his staff
to practice and examine what he refers to as a patient’s en-
tire landscape. That means sleep labs, a nutritional teaching
kitchen, physical therapy, psychiatric/ psychological services,

massage therapy, craniosacral and yoga offerings. With the full
range of services available, he said he hopes The Healing Space
will become a destination for those looking for a new way to
deal with their dysregulation, and he talks of offering his pa-
tients an “experience” that will keep them coming back for con-
tinued wellness.

“In my vision of integrated neurohealth, I have found if we
get our patients sleeping well, if we get them moving regularly,
if we get them eating better, and regulating the nervous system,
their neurologic issues and other health issues are more easily
treated,” Gee says.

The focus of the Healing Space is more on health and well-
ness and perhaps less on a traditional physician/patient dis-
ease treatment. Scott Wilson, PA-C, says the office uses re-
search from the book, “Healing Spaces,” which discusses ways
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architecture, colors and other techniques are used to promote
healing. Wilson and Gee both talk about their hope of sending
someone to the “doctor’s office” — without ever seeing a doctor.

Wilson says he has been with Gee for the past four years and
has practiced for 12. He says their practice tends to see patients
with “nervous dysregulation,” and says many have medically
unexplained diagnoses, such as fatigue, dizziness, tremors or
other non-provable diagnoses.

Many patients have come from other offices due to failed
pain contracts or other issues. Wilson said chronic pain pa-
tients have sometimes been in confrontational situations at
physician’s offices. He said appointments with that segment of
the practice have been more productive and he isn’t sure why.

“T am finding those appointments are going much better,”
Wilson says. “I don’t know if that is me because I am calm in
the space with the calming views and the Healing Space is al-
lowing me to practice medicine with less stress, or if it is chang-

ing the patients, or a combination of both. Many times the pa-

Scott Wilson, PA-C talks about the features of The Healing Space
and the impact it has had on him as a provider during an interview
in July.

tients and I will stand together and look out the windows and
talk. It is more of a conversation than a traditional exam.”

“¢ Many times the patients
and I will stand together
and look out the windows
and talk. It is more of
a conversation than a
traditional exam. ~’

ALLEN GEE, MD, PHD, FAAN

The Healing Space, Cody, Wyoming The waiting room at the Healing Space in Cody includes a tea bar,

water features, and floor-to-ceiling windows.

Gee says his PhD is in psychoneuroimmunology, the study of
the interaction between psychological processes and the ner-
vous and immune systems of the human body. He said severe
forms of neurodysregulation are labelled as anxiety, PTSD or

panic disorder. He said he believes that by taking care of the

whole patient his group can resolve medically unexplained Among the
features of the
Healing Space in
Cody is a sleep lab
which allows Allen

symptoms more effectively, treat hypertension, diabetes and
hypercholesterolemia and reduce the reliance on medication.
He adds that he is also reaching out to a younger clientele to

take advantage of the neuro wellness services such as nutrition Gee and his team
and yoga in hopes of lowering their future disease burden. to do sleep studies
“It is an ongoing significant financial risk and a reputa- on-site.

tion risk, but it comes down to my beliefs about how we can

best help patients,” he says. “By taking the concept of caring
for the whole patient and accommodating the practitioners,
we are going to be able to substantially increase the care
offered to patients.” @
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Laramie Physicians Are
in The Cowboys Corner

BY TOM LACOCK
Wyoming Medical Society

hile they may not wear hel-

mets and jerseys, the team

physician is a valuable part
of any squad at the high school or colle-
giate level. One organization helps staff
fields and courts around the state.

Mark McKenna, MD is a Casper na-
tive who, along with Ryan Aukerman,
MD, helps Premier Bone and Joint in
Laramie to staff all NCAA sports for
the University of Wyoming, and some
of the club sports, too. McKenna says
Premier staffs all football games and
the majority of home basketball games.
The university works out an agreement
with the opposing teams during the
basketball season to offer coverage for
UW student-athletes for road games.

McKenna estimates between 10-
15 percent of his patient load comes
from UW student-athletes. In addition
to on-field exams and surgeries, Pre-
mier also holds clinics inside the UW
training rooms.

“The biggest difference in treating an
athlete at Wyoming is the level of strain
they can put on their bodies,” McK-
enna says. “They can put more torque
on their bodies, so they tend to have a
more significant level of injuries.”

According to Kendle Dockham, the
marketing director for Premier, the
organization is allowed an in-kind do-
nation for its services, which includes
the ability to market the facility as the
official team doctors of University of
Wyoming Athletics. McKenna says
team doctors do not get paid by the
University. He says insurance of either
the athlete or the university is charged
for Premier services. The partnership
has been in place since 1978.

“That way I am not employed by the
university, and in that way I do not feel

Casper native Mark McKenna, MD is one of the lead physicians serving as team doctor for the
sports programs at the University of Wyoming. McKenna estimates between 10-15 percent of

his patient load comes from UW student-athletes.

beholden to them in any way, shape or
form,” McKenna says.

For McKenna, the opportunity to get
back on the field as a physician comes
from his own history of playing football
for Rocky Mountain College in Mon-
tana. Because of that background, he
said he feels he can relate to players
and coaches interested in getting back
on the field as soon as possible. Though
coaches by nature push to get their
players back on the field quickly, he
says the UW coaches respect the team
physician’s opinions. The university
also has a protocol for communicat-
ing with student-athletes that keeps a
member of the training staff with in-
jured athletes during physician visits,

and allows for coaches to be a part of
the meetings as well.

McKenna will soon be joined on the
sidelines by Matthew Boyer, MD who
joined the university in July as the ath-
letic department’s primary team doc-
tor. Boyer, a Laramie native, comes
from the University of Sioux Falls. UW
athletic director Tom Burman said
Boyer will work in the Rochelle Athletic
Center (RAC) in the training room to
work set office hours during the day,
and will be on the field or court when
appropriate. Burman said Boyer will
also have final decision on whether a
student-athlete wearing the brown and
gold will be allowed to play.

“We felt like we needed to enhance
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the service we provide to athletes on a day-to-day basis,” Bur-
man says. “I wanted to have someone in house who was a gen-
eral doctor who had a fellowship in sports medicine, and he
had done his fellowship at Virginia Tech University.”

Burman says the funding to bring Boyer onboard came from
Cowboy Joe Club donations and pointed out the UW athletic
department has requested $10 million for the two-year bien-
nium to the state legislature this year to address a number of
areas, including cost of attendance, concussion protocol and
other areas. Sustainable funding for Boyer’s position is a part
of that request. Eventually, Burman said Boyer will move to a
new office after the completion of the High Altitude Training
Center, currently in the fundraising phase.

Burman says to his knowledge no other Mountain West
school has a physician paid for by the university on-staff. He
said schools generally partner with a medical school or large
medical facility nearby. He said he believes once the High Al-
titude Center is built, the facilities and the personnel will offer
arecruiting edge.

“It is something we will use as a sales tool,” Burman says.
“Especially when we get the new facility up and going and fully
staffed, we will have — if not a world-class — a first-class, state-
of-the-art sports medicine, hydrotherapy and training center
that no one else in the Mountain West is going to have, and few
will have regionally.”

Jeremy Shyatt is an assistant coach with the UW men’s bas-
ketball program and says the team uses an athletic trainer as a
liaison between the coaches and the team physicians. Last year,
when Alan Herndon and Larry Nance Jr. emerged from bouts
of mononucleosis, Shyatt said the team brought a physician on
the road to help with IVs and other treatments to speed up the
recovery time of their athletes.

Acting as a team doctor is nothing new to Premier as it uses
a small fleet of planes to staff sports injury clinics around the
state for high school student-athletes. Dan Levene, MD is an
orthopedic physician who serves as team physician for Laramie
High School.

““ Tt is a lot of fun to work
with the athletes because
they love the game, they
enjoy it with their parents
and it isn't a profession they
will be working on when
they are older. 7’

DAN LEVENE, MD

Laramie, Wyoming

Some Advice...

Advice for physicians considering becoming
a team doctor at the college or high school
level from Mark McKenna and Dan Levene:

® Know what you are responsible for.
Understand what you are expected to cover
and treat both at the games and afterward,
especially the scope of practice.

Make sure coaches have access to the
physicians and understand when and how
the lines of communication are to be used.

Understand that parents can sometimes
push for a student-athlete’s return more
than a coach, and advocate for the athlete
at all times.

Understand it is more of a time
commitment than you think.

Be aware of the resources available,
including EMT, equipment for head, neck,
or spinal injuries, what athletic training
resources are available.

e Have fun. It is a very rewarding endeavor.

“Twenty years ago I started covering high school football
games during residency training at UC-Davis,” he says. “I loved
sports and I enjoyed the extra money, which supported my res-
idency salary.”

Levene travels either every week or every other week to
sports medicine clinics to see high school athletes in Rock
Springs, Casper or Torrington. Dockham said Premier has
satellite clinics in Cheyenne, Torrington, Wheatland, Douglas,
Gillette, Casper, Rawlins, Riverton, Rock Springs and Green
River. Casper and Rock Springs have full radiology services, as
well as permanent offices.

“We have four planes that fly the docs to 10 other towns
around Wyoming,” says Dockham. “Most days 2-3 planes are
flying in different directions each morning to take the docs and
their staff to the clinics.”

Closer to home, Premier has also helped outfit a training
room at Laramie High School in an effort to offer student-ath-
letes, trainers and physicians on-site coverage.

“It is a lot of fun to work with the athletes because they love
the game, they enjoy it with their parents and it isn’t a profes-
sion they will be working on when they are older,” Levene says.

“In a lot of situations, especially in some of the rural areas
there aren’t a lot of great medical resources to really look out
for the kids over the long term, and we try to help our athletes
to have a real long healthy, active lifestyle.” o
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How to
Build a
Better
Medical

Mouse
Trap

BY TOM LACOCK
Wyoming Medical Society

I ask “Why” a lot, and I think that is what has gotten me where
I am today with medical device development.

JOE MCGINLEY, MD, PhD

Owner, McGinley Orthopedic Innovations

industry, and medicine is no different. Joe McGinley,
MD, PhD understands the game better than most. The
Casper musculoskeletal radiologist and his company McGin-

The effort to build a better mousetrap extends to every

ley Orthopedic Innovations developed the IntelliSense Drill
Technology, an orthopedic surgical drill that incorporates
technological advances into the standard orthopedic drill, in-
cluding continuous hole depth measurement and auto-stop
capabilities.

McGinley also has an approved and soon-to-be-issued pat-
ent for a medical procedure he performs on chronic exertional
compartment syndrome (“shin splints” to the layman, says Mc-
Ginley) in world-class athletes. He developed a procedure to
treat the issue using botulinum toxin in areas where muscles
tighten on blood vessels.

McGinley took a different route to medicine than most phy-

sicians, earning his bachelor’s and master’s degrees from Tem-
ple University in engineering, then teaching while getting his
M.D. and Ph.D. He said his engineering background came in
handy while developing his procedures and devices.

“Engineering is great for a basis of general problem-solving
skills, and then you learn the science behind the issues,” he
says. “I became interested in biomechanics, and the body is
just a very complex mechanical machine with complex organ
systems that function as pumps and everything else.”

The IntelliSense Drill has been cleared for use in the operat-
ing room by the FDA this year, and on July 29 was used suc-
cessfully by surgeons from Shriners Hospitals for Children in
Philadelphia.

The process from idea to operating room took McGinley
around three years from the time he started the company until
the drill’s first use, a quick turnaround for a product. McGin-



ley says he made such rapid progress by surrounding himself
with the right people. A willingness to call in experts such as a
patent attorney and a business planning consultant paid divi-
dends. This year, he decided it was time to hire full-time staff,
including three engineers, an internal financial expert and
communications and quality systems associates.

“In the long term, hiring just consultants is not feasible,” Mc-
Ginley says. “If they go under or change direction, you are at
their mercy. As we are entering the market, we saw it was the
time to control the process.”

McGinley says he appreciated the help he found along the
way from economic development groups such as the Wyoming
Business Council, Manufacturing-Works and the Casper Area
Economic Development Alliance. McGinley Orthopedic Inno-
vations is located in the Wyoming Technology Business Center
in Casper, a University of Wyoming-run business incubator.

McGinley Orthopedic Innovations recently purchased a man-
ufacturing firm in Glenrock and is in the process of expanding
thanks to a grant through the Wyoming Business Council’s
Business Ready Community Grant and Loan Program. This
summer, the State Loan and Investment Board (made up of the
Governor, Secretary of State, the State Treasurer, the State Au-
ditor, and the Superintendent of Public Instruction) approved
full funding of a $1.35 million Business Ready Communities

Grant. The grant will be administered to the town of Glenrock
to purchase a building, install fixed assets and perform neces-
sary improvements for a medical device manufacturing facility
used by McGinley Orthopedic Innovations.

McGinley says the production facility purchase came as an
unexpected perk of working with DS Manufacturing in Glen-
rock, which was actually looking for a buyer as McGinley
began to explore options for bringing some manufacturing
work in-house.

Now, McGinley has a nearly 10,000-square-foot facility,
where work for the extractive services industry is also per-
formed. As a side, it also offers a nice playground for the room-
ful of engineers working with McGinley.

“It was like buying a toy store for kids,” McGinley says.

McGinley admits he might become a victim of his own suc-
cess, as more productivity with McGinley Orthopedic Inno-
vations might mean less time seeing patients. But he says he
wants to maintain his time with patients.

“For me, I love practicing medicine and seeing patients, but
what frustrates me is how medicine is performed in general,”
he says. “I see some of the limitations in terms of tools we are
using in medicine, and people tend to accept the status quo as
fact. I ask “Why” a lot, and I think that is what has gotten me
where I am today with medical device development.” o

A number of prototypes were built during the process of development for the IntelliSense drill. Pictured are a few of the models which were used

as the drill was developed.
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The IMLC Closer to a Reality

BY KEVIN BOHNENBLUST
Wyoming Board of Medicine

Under the watch of the WWAMI class the Wyoming State Senate works bills during the 2015 session in Cheyenne. This year the Legislature paved

the way for Wyoming to join the Interstate Medical Licensure Compact.

s noted in the last issue, Wyoming was the first state

to adopt the Interstate Medical Licensure Compact

(IMLC) when Governor Matt Mead signed the en-
abling legislation on Feb. 27, 2015. Since then, the IMLC has
rapidly gained acceptance across the country. Alabama, Idaho,
Illinois, Iowa, Minnesota, Montana, Nevada, South Dakota,
Utah, and West Virginia have also passed Compact legislation,
and it is pending or under discussion in several other states.
With adoption by the seventh state, the IMLC came into be-
ing, and planning began for the first meeting of the Interstate
Medical Licensure Compact Commission.

The Commission is composed of two representatives from
each member state. Governor Mead has appointed Board of
Medicine public member Jody McGill of Jackson and myself
as Wyoming’s IMLC Commissioners. We will participate in a
meeting later this year where the Commission will begin estab-
lishing the organizational framework for the Compact and its
operations.

When the Compact becomes operational, physicians licensed
in Compact Member States may go through the IMLC to be-
come licensed in other Member States. The process will be:

1. A physician licensed in Wyoming, for example, contacts the
Wyoming Board of Medicine, and submits an application for
licensure in other Compact states.

2. The Wyoming Board verifies the physician meets the Com-
pact requirements of:

a. Afull and unrestricted medical license in Wyoming;

b. Successful completion of an accredited graduate
medical education;

c. Lifetime or current certification by a nationally-rec-
ognized (ABMS or AOABOS) specialty board;

d. No history of convictions (or alternatives to convic-
tion) for a felony, high misdemeanor, or crime of
moral turpitude;

e. No history of discipline by a medical board, except
for actions related to non-payment of licensing fees;

f. No history of revocation or suspension of a controlled
substance license or permit; and,

g. Not under investigation by law enforcement or a
medical board.

3. If the physician qualifies, the Wyoming Board notifies the
Compact Commission of his eligibility and the other Com-



‘ Wyoming Medicine 39

pact member states where he wishes to become licensed.

Wyoming is considered the physician’s “State of Principal

License” in the Compact
4. The Compact notifies the physician of the licensing fee for

each Member State selected, and the processing fee charged

for the Compact’s services.

5. Upon receipt of the fees, the Compact notifies the selected
Member States of the physician’s application, and forwards
to each state its respective licensing fee and the physi-
cian’s data.

6. The selected Member States then issue their licenses to the
physician.

7. As various Compact state licenses come up for renewal, the
Compact notifies the physician of the need to renew, and
again collects the licensing fees, plus a processing fee, and
passes the fees on to the appropriate states. It is important
to note that renewal of a license issued through the Compact
does not require participation in maintenance of certificate
programs with specialty boards.

8. Ifthe physician chooses to add more Compact state licenses,
he will follow the same process as before.

The key to success of this model is a robust data sharing sys-
tem with the Compact Commission at the hub and interfacing
with each member state medical board. Getting it right the first
time will be critical, and will likely take the most time in bring-
ing the Compact into operation.

The data system will also be critical to protecting the pub-
lic by keeping bad actors from using the Compact to run away
from discipline. When the medical board in a physician’s State
of Principal License revokes, suspends, or accepts relinquish-
ment of a license, that information will be immediately shared
with other Member States. The physician’s licenses in those
states will immediately, and without further action required,
be placed on identical status, and will only be restored by ac-
tion of the respective Member State boards.

If a Member State revokes, suspends, or accepts relinquish-
ment of a license issued through the Compact, licenses held by
that physician in other Member States are immediately sus-
pended for 9o days or until those medical boards act, giving
them time to investigate and take action if appropriate.

In situations where a Member State or the State of Prin-
cipal License takes less severe action against a license issued
through the Compact, other Member States may deem the
underlying facts to have been proven and impose the same or
lesser sanctions, or take separate action under their medical or
osteopathic practice act.

Given the qualification standards for physicians to use the
Compact, and the fact that less than one percent of physicians
are ever subject to licensing board discipline, it is believed
these procedures will rarely be needed.

The Wyoming Board of Medicine looks forward to the Com-
pact becoming operational as the next step in streamlining
physician licensure in Wyoming. L

Trust. Expertise.
Commitment.

Providing Insurance and
Risk Management Services
for Wyoming Physicians

For decades US| has been
providing the solutions and
services that physicians count
on to protect their businesses
and employees. We'd like to
do the same for you.

1904 Warren Ave

Cheyenne, WY 82001
307-635-4231 | 800-950-7776
www.usi.biz

Michelle Schum
michelle.schum@usi.biz

Garth Boreczky
garth.boreczky@usi.biz

®
INSURANCE SERVICES

PROUDLY REPRESENTING:

7 \UMIA

Coverage without compromise

Risk Management | Property & Casualty | Employee Benefits

Personal Risk Services | Retirement Consulting

©2015 USI Insurance Services. All Rights Reserved.
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35 Years of Protecting Wyoming Doctors

he Wyoming Medical Society
I (WMS) exclusively endorses
The Doctors Company as its
preferred medical liability insurer. The
Doctors Company, the nation’s largest
physician-owned medical malpractice
insurer, has been providing superior
protection to Wyoming physicians for
over 35 years. Qualified WMS members
receive extensive benefits, including
participation in the company’s mul-
tiyear dividend program—which fea-
tured a 20 percent dividend credit for
Wyoming members in 2015.

“After over 20 years of practice, I
moved back to Wyoming in 2011 to be
close to family. This move was made
even better when I was able to re-join
The Doctors Company as well,” says
John Mansell, MD, a pain management
specialist in Gillette who is a member of
WMS and The Doctors Company.

Backed by the financial strength of
$4.5 billion in assets and a member-
ship of 76,000 physicians, The Doc-
tors Company offers WMS members
a unique combination of coverage
features, aggressive claims defense,
and unrivaled protection. Dr. Mansell
explains that The Doctors Company’s
financial strength “gives me the reas-
surance that allows me to focus on my
patients.”

The Tribute® Plan, created in 2007,
is an unrivaled benefit that rewards The
Doctors Company’s members for their
loyalty and their dedication to superior
patient care with a significant financial
award at retirement. How significant?
The highest award paid to a Wyoming
member to date is $88,708. Learn
more about this groundbreaking ben-
efit at www.thedoctors.com/tribute.

WMS members also have access to
industry-leading patient safety tools
and programs, including CME pro-
grams, resources to help with the ICD-
10 transition, on-site surveys, and in-
formed consent resources, available
at www.thedoctors.com/patientsafety.
Upcoming CME seminars include “One
Click Away: Risks of EHR,” which will
be held in Cheyenne on October 27
and in on Casper October 28. The Doc-
tor’s Advocate, The Doctors Company’s
quarterly publication for members,
contains timely information on patient
safety topics, legislative updates, and
the latest industry and company news.

“Kathy Springer, our patient safety
risk manager at The Doctors Company,
is always available to answer ‘best prac-
tices’ questions and allow me insight
into what other practices might be do-
ing, and what lessons that might offer

¢ The Doctors

Company, 1s always
available to answer
‘best practices’
questions and
allow me insight
into what other
practices might

be doing... ’

JOHN MANSELL, MD
Gillette, Wyoming

to help me improve my practice,” Dr.
Mansell says.

Members also receive the indus-
try’s most aggressive defense, begin-
ning with the promise never to settle
a claim without a member’s consent,
where permitted by law. This relentless
defense also includes Litigation Edu-
cation Retreats, which help members
facing claims to master defense tactics.
In addition, members have access to
educational videos showcasing actual
claims experiences at www.youtube.
com/doctorscompany.

The Doctors Company—founded,
owned, and led by physicians—is
uniquely aligned with doctors’ inter-
ests and accountable only to them. Dr.
Mansell describes why he is pleased
to be a member of The Doctors Com-
pany: “From prevention to protection,
I feel covered.”

To learn more about the exclusive benefits of The Doctors Company, including the program discount of 5 percent and claims-free

credit of 17.5 percent, contact Susan Miller at The Doctors Agency of Wyoming at (800) 451-9829 or smiller@tdawy.com.



WE ARE UNRELENTING
IN OUR DEFENSE
OF GOOD MEDICINE

We stand with doctors. When shady litigants challenge the good
name of one of our members, we are fierce and uncompromising.
Our powerful attorneys have well-earned reputations for unyielding
defense and aggressive counter-action. Our relentless defense of
the practice of good medicine is just one of the reasons we are
the nation’s largest physician-owned medical malpractice insurer,
with 76,000 members.

Join your colleagues—become a member of The Doctors Company.

CALL SUSAN MILLER AT 800.451.9829 OR VISIT
WWW.THEDOCTORS.COM
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Wyoming Institute

N
”' of Population Health

Medical Neighborhoods
Have Transformed Care
Delivery in Wyoming

A Uniquely Wyoming Solution to the
Challenge of Health Care Transformation

BY PHYLLIS SHERARD, PhD
The Wyoming Institute of Population Health

he Wyoming Institute of Population Health is com-

I mitted to building bridges between communities and

health systems. The Institute was created to develop

strategic platforms that proactively address the evolving needs
of patients, providers and communities across Wyoming.

In 2012 the Wyoming Institute of Population Health re-
ceived a $14.2 million Health Care Innovation Award from the
Centers for Medicare and Medicaid Innovation (CMMI). Using
this resource, along with $250,000 in funding from the Wyo-
ming Department of Health’s Medicaid Division, the Institute,
the Wyoming Medical Society, the Wyoming Primary Care As-
sociation, the University of Wyoming School of Pharmacy and
the Wyoming Hospital Association planned to address three
drivers of rising health care costs: failures of care delivery; fail-
ures of chronic care management and transitions across sites
of care; and, over-treatment, often associated with failures of
care coordination or communication.

The three drivers would be addressed by creating medical
neighborhoods that included four key sustainable strategies.
By the Award’s conclusion in the summer of 2015, 14 hospi-
tals and 21 medical practices were working together to achieve
a three-part goal for Wyoming citizens: Better health, better
care, at a lower cost.

Better Health

Patient-centered Primary Care Medical Homes (PCMHs),
focused on comprehensive primary care services, formed the
core of Wyoming’s medical neighborhoods. The PCMH facili-
tates care coordination, forms inter-professional care teams,
develops individualized care plans for complex patients and
maintains connections with community-based services for re-
ferral and follow-up. Pharmacists also play a key role in man-
aging medications and patient education.

Result: All clinics that submitted for The National Com-
mittee for Quality Assurance (NCQA) consideration under the
Award attained recognition and demonstrated improved pa-
tient outcomes. The PCMHs demonstrated that they had be-
come learning organizations and that clinical quality reporting
and performance evaluation had become core functions. Data
on quality, performance and costs are now available and used
for learning and continuous quality improvement

Better Care

Wyoming Rural Care Transition, a protocol created by the
Institute, trained registered nurses (RNs) to provide education
and facilitate continuity of medical care as complex patients
with one or more of 10 qualifying conditions transitioned be-
tween hospitals and post-acute sites of care.

Result: RNs from 14 hospitals served more than 4,500 high-
risk patients. Data from the Wyoming/Montana Quality Im-
provement Organization on readmission rates for patients with
the 10 qualifying diagnoses showed that the non-participating
hospital readmission rate was 16.9 percent, compared to 10.89
percent for patients receiving services from participating hos-
pital care transition RNs. Other data show significant increases
in the patients’ ability to better manage their care (including
taking medications correctly and participating in care plan-
ning) and a 97% patient satisfaction rate.

Better Access

Physician Desktop Solutions were deployed across Wyo-
ming, expanding the state’s telemedicine system. This system
has improved access to specialists and coordination between
sites of care for high-risk patients. It has also facilitated effec-
tive medical decision making.

Result: Thirty-two communities from 23 Wyoming counties



and one Nebraska county were provided with video capabil-
ity. Additionally, 366 new connections (including mobile de-
vices) were made. Tele-psychiatry was the most-used clinical
application (85 percent); other applications included weight
management, rheumatology, endocrinology, oncology, and
wound care.

The Wyoming Donated Medication Program expanded
statewide, increasing access to medication resources—helping
providers develop and support comprehensive care plans for
low-income patients.

Result: Enhanced access to prescriptions improved patient
medication compliance from 52 percent in March 2014 to an
average of 88 percent in 2015. (National literature frequently
sites 85 percent compliance as a goal.)

Lower Cost

CMMI and its contractor HealthInsights, Inc., have certified
thatthe medical neighborhood strategies saved $38,592,356.10,
based on an overall decrease in hospital admissions, readmis-
sions and avoidable emergency department utilization.

Critical Success Factor: Collaboration
Wyoming can take great pride in the fact that the medical
neighborhood strategies continue and are self-sustaining:
« The Institute has certified PCMH coaches ready to
assist primary care practices who want to achieve
NCQA recognition.
« Wyoming’s payers/purchasers, along with Medi-
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care, have played key roles in providing incentives
for care coordination and sustainability.

« The Wyoming Department of Health is sup-
porting ongoing maintenance of the pharmacy
software, prescription filling and supplies asso-
ciated with the expansion of the Donated Medica-
tion program,;

« Wyoming hospitals are adapting the Rural Care
Transitions demonstration model to fit their
unique needs;

« PCMHs are coordinating the care of their pa-
tients and are better prepared to report improved
clinical outcomes associated with chronic disease
management and preventive screenings;

 Specialty providers are using Physician Desktop
Solutions to bridge geographic distances, and
clinical site-to-site consultation is increasing
across Wyoming;

» Hospitals are sharing accountability for the care
of complex, high-risk patients and are collaborat-
ing on the development of care transition plans.

Wyoming hospitals and providers must foster the develop-
ment of medical neighborhoods as they seek to form collab-
orative relationships that support healthy communities and
healthy behaviors. Related to this, hospitals must also be
meaningfully involved in developing community health needs
assessments and supporting the development of results-based
community health improvement plans.

Phyllis Sherard, Ph.D., Chief Strategy is the Officer/Vice President of Population Health at
Cheyenne Regional Medical Center and the Wyoming Institute of Population Health.

X
Wyoming MAKE (A WISH. Seeks Referrals

BY TESS KERSENBROCK

Community Relations Coordinator

ix-year-old Parklen of Casper suffers from ALPS, which

required a bone marrow donation. He had his wish to go

to Hawaii granted by Wyoming Make-A-Wish last Janu-
ary. His mother said the trip wasn’t as much about enjoying a
tropical paradise as watching Parklen’s dreams come true.

“I weep when I recount the visions of my son running
alongside his brother on the beach,” she said. “The beauty in
his laughter as he watched the fire dancers at the luau and
the squeal of delight from the fish he saw through the glass-
bottom boat.”

Current data says that for every child whose wish is granted,
another child in Wyoming is eligible but has not been referred.

This data means each year as many as 30 children battling

life-threatening medical conditions are not referred for a wish.
This 50-percent net incidence rate can be directly impacted by
referrals from physicians statewide. Make-A-Wish Wyoming’s
qualifying conditions do not require a child to be terminally ill.
Children between the ages of 2.5 and 18 who have been diag-
nosed with a progressive, degenerative or malignant and life-
threatening medical condition at the time of the referral are
eligible for a wish. After a child is referred, Make-A-Wish will
work with the treating physician to determine the child’s eli-
gibility for a wish. For additional questions related to medical
qualifications, or to refer a child you believe is eligible, contact
Make-A-Wish Wyoming Wish Coordinator Dana Wirtz at 307-
234-9474 or visit wyoming.wish.org.
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Plan Well, Live Healthy

ICD-10 Provides a Standardized and
Streamlined Approach to Coding

BY CAITLIN ROONEY
WINhealth

CD-10 implementation kicks off on October 1, 2015. The

transition will affect every part of a provider’s practice,

from software upgrades, to patient registration and refer-
rals, to clinical documentation, and billing. It is a long awaited
change in the U.S., one that swept over the rest of the world
years ago.

ICD-10 codes will replace current ICD-9 codes. These codes
reflect current medical practice and technology and are a step
in the right direction to more coordinated patient care. ICD-10
codes are far more specific, allowing providers to capture much
more information about their patients. The level of detail that
ICD-10 provides means researchers and public health officials
can better track disease, illness, and health outcomes across
the country. It also means that when a patient sees a new pro-
vider, they will be able to see a more detailed health history and
can provide the patient with more coordinated care. Procedure
codes for outpatient services will remain the same in the transi-
tion to ICD-10.

To prepare for the transition, the Centers for Medicare &

Medicaid Services (CMS) suggests a five step approach:

Step 1: Make a plan — Obtain access to ICD-10 codes and gain
an understanding of the transition

Step 2: Train your staff — Clinical and administrative staff
will need to get up to speed

Step 3: Update your processes — Get your forms ready

Step 4: Talk to your vendors and health plans — Confirm
systems are ready, including partners like health plans, billing
services, and clearinghouses

Step 5: Test your systems and processes — Verify you can
generate claims

Health plans will no longer accept ICD-9 codes with a date
of service on or after October 1, 2015. These claims will be re-
jected, resulting in a delay of payment until the claim is prop-
erly coded with ICD-10. Claims may also be denied as untimely
if an updated claim with correct coding isn’t received by the
health plan’s timely filing rule.

For more information, tools, resources, and tips visit
cms.gov/icd10

Caitlin Rooney is the Director of Marketing, Communications, and Community Relations for WINhealth.

She can be contacted at crooney@winhealthplans.com
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Mountain-Pacific Quality
Health Means Quality Care

BY MARION SMITH, MD

Wyoming Medical Director, Mountain-Pacific

ealth care providers across Wyoming are dedicated
H to delivering the highest quality care possible and

Mountain-Pacific Quality Health is here to help them
do just that. As the Quality Innovation Network-Quality Im-
provement Organization (QIN-QIO) for Wyoming, Montana,
Hawaii and Alaska, Mountain-Pacific has been working with
Wyoming health care providers since 1984.

As the QIN-QIO, Mountain-Pacific brings communities to-
gether to locally achieve national health quality goals. Support-
ing providers and practitioners with evidence-based clinical
interventions and objective expertise, Mountain-Pacific works
with both Medicare beneficiaries and providers to ensure the
delivery of safe, efficient and cost-effective care.

What is a Quality Innovation Network-Qual-
ity Improvement Organization (QIN-QIO0)?

Funded by the Centers for Medicare & Medicaid Services, the
QIO program is one of the largest federal programs dedicated
to improving health quality for Medicare beneficiaries and is
an integral part of the U.S. Department of Health and Human
(HHS) Services’ National Quality Strategy for providing better
care and better health at lower cost.

Federally funded, locally operated.

Mountain-Pacific is focused on helping improve the health
of Medicare beneficiaries and health care systems in local com-
munities with their staff of clinicians, analysts, physicians and
quality improvement experts located right here in Wyoming
and Montana. With an office in Casper, Mountain-Pacific staff
travel statewide to work with all levels of health care provid-
ers and those working in communities to provide services to
older adults.

Mountain-Pacific works to bring value to health care facili-
ties, staff, clients and patients by being a free resource of cur-
rent information, best practices, patient education, clinical
tools and quality improvement. Dedicated to quality improve-
ment and patient safety, all Mountain-Pacific services are free
and confidential. With a proven track record of success, our

staff and board members are known and respected locally for
their experience and commitment to Wyoming patients.

Get to know our projects and our staff.

State Director
Pat Fritz, RN, BC, LNHA, Wyoming Director and Nursing
Home Project Manager

Medical Director
Marion Smith, MD, CDE, is a family physician who has been
with Banner Health Systems for 30 years. In addition to
working for Community Hospital in Torrington, she is the
Wyoming medical director for Mountain-Pacific.

Improving Cardiac Health and Reducing Cardiac Disparities

& Coordinating Prevention through Health Information

Technology
Nickola Bratton, BS, Cardiac Health and Coordinating Pre-
vention through Health Technologies project manager

Reducing Disparities in Diabetes Care
Glen Revere, MS, RDN, CDE, Diabetes Self-Manage-
ment Educator
Kevin Franke, BSN, Care Coordination and Everyone with
Diabetes Counts project manager

Promoting Effective Care Coordination & Communication
Kevin Franke, BSN, Care Coordination and Everyone with
Diabetes Counts project manager

Reducing Healthcare-Associated Conditions in Nursing Homes
Pat Fritz, BSN, RN, BC, NHA, Wyoming Director and Nurs-
ing Home project manager

Reducing Healthcare-Associated Infections
Ellen Williams, RN, BA, Healthcare-Associated Infections
project manager

Improving Care Through Quality Reporting
Sharon Phelps, RN, BSN, CHTS-CP, Quality Reporting proj-
ect manager

Improving Immunization Rates and Reducing Immunization

Disparities
Brian Hoflund, MPH, CHES, CSCS, Immunization proj-
ect manager

Marion Smith, MD, CDE, is a family physician who has been with Banner Health Systems for 30 years. In addition to

working for Community Hospital in Torrington, she is the Wyoming medical director for Mountain-Pacific.
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Summit Medical Center Granted
Permanent License by State

ummit Medical Center was recently granted a perma-

nent license by the state of Wyoming, following a sur-

vey conducted July 20-21 by the State Department of
Health. The hospital proved to be a rare example of excellence,
with zero deficiencies reported, indicating that daily opera-
tions, governing policies, patient care and documentation met
or exceeded standard quality.

In Wyoming, new facilities operate under a provisional li-
cense until they can be surveyed by the state while serving pa-
tients. During the survey, state health representatives observe
all aspects of patient care, including infection control, care plan
creation and procedural documentation, as well as facility poli-
cies and procedures, operating room cleanliness and how work
is processed.

“Because our staff is committed to living ‘survey-ready’ ev-
eryday, they welcomed the opportunity to demonstrate the
quality care they provide,” said Vanessa Sorensen, Chief Nurs-
ing Officer.

CEO Dennis Jack added, “In my 30 years of hospital admin-
istration, this is the first time I have been part of a hospital that
had zero deficiencies in the state survey. This is a huge testa-

=

ment to the quality of care here at Summit Medical Center.”

With four operating rooms, two procedural rooms and 16
inpatient rooms, Summit Medical Center—a physician-owned
hospital—offers a wide range of services and specialties to pa-
tients of all ages, including dietary, imaging, laboratory and
pharmacy services.

Summit Medical Center in Casper has been licensed by the State.

Banner Breaks Ground on

sannerHealth' INEeW Washakie Medical Center

ashakie Medical Center (WMC) broke ground on its

new $23.4 million facility in Worland on June 16.

Jay Stallings, who arrived as chief executive offi-

cer at Washakie Medical Center just over a year ago, said there

are many people to thank who worked diligently to see the
project through to this point.

“This is a true collaboration,” Stallings said. “Banner Health
is pleased to be working with the citizens in the Big Horn Basin
to continue to provide excellent patient care close to home.”

The event, with more than 80 in attendance, started off
with comments from Stallings, Aaron Anderson, chairman of

Washakie County Commission; Dan Scheuerman, president of
the Washakie Hospital Board; Jim Ferando, president of Ban-
ner Health’s Western Region and Duane Whitlock, community
president of ANB Bank in Worland

The construction will be done in phases to create new space

so departments can move into those new areas and vacate exist-
ing areas to allow for renovations. The construction includes:
A new patient wing with 12 patient rooms and 16 beds, plus
two labor and delivery rooms dedicated to obstetrics. Rooms
will be larger with some accommodating double occupancy
based on demand to provide a total of 18 licensed beds.
A new surgical suite with two large, state-of-the-art
operating rooms and one endoscopy suite;
New pre-operative and post-operative recovery areas;
Renovations to accommodate a new Emergency
department;
Expanded, new laboratory and pharmacy;
New respiratory therapy, chemotherapy and endos-
copy areas;
Renovated front entry with impacts to the admitting,
business office, waiting room and gift shop.

Washakie Medical Center is a county-owned hospital in Worland, Wyo., built in 1962. The hospital

is operated by Banner Health, which operates 28 hospitals in seven states.




Discover an

elevated

standard of
care right here

at home.

Q VESAL
I CENTER

Elevating the Standards of HealthCare.

Fulfilling the vision of some of Casper’s most respected physicians, Summit
Medical Center is now a cornerstone of our thriving community. With more than
250 years of combined service to area patients, our healthcare leaders are proud
to deliver high-quality care emphasizing compassion and personalized attention.

Take advantage of our comprehensive, low-cost inpatient and outpatient services,
laboratory and radiology services and discover the value of having direct access
to the region’s leading specialists—right here at home.

Specialties:

Orthopaedics « ENT « General Surgery * GYN
Pain Management « Gastroenterology « Primary Care * Plastics

SummitMedicalCasper.com 6350 E 2nd St
307.232.6600 Casper, WY 82609
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Afton, WY
Michael Pieper, MD
Brian Tallerico, DO

Appling, GA
Tarver Bailey, MD

Basalt, CO
George J. Guidry, MD

Big Horn, WY
Jonathan Herschler, MD

Edward D. Hobart, MD
D. Scott Nickerson, MD

Big Piney, WY
Carolyn Albritton-
McDonald, MD

William David Burnett, MD
Shannon Evans, DO

Billings, MT
Alan Dacre, MD

Bozeman, MT
William Bennett, MD

Buffalo, WY
Brian Darnell, DO

Hermilio Gonzalez, MD
Grace Gosar, MD
*Lawrence Kirven, MD
Fred A. Matthews, MD
Patrick D. Nolan, MD
Mark Schueler, MD

Casper, WY
Brock Anderson, MD
James Anderson, MD
John Bailey, MD
David Barahal, MD
John Barrasso, MD
David Baxter, MD
Todd Beckstead, MD
Jerome Behrens, MD
Bruce Bennett, MD
Scott Bennion, MD
Joseph Bicek, MD
John Billings, MD
Jonathan Binder, MD
Warren Birch, MD
Charles Bowkley ITI, MD
Charla Bright, PA-C
Gregory Brondos, MD
Robert O. Brown, MD
*Stephen Brown, MD
Michael Bruno, MD
Mary Burke, MD
Thomas Burke, MD
Lydia Christiansen, MD
Malvin Cole, MD
Alana Cozier, MD

Matthew Crull, MD
Eric (Frederick) Cubin, MD
Alexandru David, MD
Frederick Deiss, MD
Zachory Deiss, MD
Matthew Dodds, MD
Mark Dowell, MD

David Driggers, MD
Mesha Dunn, MD

Diane R. Edwards, MD
Martin Ellbogen Sr., MD
Rita Emch, MD

David J. Erk, MD

Shawn Ficken, PA-C
Michael Flaherty, MD
Adrian Fluture, MD
Sherrill Fox, MD
Jennifer L. Frary, PA-C
Timothy N. Frary, PA-C
Ghazi Ghanem, MD
Ronald Gibson, MD
Steen Goddik, MD
Valerie K. Goen, PA-C
Henry P. Gottsch, MD
Robert J. Griffin, PA-C
Todd Hammond, MD
Bruce Hansen, DO

Todd Hansen, MD
Diane C. Henshaw, MD
Wesley W. Hiser, MD
Douglas Holmes, MD
Helen D. Iams, MD
Dana Ideen, MD

Oleg Ivanov, MD

Ronald D. Iverson, MD
Seth Iverson, MD

Oliver Jeffery, MB ChB
Ray B. Johnson, PA-C
John Paul Jones I1I, MD
Mahesh Karandikar, MD
Sharon Karnes, MD
Anje Kim, MD

Caroline Kirsch-Russell, DO
Thomas A Kopitnik, MD
Phillip Krmpotich, MD
Tom Landon, MD

Eric Lawrence, DO
Anne MacGuire, MD
James A. Maddy, MD
Allan Mattern, MD
*Joseph McGinley, MD, PhD
Lynnette McLagan, PA-C
Joseph Mickelson, MD
Meredith H. Miller, MD
Michael V. Miller, DO
Matthew Mitchell, MD

Eric Munoz, MD

John L. Noffsinger, PA-C
David Norcross, MD
Robert Novick, MD
Steven Orcutt, MD
Rafael Perez, MD

John W. Pickrell, MD
Eugene Podrazik, MD
Lida Prypchan, MD
John Purviance, MD
Michael Quinn, MD
Thomas Radosevich, MD
Jo Ann Ramsey, PA-C
Robert Ratcliff, MD
Karri Reliford, PA-C
Beth C. Robitaille, MD
Michael Romer, DO
Joseph Rosen, MD
John Roussalis, MD
Louis Roussalis, MD
Stuart J. Ruben, MD
Annette Russell, PA-C
Cora Salvino, MD
Angelo Santiago, MD
Sam Scaling, MD
Robert Schlidt, MD
Eric Schubert, MD
James Shaffer, MD
Kamlesh S. Shah, MD
Benjamin Sheppard, MD
Susan Sheridan, MD
William Shughart, PA-C
Karlynn Sievers, MD
Michel Skaf, MD
Michael Sloan, MD
Geoffrey Smith, MD
Lane Smothers, MD
Laura Smothers, MD
Grady Snyder, MD
Ambrose Soler, MD
Carol Solie, MD

Albert Steplock, Jr., MD
Anita J. Stinson, MD
Ronald G. Stinson, MD
Cory J. Stirling, MD
Werner Studer, MD
Daniel Sullivan, MD
Daniel Sulser, MD
Matthew Swan, MD
Jay Swedberg, MD
Rowan Tichenor, MD
Robert Tobin, MD
*Berton Toews, MD
John M. Tooke, MD
Brooke Umphlett, PA-C
Brian Veauthier, MD

Joseph Vigneri, MD
Robert A. Vigneri, MD
Samuel Vigneri, MD
Mark Vuolo, MD
Debra L. Walker, PA-C
Mary Weber, MD

Bob L. Welo, MD
*David Wheeler, MD
Allan Wicks, MD
Todd Witzeling, MD
Cynthia Works, MD
Linda Yost, MD

Jerry L. Youmans, MD

Centennial, CO
Mark Lea, MD

Cheyenne, WY
Rodney Anderson, MD

Janet Anderson-Ray, MD
Scott Andrew, PA-C
John Babson, MD

Steven Bailey, MD

Jean Denise Basta, MD
Steven Beer, MD

Jeffrey J. Behringer, MD
*Kristina Behringer, MD
Jacques Beveridge, MD
Wendy Braund, MD
Phillip Brenchley, MD
Dale Brentlinger, MD
James F. Broomfield, MD
Kimberly Broomfield, MD
John Bryant, MD
Marian Bursten, MD
Lisa Burton, MD

James Bush, MD

Jerry Calkins, MD

Tracie Caller, MD

Carol Campbell, PA-C
Jeffrey Carlton, MD
*Jasper Chen, MD

Mary Cole, MD

Harmon Davis IT, MD
Robert Davis IT, MD
Kleanthis Dendrinos, MD
Don Dickerson, MD
Amanda Diefenderfer, PA-C
Dirk Dijkstal, MD

LeAyn Dillon, DO
Joseph Dobson, MD
Douglas Edgren, MD
Sarvin Emami, MD
Sharon Eskam, MD
Arthur Farrell, PA-C
Herman Feringa, MD
David Findlay, MD

Carol A. Fischer, MD
Mary-Ellen Foley, MD
William P. Gibbens, MD
Lakhman Gondalia, MD
Rayna Gravatt, MD
Amy Gruber, MD
Phillip Haberman, MD
J. Sloan Hales, MD
James Haller, MD

Thor M. Hallingbye, MD
Jean Halpern, MD

Amy Jo Harnish, MD
James Harper, MD

B. Douglas Harris, DO
William Harrison, MD
Scott Hayden, MD
Taylor H. Haynes, MD
John P Healey, MD
Michael C. Herber, MD
J. Richard Hillman, MD
Rene Hinkle, MD

Basu Hiregoudar, MD
Jessie Hockett, PA-C

W. Joesph Horam, MD
Doug Hornberger, PA-C
Mark Howshar, MD
Eric Hoyer, MD
Ting-Hui Hsieh, MD
James Hubbard, MD
Donald Hunton, MD
Donald G. Iverson, MD
Alireza Izadara, MD
Cara Johnson, DO

*Paul Johnson, MD
Randolph Johnston, MD
Theodore Johnston, MD
Robert Kahn, MD
*Robert R. Kanard, MD
Matthew Kassel, DO

D. Michael Kellam, MD
Mary Louise Kerber, MD
William Ketcham, MD
David Kilpatrick, MD
Kenneth Kranz, MD
Charles Kuckel, MD
Michael Kuhn, MD
Donald J. Lawler, MD
Ronald LeBeaumont, MD
Robert W. Leland, MD
David M. Lind, MD

Pat Lucas, PA-C

James Lugg, MD
Charles Mackey, MD
Julie Maggiolo, MD
Ronald L. Malm, DO
Michael Martin, MD

Mohammed Mazhar, MD
Theodore N. McCoy, MD
Shauna McKusker, MD
Scott McRae, MD

A. John Meares, MD
Jonathon Medina, MD
Arthur Merrell, MD

R. Larry Meuli, MD
Samantha Michelena, MD
Anne Miller, MD

Gary Molk, MD

*Robert Monger, MD
Michael Nelson, DO
Julie Neville, MD
Dimiter Orahovats, MD
Douglas S. Parks, MD
Ambrish Patel, PA-C
Peter Perakos, MD
Seema Policepatil, MD

Gergana Popova-
Orahovats, MD

Daniel Possehn, DO
Robert Prentice, MD
Take Pullos, MD

Mark R. Rangitsch, MD
Steve Reeb, MD

Harlan R. Ribnik, MD

Margaret L. “Peggy”
Roberts, MD

D. Jane Robinett, DO
Kevin Robinett, DO
Earl W. Robison, MD
John Romano, MD
Andrew Rose, MD
Stanley Sandick, MD
Carol J. Schiel, MD
Philip Schiel, MD

G. Douglas Schmitz, MD
Joel Schwartzkopf, PA-C
Greg Seitz, MD

Larry Seitz, MD

Reed Shafer, MD

Kirk Shamley, MD
Michael Shannon, MD
Philip Sharp, MD
Brent D. Sherard, MD
David Silver, MD
Martha Silver, MD
Paul V. Slater, MD
Bruce Smith, MD

G. L. Smith, MD
Reuben Smits, MD
Danae Stampfli, MD
Greg Stampfli, MD
Jakub Stefka, MD
Ronald Stevens, MD



Jeffrey Storey, MD

Rex Stout, MD

Joyce Struna, PA-C
Robert Stuart Jr., MD
Sandra Surbrugg, MD
Donald B. Tardif, PA-C
Sodienye Tetenta, MD
Kathleen Thomas, MD
Thomas V. Toft, MD
Richard E. Torkelson, MD
Bane T. Travis, MD
Lindsay Tully, PA-C
Kristine Van Kirk, MD
Lisa Vigue, MD

Ronald W. Waeckerlin, MD

Philip L. (Bert) Wagner,
MD, MD

Alison Watkins, PA-C
Eric J. Wedell, MD
Russell Williams Jr., MD
Bret Winter, MD
John E. Winter, MD
C.R. Wise, MD

John Wright, MD
William Wyatt, MD
Robert York, MD
Patrick Yost, MD
Georgia Young, DO

Cody, WY

Ted Ajax, MD

Tom Anderson, MD
Jeffrey Balison, MD
Jimmie Biles, Jr., MD
Adair Bowbly-Joskow, MD
Gregory Clark, PA-C

Ross Collie, MD

Gregory Cross Jr., MD
Kathleen DiVincenzo, MD
Stephen Emery, MD

Rand E. Flory, MD

Randy Folker, MD

*Allen Gee, MD

Lee K. Hermann, MD
Charles E. Jamieson, MD

James L. (Bo)
Johnson II, MD

Donald R. Koehler, MD
Bradley L. Low, DO
Gregory McCue, MD
Clint Merritt, PA-C
Dale Myers, MD

Mark O. Riley, PA-C
Catherine Schmidt, MD
Frank Schmidt, MD
Charles Welch, MD
Sally Whitman, PA-C

Lisa Williams, MD
Jay Winzenried, MD

Denver, CO
James E. Stoetzel, MD

Douglas, WY
Deeanne Engle, MD

Terri Marso, PA-C
Dennis Yutani, MD

Evanston, WY
*Michael Adams, MD

Jared Barton, MD
Rebecca Ching, MD
Jason Haack, MD
*Thomas Simon, MD

Evansville, WY
Jack V. Richard, MD

Fort Collins, CO
Jason Merritt, MD

Richard Simmons, MD

Gillette, WY
Lowell Amiotte, MD

Laura Anders, MD
Gerald Baker, MD
David Beck, MD

Garry Becker, MD
Angela Biggs, MD
Rodney Biggs, MD
Darlene Brown, DO
Kris Canfield, MD
Thomas Davis, MD
John P. Dunn, MD
David Fall, MD

Mindy Gilbert, PA-C
Landi Halloran, MD
Sara Hartsaw, MD
Jonathan M. Hayden, MD
Erik Johnsrud, MD
Hein H. Kalke, MD
James LaManna, MD
Joseph Lawrence, DO
*John Mansell, MD
Breck McCarty, MD
Craig McCarty, MD
Margaret McCreery, MD
Philip McMahill, MD
Kelly McMillin, MD
James J. Naramore, MD
Robert Neuwirth, MD
Donald Parker, MD
Kirtikumar L. Patel, MD
James Price, MD

Paul Rigsby, DO
Shelley Shepard, MD
John Stamato, MD

Nicholas Stamato, MD
Michael Stolpe, DO
William Thompson, PA-C
Billie Fitch Wilkerson, MD

William Boyd Woodward
Jr, MD

Glenrock, WY
Charles L. Lyford, MD

Greeley, CO
Dennis Lower, MD

Green River, WY
Charles J. Amy, PA-C

Gordon Lee Balka, MD
Michael Holland, MD
Jacob Johnson, MD
Kristine F. Sherwin, PA-C

Hudson, WY
Robert L. Darr, PA-C

Hulett, WY
*Robert C. Cummings, PA-C

Jackson, WY
James Balliro, MD

Joshua Beck, MD
Robert Berlin, MD
Andrew Bullington, MD
Dennis Butcher, MD
*Lisa Jo Finkelstein, DO
Roland Fleck, MD
Angus Goetz, DO
Christopher Haling, MD
Bruce Hayse, MD
Christopher Hills, DO
David Khoury, MD
Ludwig Kroner, III, MD
James Little, MD

Heidi Michelsen-Jost, MD
Mary Neal, MD

William Neal, MD
Kathryn Noyes, MD
Richard Ofstein, MD
Holly Payne, DO

John Payne, DO
Thomas Pockat, MD
Travis Riddell, MD
Michael Rosenberg, MD
Paul Ruttle, MD
William Smith, MD
Simon Stertzer, MD
Ruth Anne Tomlinson, MD
Martin Trott, MD

Larry Van Genderen, MD
Laura Vignaroli, MD
Keri Wheeler, MD
Rafael Williams, MD

Kelly, WY
David Shlim, MD

Lander, WY
Charles Allen, MD

Mary Barnes, DO
*Richard Barnes, MD
Lawrence Blinn, MD
*Nancy Brewster, PA-C
Cornelius Britt, MD
Peter Crane, MD

David Doll, MD
Thomas Dunaway, MD
Phillip Gilbertson, MD
Donald Gullickson, MD
Justin Hopkin, MD
Hart Jacobsen, MD
Troy Jones, MD

Cori Lamblin, MD
Clint McMahill, MD
Charles McMahon, MD
Robert Nagy, MD
Susan Pearson, MD
Charles R. Phipps, MD
Douglas Phipps, MD
Carmen Pisc, MD
Steven Platz, PA-C
Carol Quillen, PA-C
Jan Siebersma, MD
Cynthia Stevens, MD
Karla Wagner, MD
Travis Walker, MD
John Whipp, MD

Mark Woodard, MD, PC

Laramie, WY
Debra Anderson, MD

John Bragg, MD

Dave Brumbaugh, PA-C
Marten Carlson, MD
Charles Coffey, MD

J. David Crecca, MD
Nathan Eliason, MD
William Flock, MD
Marie Gempis, DO
Andrew Georgi, MD
John Haeberle, MD
George Haight ITT, MD
Mark Hoffmann, MD
Angele Howdeshell, MD
Lawrence Jenkins, MD
Harry Jones, MD

Kent Kleppinger, MD
*Travis Klingler, MD
Randall Martin, MD
James Martinchick, MD
Clinton Merrill, MD

Darren Mikesell, DO
Hermann A Moreno, MD
Tom Nachtigal, MD
Robert Onders, MD
Harold Pierce, MD

Kenneth Robertson,
MD, FACP

Shaun Shafer, MD
Galyn M. Stahl, MD
William Thornton, MD
Gregory Wallace, MD
Michael Wasser, MD
Kim Westbrook, MD

Lovell, WY

Brendan H.
Fitzsimmons, MD

David Hoffman, MD

Marbleton, WY
Deborah S. Brackett, MD

Meeteetse, WY
Diane Noton, MD

Moran, WY
Dale A. Lavallee, MD

Newcastle, WY
Michael L. Carpenter, PA-C

D. Charles Franklin, MD
Willis Franz, MD

Aaron Jagelski, MD
Michael Jording, MD

Tonu (“Tony”) Kiesel, MD
Peter Larsen, MD

Jan E. Mason-Manzer, PA-C
Lanny Reimer, MD

Pinedale, WY
Kurt Frauenpreis, MD

J. Thomas Johnston, MD
David Kappenman, MD
Rebecca Stroklund, DO

Stephen “Buck”
Wallace, MD

Pittsburgh, PA
Bernard Leff, MD

Polson, MT
Ronald Gardner, MD

Powell, WY
Michael K. Bohlman, MD

Robert Chandler, MD
Kelly Christensen, MD
Sarah Durney, MD
Robert Ellis, MD

Lyle Haberland, MD
Lynn Horton, MD
William Jarvis, MD
Valerie Lengfelder, MD
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Bradley North, DO
Angela Redder, PA-C
Juanita Sapp, MD
Michael Tracy, MD
Mark Wurzel, MD
John Wurzel, Sr., MD

Rawlins, WY
David Cesko, MD

Gregory Johnson, MD
Palur Sridharan, MD
Robin K. Thompson, MD

Riverton, WY
Brooks Allison, MD

William Brohm, MD
Jason Brown, MD
Michael Fisher, MD
Michael J. Ford, MD
Roger L. Gose, MD
Richard M. Harris, PA-C
Ralph Hopkins, MD
Thomas L. McCallum, MD
John Mercer, MD

James Taylor, MD
Richard C. Wecker, MD
James White, DO

Rock Springs, WY
Peter Allyn, MD
Steven Babcock, DO
Charles Bongiorno, MD
Michael Bowers, DO
Elina Chernyak, MD
Gerard Cournoyer, MD
Steven Croft, MD
Brianne Crofts, MD
Wallace Curry, MD
David Dansie, DO
Amy Dolce, PA-C
*Sigsbee Duck, MD
Chad Franks, MD
Preetpal Grewal, DO
Augusto Jamias, MD
Peter M Jensen, DO
Samer Kattan, MD
David Liu, MD
Brytton Long, DO
Brandon Mack, MD
James Nelson, MD
Pritam Neupane, MD
Joseph Oliver, MD
*Melinda Poyer, DO
Richard Shamo, MD
Jed Shay, MD

Jean Stachon, MD
Michael Sutphin, MD
Wagner Veronese, MD
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Rachelle Vicencio, MD
Jad Wakim, MD
Jeffery Wheeler, MD
Chandra Yeshlur, MD

Rozet, WY
George McMurtrey, MD

Saratoga, WY
*Dean Bartholomew, MD

Edwin Sheils, PA-C
William Ward, MD

Seattle, WA
Robert Hilt, MD

Sheridan, WY
Jason Ackerman, MD

Juli Ackerman, MD

Dan Alzheimer, MD
Fred J. Araas, MD
Christopher Brown, MD
Mary Bowers, MD
William Doughty, MD
James Ferries, MD
Rebecca Franklund, MD
Lawrence Gill, MD

Luke Goddard, MD
Hannah Hall (Tenney) MD
Bradley Hanebrink, DO
Amy Herring, PA-C
Marilyn K. Horsley, PA-C
Karl Hunt, MD

Ian Hunter, MD

Tracy Jons, PA-C

Corey Jost, MD

Brian Laman, MD

Kelly Lieb, PA-C
Gregory Marino, DO
Robert Marshall, MD
Brenton Milner, MD
Scott Morey, PA-C
Howard L. Mussell, MD
Suzanne Oss, MD

Jason Otto, PA-C
Melinda Poyer, DO
Anthony Quinn, MD
Jamie Alex Ramsay, MD
John Ritterbusch, MD
Amber Robbins, MD
Stephanie Sander, PA-C
Walter Saunders, MD
Kristopher Schamber, MD
Dennis Schreffler, MD
Timothy Scott, MD
Kenneth Sickel, PA-C
Chris T. Smith, MD

Erin Strahan, PA-C
Michael Strahan, MD

William Taylor, MD
Seymour Thickman, MD
James Ulibarri, MD
Cheryl Varner, MD
Charles F. Walter, MD
William M. Williams, MD
Barry Wohl, MD

Jeremy Zebroski, MD

Spearfish, SD
William Forman, MD

Steamboat, CO
Donald Cantway, MD

Jeanne Hennemann, MD

Sundance, WY
Janice Lumnitz, MD

Teton Village, WY
Jack A. Larimer, MD

Stanley E. Siegel, MD
Kenneth J. Wegner, MD

Thermopolis, WY
William Bolton, MD

W. Travis Bomengen, MD
Colleen Hanson, PA-C
Kevin Mahoney, MD
Vernon Miller, MD

Kurt Pettipiece, MD
Howard Willson, MD

Timnath, CO
Dale Brentlinger, MD

Torrington, WY
Millard Todd Berry, MD

Kay Buchanan, MD
Norma Cantu, MD
Ezdan Fluckiger, MD
Bonnie Randolph, MD
Kayo Smith, MD
*Marion Smith, MD
Sheila Sterkel, PA-C

Tucson, AZ
William F. Flick, MD

Thomas J. Gasser, MD

Vail, CO
John Feagin, MD

Vancouver, WA
John Glode, MD

Wheatland, WY
*Ty Battershell, MD

#Jeffrey Cecil, MD
James Hawley, MD
James Kahre, MD
Lauri A. Palmer, MD
Steve Peasley, MD
Willard Woods Jr, MD

Wilson, WY
Robert Curnow, MD
Annie Fenn, MD

Gary Heath, MD
Elizabeth Ridgway, MD
Jacques Roux, MD
Anna Tryka, MD
Richard Whalen, MD

Worland, WY
Richard Rush, MD
John Thurston, MD

Wright, WY
Scott Johnston, MD

WWAMI Students
Widya Adidharma

Michael Alley
Marcus Bailey
Tyler Baldwin
Makenzie Bartsch
Kelly Baxter

Sean Bell
Danielle Borin
Millie Boyd
Hannah Chapman
Lydia Clark
Alexander Colgan
Allison Dawson
Tobin Dennis
Lindsay Dodds
Brandon Douglass
Melissa Dozier
Bryan Dugas
Roberta Enes
Bryan Feinstein
Andrew Fluckiger
Aaron Freeman
Rage Geringer
Alicia Gray

Sarah Gregory
Ryan Griesbach
Daniel Grissom
Carley Grubbs
Andrea Habel
Levi Hamilton
Weston Hampton
Brian Hardy
Isaac Hayward
Daniel Holst

Erik Jacobson
Kyle James

Tricia Jensen
Amanda Johnson
Morgan Johnson
Nathaniel Kaan
Matthew Kapeles

Sarah Koch

Max Kopitnik
Claire Korpela
Aislinn Lewis
Karren Lewis
Krista Lukos
Craig Luplow
Andrew Maertens
Mathias McCormick
Daniel McKearney
Maria McNiven
Natalie Meadows
Katelyn Miller
Lauren Millett
Galen Mills

Arla Mayne Mistica
Dana Morin

Kayla Morrison
Brittany Myers
Coulter Neves
Ross Orpet

Rishi Patel
Hannah Phillips
Rachael Piver
Jason Reynolds
Hope Richards
*Justin Romano
Anna Rork
Benjamin Ross
Kymberly Ross
Michael Sanderson
Brian Schlidt
Griffen Sharpe
Casey Slattery
Sarah Sowerwine
Janelle Strampe
Mallory Sullivan
Elise Sylar

Ellen Thompson
Jory Wasserburger
Isaac Wentz
Lindsay White
Stephanie White
Sawley Wilde
Derek Wille

David Wilson

WWAMI Residents
Ryan Abbaszadeh, MD

Jeff Bank, MD

John Barnes, MD

Erica Barrows-Nees, MD
Scott Bibbey, MD
Landon Bluemel, MD
Alan Brown, MD
Clayton Brown, MD
Catherine Cantway, MD

Lindsay Capron, MD
Tanner Clark, MD

Steven Clements, MD
Kimberly Cranford, MD
Joseph (Greg) Dolan, MD
Meghan Driscoll, MD
Steven Flynn, MD
Jacquelin Foss, MD
Matthew Fournier, MD

Sandra Gebhart
(Smylie), MD

Kyle Hancock, MD
Eli Harris, MD
Dietric Hennings, MD
Dane Hill, MD

Katie Houmes, MD
Eric Howell, MD
Christopher Ideen, MD
Lauren Johnson, MD
Krystal Jones, MD
Amy Kennedy, MD
Dean Lorimer, MD
Elise Lowe, MD
Stephanie Lyden, MD
Mattson Mathey, MD
Maxwell Matson, MD
Jarod McAteer, MD
Megan McKay, MD
Brian Menkhaus, MD
David Mills, MD
Trenton Morton, MD
Mary Mrdutt, MD

Michelle Neice
(Cassidy), MD

Jacob (Jake) Opfer, MD
Dhairyasheel Patel, MD
Travis Pecha, MD

Tony Pedri, MD

Tyler Quest, MD

Emily Read, MD

Jacob Rinker, MD
Amer Salam, MD
Kristen Schaefer, MD
Alyse Springer, MD
Greetha Sridharan, MD
Kevin Sun, MD

Filip Turcer, MD
Ashley Ullrich, MD
Jason Vergnani, MD
Doug Watt, MD

Orion Wells, MD
Spencer Weston, MD
Megan Woodward, MD

University of
Wyoming Residents
- Casper

Nathan Anderson, DO
Mark Babcock, DO
Hallie Bischoff, DO
Daniel Burris, MD
Nicole Comer, MD
Gabriel Fitton, MD
Jaime Hajjari, MD
Elizabeth Hills, DO
Adam Hoopes, DO
Brian Iutzi, MD

Eric Larsen, DO

Katie Lee, MD

Brian Melville, DO
Tyler Merchant, DO
Nena Panasuk, DO
Kyle Price, MD
Katrina Quick, MD
Brody Reid, MD

Kody Seeley, DO
Alexandria Ukleja, MD
Cameron Werner, MD
Kim Whitaker, MD
Heather Zimba, MD

University of
Wyoming Residents
- Cheyenne

Lenis Alvarado, MD

Samina Ayub, MD

Amy Butterworth, MD
Phillip Carron, MD
Dustin Durham, MD
Christian Flanders, MD
Christopher Godwin, DO
Cameron Grove, MD
Brad Jepson, MD
Jeremy Kessler, MD
Bilal Khan, MD

Bryce Lunt, MD
Mahalia Marcotte, MD
Michael McGlue, MD
Casey Miller, MD
Kathlene Mondanaro, DO
Evan Norby, DO

Stewart North, DO
Megan Schaaf, MD
Lyndle Shelby, MD
Tharenie Sivarajah, MD
Catherine Sundsmo, MD
Mark Wefel, MD

Italicized Names denotes New Members in 2015

*Highlighted names denote Wyoming
Medical Society Board Members
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