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Speaker Information 
Carl W. Taylor, JD 
Executive Director Fraser Institute for Health and Risk Analytics, Princeton, NJ. 
 

Carl is the former Assistant Dean of the University of South Alabama College of  
Medicine, as well as the Director of the Center for Strategic Health Innovation 
(CSHI) and National Center for Disaster Medical Response. During his decade at the 
University, he served as the principal investigator of over 50 grants for health  
innovation research in the area of chronic diseases and maternal/fetal healthcare as  
well as disaster response. He is the Executive Director of the Fraser Institute for  
Health and Risk Analytics, a New Jersey think tank. Frasers’ clients include federal 
and state government agencies as well as the private sector. Their work focuses on 
emerging health trends, health reform, market dynamics and innovation. Carl serves 

on the advisory boards of a number of Health 2.0 start-ups, was a member of the New Zealand Health chal-
lenge, a broadband ambassador to the Internet Innovation Alliance in Washington and an advisor to the Eu-
ropean Union funded SAVE ME project. He twice won Health Innovator of the Year Awards for his work in 
patient centric health care. In his spare time, he works with a Kenyan development team and other non profit 
non governmental organizations creating light weight, easily deployable social networking and crowd-
sourcing tools for use in Sub-Saharan Africa. Carl has provided testimony and guidance to committees of the 
US Senate, House of Representatives, the Institute of Medicine, and the World Bank. His work was recently 
featured in the new World Bank publication Understanding Risk.  Currently he serves as a subject matter 
expert for the HHS Office of the National Coordinator for Health Information Technology in the area of end 
point security. He has published several peer reviewed articles on the role of technology in managing surge 
capacity in disasters and is the author of several chapters on medical disaster response including the newly 
released and best selling book entitled, Getting It Done. He is also a frequent blogger for the healthcare col-
laboration blog on the topic of data and informatics. He holds an undergraduate degree from Marshall Uni-
versity and a Juris Doctor from the University of Miami. He is also an associate member of the Society of 
Actuaries and a member of their work group on medical errors.  

Len Nichols, Ph.D. 
Director, Center for Health Policy & Ethics (CHPRE) 
Professor of Health Policy, George Mason University 
 

Len Nichols became Director of the Center for Health Policy Research and Ethics 
(CHPRE) and a Professor of Health Policy at George Mason University on March 1, 
2010. As he works to strengthen CHPRE’s connections to national, state, and private 
sector conversations about ways to improve the performance, sustainability, and equi-
ty of the US health care system, he continues to bridge the worlds of health policy, 
health politics, health economics, health services research, and to help make sense of it 
all for policy makers, private sector leaders, other researchers, and journalists. Len’s 
most recent prior position was Director of the Health Policy Program at the New 

America Foundation, where he contributed to the national health reform debate through testimony, brief-
ings, writing, news commentary, and public speaking. He has been intimately involved in health reform de-
bates, policy development, and communication for over 20 years, and is one of the few analysts in Washing-
ton who maintains the respect and engagement of elected officials from both sides of the aisle. In addition to 
testimony Len often is asked to provide technical expertise to members of Congress, governors, state legisla-
tors, and other policy officials around the country. He has consistently sought to add moral arguments to the 
technical health policy debate, and in so doing helps journalists and others remember why the issue is so im-
portant to our country. Because of his reputation as an unbiased and knowledgeable health reform analyst, 
he is frequently interviewed and quoted by major media outlets including the New York Times, Washington 
Post, Los Angeles Times, National Journal, the Wall Street Journal, Time and Newsweek magazines, National Pub-
lic Radio, Lerher News Hour, the British Broadcasting Service, NBC Nightly News, ABC News Tonight, and CBS 
Evening News. Len was recently selected to be an Innovation Advisor to the Center for Medicare and Medi-
caid Innovation. He has served as Vice President of the Center for Studying Health System Change, a Princi-
pal Research Associate at the Urban Institute and as the Senior Advisor for Health Policy at the Office of 
Management and Budget (OMB) in the Clinton Administration. Len was also a visiting Public Health Ser-
vice Fellow at the Agency for Health Care Policy and Research during 1991-1992, and prior to that he was 
an Associate Professor and Economics Department Chair at Wellesley College, where he taught from 1980-
1991.  He received his Ph.D. in Economics from the University of  Illinois in 1980. 

2 



Panelists & Breakout Sessions 
Brief Bios, Session Descriptions & Room 

The Happy Doctor Panel: Ways to Optimize Provider Satisfaction and Bottom Line: 
Nadine Tenn Salle, MD1 (moderator) is a private practice Med-Peds physician in Honolulu, President of 
Ha-wai‘i  Independent Physician Association, a member of the Governor’s Healthcare Reform Taskforce  
Timothy Duerler, MD1 is a Family Physician and Executive Director of Mango Medical, a private group 
prac-tice in Waimea, Big Island 
Theresa Wee, MD1 is a private practice Pediatrician in Waipahu 
Richard Lee-Ching, MD1 is a private practice Family Physician in Hilo 
Melinda Menezes, MD1 is a private practice Pediatrician on Kauai 
Ira Zunin, MD1 is an Integrative Medicine physician in Honolulu  

BREAKOUT 1: Hawai‘i  Specific Solutions to Improve Your Bottom Line: 
(Coral Ballroom 4 & 5) 
Learn about the fundamentals of ACA and other payment reform methodologies including 
bundled payments, Patient Centered Medical Home (PCMH) and pay for performance initiatives: 

Len Nichols, PhD1 (moderator), is the Director, Center for Health Policy & Ethics 
Carl Taylor, JD1 is Executive Director Fraser Institute for Health and Risk Analytics, Princeton, NJ 
Lisa Konove1 is the Hawai‘i  Independent Physician Association Physician Liaison and PCMH 
Expert Curtis Toma, MD1 is a Med-Peds physician and Hawaii Medicaid Medical Director (Med-
Quest) 

BREAKOUT 2:  Telehealth for Hawai‘i  (Nautilus 1 & 2)
Learn about telehealth uses in Hawai‘i , understand how HHIE secure messaging promotes a more 
comprehensive and coordinated patient-care effort within the medical neighborhood, learn tele-health 
billing codes and how to maximize efficiency without extra cost and space requirements:

Deborah Birkmire-Peters  PhD1 (moderator) is Program Director of Pacific Basin Telehealth Resource 
Center Eric Brown, MBA1 is President & CEO of the California Telehealth Network  
Kathy Chorba1, is Executive Director of the California Telehealth Resource Center  
Javeed Siddiqui, MD1 is an ID specialist with the Center for Health and Technology at UC Davis SOM 
Christine Mai’i Sakuda, MBA1 is the Executive Director of Hawai‘i  Health Information Exchange 
Susana Helm, PhD, RD1 is Assistant Professor of Psychiatry at University of Hawai‘i  

BREAKOUT 3: Interprofessional Teamwork Models that Work (Lehua)
Learn about how creating interprofessional PCMH teams improve office flow, increase quality 
of care for patients and families, improve provider quality of life and be financially feasible: 

Deborah Gardner, RN, PhD1 is the Exec. Director for the Hawai‘i  State Center for Nursing 
Amy Duerler, APRN1 specializes in Women’s health and pediatrics at Mango Medical 
Timothy Duerler, MD1 is a Family Physician and HIV specialist at Mango Medical 
Valisa Saunders, APRN, MN,BC,GNP1 is the American Geriatrics Society “Clinician of the Year”  
Dan Domizio, PA, MPH1 is Clinical Programs Director, Puna Community Medical Center and Board 
Member of Hawai‘i  Academy of Physician Assistants 

BREAKOUT 4: Medical Malpractice Changes in Hawai‘i -Demystifying Hawai‘i 's 
new Medical Claims and Conciliation Panel: (Kahili 1) 
Find out what happens if someone files a malpractice case in Hawai`i and how you can improve 
the system from within: 

Kelley Withy, MD, PhD1 (moderator) is a Family Physician, JABSOM Faculty, AHEC Director, and 
Physician Workforce Researcher 
Chuck Crumpton, JD1 is a Honolulu Mediation pecialist & Hawai‘i Medical Claims and Conciliation Panel 
leader 
Eileen Hilton, MD1 is an Internist and ID Specialist in New York and Honolulu 

ONGOING: HMSA PCMH Update and Networking  
Lisa Konove1  Hawai‘i  IPA Physician Liaison  

CLOSING: Where is your happiness in medicine? 
Stephen Yano, MD1, is a pediatrician at Children’s Medical Associates in 

Aiea.  Disclosures of conflicts of interest: 
1. Disclosures: S/he has NO relevant financial relationships with any commercial interests. 3 



Act 18, Hawai‘i  Physician Workforce Assessment 
Brief  Update 

 

In 2010, the JABSOM Area Health Education (AHEC) performed the first assessment of 
physician supply and demand in Hawai‘i. Findings indicated a shortage of over 600 practicing 
physicians, 60 physician assistants and 180 nurse practitioners compared to a similar commu-
nity on the continental US.  Initial analysis of the 2013 data indicates that our shortage is 
once again growing and prompt action is required. 

Act 18 supported activities to increase the provider supply in Hawai‘i  including: 

1. Beginning the first Ha-wai‘i  State Loan Repay-ment Program with six loan repayers 
in 2012 and at least 15 expected in 2013.  Please chat with our valued loan re-payers 
who are at the meeting today!

2. Medical Malpractice
legislation to change the
Medical Claims and
Conciliation Panel to the
Medical Inquiry and
Conciliation Panel with
just one lawyer and one
doc, a more interactive style and no written decision.  We hope to encourage more physi-
cian involvement so we can change the nature of the malpractice process to be less oner-
ous (see breakout session 4).

3. Creation of ongoing listing of provider job openings in Hawai‘i  (www.AHEC.hawaii.edu)
and regular outreach to all JABSOM medical school and residency graduates regarding
available jobs in Hawai‘i .  Let us know any job openings and we will list the info on our
webpage as well as send to interested  on the continental US.

4. Partnership with Hawai‘i  State Center for Nursing to expand the physician and
P workforce assessment to include nurse practitioners so that we can
have an accurate and valuable primary care estimate.

5. Partnership with the Hawai‘i  VA to increase interprofesional rural training opportunities
in Hilo, American Samoa and Guam.

6. Building partnerships with Hawai‘i  State Rural Health Association and Hawai‘i  State
Office of Rural Health to introduce local welcome committees.

7. And, of course, today’s conference examines teamwork, reimbursement reform, provider
incentives, and administrative simplification.

All these things and more are made possible by a $60 fee all physicians pay when they 
relicense every two years, so thank you for your involuntary contribution!! 

Information on all these activities can be found at: www.AHEC.hawaii.edu, or contact 
Kelley Withy at withy@hawaii.edu or the JABSOM AHEC Office at 808-692-1060 
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General Ideas For Improving Your Satisfaction 
Add more to the lists on the easels around the room and  

we’ll put them all on line at www.AHEC.hawaii.edu 

Increase personal satisfaction  
Take good care of yourself so that you feel nourished and happy  
Work with happy and productive staff and team members  
Be proud of yourself for caring for a community  
Finish your chart before seeing another patient  
Work as part of a team so you have more free time  
Remember why you went into medicine!  
Have your voice be heard by joining committees, boards and/or physician 
organizations (see below) 

Examples of committees you can join:  
Volunteer for Governor’s Healthcare Reformation Task Force 
Join your hospital board 
Join your specialty society and/or Hawai‘i  Medical Association, Hawai‘i 
Physician Assistant Association, Hawai‘i  Nurses Association, Hawai‘i  
Association of Professional Nurses 
Join an Independent Physician Association (IPA) such as Hawai‘i  IPA, East Ha-
wai‘i  IPA, Hawai‘i  Filipino Healthcare, Oahu Physicians Group, West Hawai‘i  
Independent Physicians, Pacific Medical Administrative Group 
Join the board of health insurer or medical group 

Ideas for increasing office revenue  
Group visits, group services, create a healthcare team  
Care coordination billing  
Internal lab services/pharmacy/durable medical equipment  
Sell products that you believe in  
Create new revenue stream by providing targeted services (Pain management, 
aesthetics, wellness services, etc.)  
Concierge practice  

Decrease overhead  
Oversee your billing and resubmit when needed  
Invest in time and training because a well trained staff make everything easier 
Allow patients to exit your practice if they are a bad match  
Share space, overhead costs, call/services with others to lessen your load  
Maximize effectiveness of EHR and know the services available in Hawai‘i   
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Breakout Session 1: Provider Financial Incentives 
 

Medicare (CMS): 
Primary Care Incentive Payment Program (PCIP) from 2010-2015.  There is a 10% bonus 
payment to primary care providers if 60% of care provided is primary care:  
http://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/
MLNMattersArticles/downloads/mm7060.pdf 

Medicare Electronic Health Record (EHR) Incentive Program offers up to $15,000 in 
2013 and $12,000 in 2014 for demonstration of meaningful use of certified EH  technology, 
and penalties start in 2015.  http://www.cms.gov/Regulations-and-Guidance/Legislation/
EHRIncentivePrograms/index.html?redirect=/ehrincentiveprograms/ 

Medicare Electronic Prescribing (eRx) Incentive Program offers .5% Medicare bonus, and 
not participating is associated with penalties starting this year.  http://www.cms.gov/
Medicare/Quality-Initiatives-Patient-Assessment-Instruments/ERxIncentive/index.html?
redirect=/erxincentive/  

HEDIS measure bonuses http://www.ncqa.org/Programs/Recognition/
BridgestoExcellence.aspx 
Physician Office Link enables physician office sites to qualify for bonuses based on their imple-
mentation of specific processes to reduce errors and increase quality. They can earn up to $50 
per year for each patient covered by a participating employer or plan. In addition, a report 
card for each physician office describes its performance on the program measures and is made 
available to the public. 
Diabetes Care Link enables physicians to achieve one-year or three-year recognition for high 
performance in diabetes care. Qualifying physicians receive a $80 bonus for each diabetic pa-
tient covered by a participating employer or plan. In addition, the program offers a suite of 
products and tools to help diabetics get engaged in their care, achieve better outcomes, and 
identify local physicians that meet the high performance measures. The cost to employers is 
no more than $175 per diabetic patient per year with savings of $350 per patient, per year. 
Cardiac Care Link enables physicians to achieve three-year recognition for high performance 
in cardiac care. Qualifying physicians are eligible to receive up to $160 for each cardiac patient 
covered by a participating employer and plan. In addition, the program offers a suite of prod-
ucts and tools to help cardiac patients get engaged in their care, achieve better outcomes and 
identify local physicians who meet the high performance measures. The cost to employers is 
no more than $200 per cardiac patient per year with savings up to $390 per patient, per year. 
Spine Care Link enables physicians to achieve two-year recognition for high performance in 
spine care.  The program offers a suite of products and tools to help back pain patients get en-
gaged in their care, achieve better outcomes, and identify local physicians who meet the high 
performance measures. 

Physician Quality Reporting System (PQRS) is a  reporting program that uses a combina-
tion of incentive payments and payment adjustments to promote reporting of quality infor-
mation by eligible professionals who satisfactorily report data on quality measures for covered 
Physician Fee Schedule (PFS) services furnished to Medicare Part B Fee-for-Service (FFS) 
beneficiaries. http://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-
Instruments/PQRS/index.html?redirect=/pqrs 

Value based payments haven’t reached Hawai‘i  yet but they will: http://www.cms.gov/
Medicare/Medicare-Fee-for-Service-Payment/PhysicianFeedbackProgram/index.html 

 

End stage renal disease quality control program to improve care and decrease cost:   
http://cms.gov/Medicare/End-Stage-Renal-Disease/ESRDQualityImproveInit/index.html 
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Accountable Care Organizations (ACOs)  
The CMS Innovation Center is currently testing two Accountable Care Organization (ACO) models, the Pioneer 
ACO Model (32 in the US, none in Hawai‘i ) and the Advance Payment ACO Model (20 in the US, none in Ha-
wai‘i ). These ACO models are designed to incentivize heath care providers to become accountable for a patient 
population and to invest in infrastructure and redesigned care processes for high quality and efficient service de-
livery. Pioneer ACOs are designed for health care organizations and providers that are already experienced in 
coordinating care for patients across care settings to move more rapidly from a shared savings payment to a pop-
ulation-based payment model. Advance Payment ACOs receive an advance on the shared savings they are ex-
pected to earn to expedite interventions.  

Bundled Payments for Care Improvement http://innovation.cms.gov/initiatives/bundled-payments/
index.html. There are four types of bundled payments being tested and should be rolled out to ACOs, but no pilot 
projects in Hawai‘i . The Bundled Payments for Care Improvement initiative includes four models of bundling 
payments, varying by the types of health care providers involved and the services included in the bundle. Depend-
ing on the model type, CMS will bundle payments for services beneficiaries receive during an episode of care in 
order to encourage hospitals, physicians, post-acute facilities and other providers as applicable to work together 
to improve health outcomes and lower costs. Organizations of providers participating in the initiative will agree 
to provide CMS a discount from expected payments for the episode of care, and then the provider partners will 
work together to reduce readmissions, duplicative care, and complications to lower costs through improvement.  

Medicare Initiative Grants in Hawai‘i :  
CMS State Innovation Model Award:  
Hawai‘i  was awarded a CMS State Innovation Model Award that provides six months and almost a million dol-
lars to design and submit a State Healthcare Innovation Plan to standardize administrative and payment proce-
dures between multiple payers, increase payment for patient centered medical home and care management ser-
vices, reduce duplication and waste in the healthcare system, and reimburse for telehealth. The completed plan 
will then be eligible for up to $60 million in implementation funds as part of the next phase of Medicare’s States 
Innovation Model. If you would like to assist in the effort to improve the healthcare system in Hawai‘i , contact 
the Governor’s Healthcare Transformation Taskforce at: www.hawaiihealthcareproject.org   

Federally Qualified Health Center Advanced Primary Care Practice Demonstration  
In October 2011, 500 FQHCs in 44 states were selected to receive approximately $42 million over three years to 
achieve NCQA level three Patient Centered Medical Home recognition. Bay Clinic and West Hawai‘i 

are participating.  

Patient Rewards and Incentive for Supporting Empowerment Project (HI-PRAISE) is a collaboration 
between UH, Hawai‘i  and 14 CHCs to improve early detection and diabetes 
self management.  

CMS Community of Care Transitions Program at Maui County Office on Aging. 

CMS Innovation Awards to Hawai‘i : University of Hawai‘i  at Hilo Pharm2Pharm program 
(pelligrin@hawaii.edu); St. Francis Healthcare Foundation Of Hawai‘i  and Dr. Steve Berman; AlohaCare and 
Firstvitals Health And Wellness, Inc “Improving the health and care of low-income diabetics at reduced costs”; 
and Hawai‘i  is a partner in University of Arkansas for Medical Sciences Program.  

AlohaCare: provides startup assistance for rural providers, contributes to Hawai‘i  State Loan Repayment pro-
gram and supports innovation grants for care coordination, PCMH development and complex care management. 
AlohaCare is also introducing Pay for Performance programs for most Primary care providers.  

HMSA:  HMSA primary care providers receive $2.00, $3.00 or $3.50 per member per month (PMPM), for Patient 
Centered Medical Home (PCMH) Levels One, Two and Three, respectively, in the commercial health plan, and 
$1.00, $1.50 and $2.00 in the QUEST care plan.  Additional PCMH rewards befall the Physician Organizations 
(PO) who lead the PCMH efforts.  In addition, HMSA’s Pay for Quality program provides $4.00 PMPM in the 
Commercial Plan $3.00 PMPM in QUEST for fulfillment of national care standards reflected in HEDIS Quality 
Measures for cancer screening, diabetes management, well-child visits, and immunizations. 

Local Provider Incentives  (more to be added on www.AHEC.hawaii.edu as uncovered) 
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PCP success for care elements in Akamai Advantage 
P4Q may be worth $2.00, $4.00 or $8.00 PMPM, 
depending on the type and number of measures in-
dicated for each patient.  HMSA pays PCMH Level 
Recognition fees monthly, and P4Q earnings quar-
terly.  Performance improvement over the prior 
base period can boost quality earnings to 110% of 
maximum potential. Maximum potential quality 
earnings are proportionate to the number of HMSA 
members a PCP cares for, and to the number of care 

measures that apply to those patients.  The chart to the 
right shows how PCP’s fared relative to their quality 
earning potential in the 4th quarter of 2012.  One PCP 
earned $26,000 in P4Q, plus an additional $13,000 in 
PCMH fees for 4th quarter 2012. For more information: 
http://www.hmsa.com/providers/default.aspx. HMSA 
is also Hawai‘i’s largest non-federal contributor to 
the Hawai‘i  State Loan Repayment Program. 

Humana  supports wellness and care coordination programs for patients including: Support programs that 
help members work effectively with their physician to manage chronic diseases or conditions; Care-
coordination services for members with chronic or complex conditions or multiple diagnoses; Telephonic 
nurse support designed to improve outcomes and offer peace of mind;   Senior-focused fitness programs de-
signed to improve strength, flexibility, range of motion and cardiovascular condition;  Educational life-
enrichment programs and classes, such as cooking, nutrition, fall prevention and smoking cessation.  

Kaiser: The Hawai‘i  Permanente Medical Group (HPMG) is at the heart of Kaiser Permanente's mission 
to deliver high quality, affordable health services to its members and the community. Physician owned 
and operated, HPMG offers the opportunity to practice in a patient focused environment that encourages 
professional autonomy, values cross-specialty collaboration, and emphasizes work-life balance. For infor-
mation on employment opportunities, contact Helen Aldred at: Helen.X.Aldred@kp.org  

Medicaid: Hawai‘i  Medicaid primary care visits are being reimbursed at Medicare rates from January 1, 
2013-December 31, 2014 (retroactively).  Primary care is considered Family Medicine, Pediatrics and 
Internal Medicine and any subspecialties of these (i.e. adolescent health, sports med, geriatrics). 

UHA: Patient Centered Medical Cottage program provides supplemental reimbursement for providers 
caring for complex patients who require extensive care coordination.  For more information contact: Dr. 
George McPheeters at gmcpheeters@uhahealth.com.  

UnitedHealthcare: Plans include Medicare Advantage, Medicaid (QUEST and QExA), TRICARE 
(effective 4/1/2013) and employer group plans.  UnitedHealthcare also supports Optum, a consulting 
and health related services company. Incentives for providers include:  Field-based service coordinators 
and case managers for Medicaid patients with complex/chronic conditions; “House calls” program for 
our Medicare members with complex health care needs to  support such members and connect or recon-
nect members with the healthcare delivery system; Development and support of provider-based Account-
able Care Communities (“ACC”), an integrated continuum of care model that incorporates and expands 
upon the patient-centered medical home at FQHCs and is expanding to other practices; and the Patient 
Assessment Form (PAF) program, to promote early detection and ongoing assessment of chronic condi-
tions for our Medicare and Medicaid members on an annual basis.  For further information, please con-
tact Julie Cooper at: julie_l_cooper@uhc.com. 

Potential vs Actual P4Q Quarterly Earnings Q4 2012 

HMSA PCMH & P4Q 2013 
Payment and Eligibility by Line of Business

Commercial Akamai Advantage QUEST

Patient-Centered Medical Home

PCMH PCP
Eligibility

All PCPs None FQHC PCPs + 
Non-FQHC PCPs in PCMH 
w/ 100 QUEST members

PCMH PCP PMPM $2.00,$2.50,$3.00 None $1.00, $1.50, $2.00

PCMH PO PMPM $0.50, $0.75, $1.00 $0.50 $0.50

Pay-for-Quality

P4Q PCP Eligibility All PCPs All PCPs FQHC PCPs + 
Non-FQHC PCPs w/ 100 QUEST 

members

P4Q PCP PMPM $4.00 $13.64 (avg.)*
(from $2-$8‡

per measure, 
‡: Including Persistency)

$3.00

P4Q PO PMPM, at 
risk 

$0.50 $0.50 $0.20

Primary Care Providers (PCPs) = FP, GP, IM, Peds, APRN, PA, Urgent Care
*Akamai Advantage P4Q Average estimated for full achievement of a panel with average distribution of member morbidity

PO-Physician Organization 
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New Billing codes that may help you (not all have been paid to date) 

Physician or other qualified health care professional with no face-to-face visit, per calendar month. 

99488: complex chronic care coordination services; first hour of clinical staff time directed by a 
physician or other qualified health care professional with no face-to-face visit, per calendar 
month; first hour of clinical staff time directed by a physician or other qualified health care 
professional with one face-to-face visit, per calendar month. 

99489: complex chronic care coordination services; first hour of clinical staff time directed by a 
physician or other qualified health care professional with no face-to-face visit, per calendar 
month; each additional 30 minutes of clinical staff time directed by a physician or other 
qualified health care professional, per calendar month (list separately in addition to code for 
primary procedure). (99489 should be reported in conjunction with 99487 and 99488 . 

Transition care management codes  
99495: transitional care management services requiring communication (direct contact,  

telephone, electronic) with the patient and/or caregiver within two business days of dis-
charge, medical decision making of at least moderate complexity during the service period 
and a face-to face visit within 14 calendar days of discharge.  

99496: transitional care management services requiring communication (direct contact,  
telephone, electronic) with the patient and/or caregiver within two business days of dis-
charge, medical decision making of high complexity during the service period and a face-to 
face visit within seven calendar days of discharge. 

    List  of Medicare Telehealth Services 

OTHER CODES: 
G0459:The new G HCPCS code for Pharmacologic Management Service Furnished via  

Telehealth to Inpatients is G0459: Inpatient telehealth, pharmacologic management,  
including prescription use and review of medication with no more than minimal medical     
psychotherapy . 

1. Source: Lansey , D. (2012). Variety of coding changes loom for 2013. ACP Internist, November/December issue.
retrieved April 2, 2013, from http://www.acpinternist.org/archives/2012/11/coding.htm

2. Source:  Service and Coding System. Reprinted from “Telehealth Services: Rural Health Fact Sheet Series”
Current Procedural Terminology [CPT] 2011 American Medical Association. All rights reserved. ICN
901705 February 2012.
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Breakout Session 2:Telehealth for Hawaii 
The links below lead to telehealth-related programs, issues, resources, and other general information.  
American Telemedicine Association (ATA):  www.americantelemed.org/ 
ATA is the leading international resource and advocate for telemedicine, promoting access to medical care 
for consumers and providers via telecommunications technology.  The ATA provides telemedicine education, 
standards and guidelines, and telemedicine videos. 

Office for the Advancement of Telehealth (OAT), Office of Rural Health Policy (ORHP), Health Re-
sources and Services Administration (HRSA):  www.hrsa.gov/ruralhealth/about/telehealth/  
OAT works to increase and improve the use of telehealth to meet the needs of underserved people, including 
those living in rural and remote areas, those who are low-income and uninsured or enrolled in Medicaid. 

National Telehealth Resource Centers:  www.telehealthresourcecenter.org/ 
Telehealth Resource Centers (TRCs) are funded by the U.S. Department of Health and Human Services’ 
Health Resources and Services Administration (HRSA) Office for the Advancement of Telehealth, which is 
part of the Office of Rural Health Policy. Nationally, there are a total of 14 TRCs which include 12 Regional 
Centers, all with different strengths and regional expertise, and 2 National Centers which focus on areas of 
technology assessment and telehealth policy.  The local regional TRC is the Pacific Basin Telehealth Re-
source Center (See below). Links to all the TRC websites can be found at: 

Pacific Basin Telehealth Resource Center: www.pbtrc.org/ 
The region covered by the PBTRC includes the state of Hawaii, the US territories of Guam and American 
Samoa, the Commonwealth of the Northern Mariana Islands, and the countries of the Republic of Palau, the 
Republic of the Marshall Islands, and the Federated States of Micronesia.  PBTRC offers the following ser-
vices to new and existing programs: (1) program development and operational support, (2) education, train-
ing, and awareness of telehealth, (3) equipment recommendations, (4) information on legal, regulatory, and 
policy issues, (5) program evaluation, (6) business models, and (7) strategic planning and sustainability. 

State of Hawaii Telehealth Access Network (STAN): www.stan.tipg.net/ 
STAN is a program under the Telecommunications and Social Informatics Research Program (TASI) that 
operates a centralized Network Operations Center (NOC) where all voice and video conferences are facilitat-
ed. The Network Operations Center support multiple video conference bridge units that enable interconnec-
tivity with voice and video teleconferencing between a variety of networks and over a multitude of different 
technologies. 

Office for the National Coordinator for Health Information Technology (ONC): www.healthit.gov/  
The ONC is the principal Federal entity charged with coordination of nationwide efforts to implement and 
use the most advanced health information technology and the electronic exchange of healthcare information. 

Hawaii Health Information Exchange (HHIE): www.hawaiihie.org/ 
The State Health Information Exchange is a secure electronic network that enables Hawai i health care pro-
viders, such as physicians, pharmacies, labs and other medical providers, to exchange select patient medical 
information.  HHIE helps providers convert from paper to electronic health record (EHR) systems through 
its Hawai‘i Pacific Regional Extension Center (REC). 

Center for Telehealth and eHealth Law (CTeL):  www.ctel.org/ 
CTeL provides vital support to the telehealth community on legal and regulatory issues and topics such as, 
physician/nurse licensure, credentialing and privileging, Medicare and Medicaid reimbursement, and private 
insurance payment policies. 

United States Department of Agriculture (USDA) Distance Learning and Telemedicine (DTL) Pro-
gram: http://www.rurdev.usda.gov/utp_dlt.html 
The USDA Distance Learning and Telemedicine Program provides information on current funding opportu-
nities, past awards demonstrating the types of projects the USDA has funded, and other telehealth related 
information. 

Universal Service Administrative Company (USAC):  www.usac.org/ 
The USAC administers the Universal Service Fund providing communities across America with affordable 
telecommunications services. 
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Breakout Session 3: Interprofessional Practice1 Nurse
practitioners and physician assistants can enhance general practice in a number of ways, including 
clinical, economic and other benefits. Potential benefits are summarized in the following diagram and 
subsequent paragraphs. The breadth of opportunities highlights the flexibility that a nurse practitioner or 
physician assistant  offers  a primary care practice  Just as no two primary care practices are the same, NPs 
and PAs bring an individual scope of practice which may be suited to particular community and practice needs.  

Clinical Benefits: As with other roles in primary care, 
nurse practitioners and physician assistants can spe-
cialize in particular areas of care (e.g. HIV or aged 
care), or work with a broader scope (e.g. population 
health or ‘generalist’ primary care). This adds capacity 
to the practice by offering care that may otherwise be 
unavailable.  Clinical benefits of adding an NP or PA 
depend on the opportunities the practice chooses to 
maximize, including: increased access for patients, 
such as options for more timely appointments; in-
creased capacity of practice team by providing 
mentoring and education of other team members and 
nursing, medical and allied health students; improved 
continuity including relational continuity and trans-
fer of information within the practice team; longer 
appointments with patients who have complex care 
needs; and improved coordination of care, including 
case management and improved efficiency of the inter-
professional experience; provision of new services to 
patients to address population health needs and im-
prove health outcomes for the community. This may be achieved by offering clinics to address chronic 
disease/complex care (such as asthma clinics, anticoagulation clinics, wound clinics, diabetes clinics, de-
mentia management); enhanced telehealth opportunities; preventive models; patient education; meeting 
targets around national screening programs (bowel, prostate, breast and ovarian cancers); immunization; 
weight loss and smoking cessation programs. In addition, including a PA or NP in your practice can in-
crease teamwork within the practice, can facilitate reconfiguring business processes, improve patient 
streaming, and introduce opportunities beyond those of hiring a general practice nurse or medical assis-
tant. 

Other benefits include: potential to improve patient satisfaction and health outcomes as a result of 
the clinical benefits described above; opportunities to reconfigure how the practice team works — e.g. 
to improve teamwork and enhance shared patient encounters — leading to greater job satisfaction for 
all team members; address workforce issues and potential shortages while offering a more efficient mix 
of clinical skills within the overall practice team — the right person delivering the right level of service 
at the right time. 

The breadth of opportunities highlights the flexibility that a nurse practitioner or physician assistant 
offers a practice. Just as no two primary care practices are the same, NPs and PAs bring an individual 
scope of practice which may be suited to particular community and practice needs.  It is important to re-
member that a nurse practitioner and/or a physician assistant should be viewed as having expertise but not as a 
substitute for a physician. Let us assume that having considered the opportunities, you are convinced that 
your practice needs an NP or PA.  The next step is to determine how the general practice should be con-
figured to maximize the benefits of these opportunities.  
1. Source: This material was adapted from the following citation:  King, J., Corter, A., Brewerton, R., Watts, I. (2012) Nurse practitioners in primary care: 
benefits for your practice. Australian General Practice Networ, Auckland: Julian King & Associates; Kinnect Group. 
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Practice onfiguration considerations include: 
1. Specifying the intended impacts of including NP/PA within the practice team
2. Defining the PA/NP role, including the scope of practice for this position, to meet the identified

needs
3. Agreeing how the NP/PA will collaborate with other health care professionals in the practice
4. Clarifying roles and responsibilities. The PA/NP is a registered health professional with a nation-

ally determined scope of practice supported by legislation. They are responsible and accountable
for their care; however, all staff in the practice need to understand what the NP/PA role and re-
sponsibilities entail

5. Identifying implications for the practice team. This includes intended changes to business pro-
cesses and patient streaming, implications for the administrative team members who direct pa-
tients to other team members, and implications for the workloads of all team members. A skilled
PA/NP may be able to ease bottlenecks by ensuring that the overall clinical flow is maintained or
improved

6. A written policy and procedure outlining the above aspects to ensure that all staff, including new
employees, are informed of the above

7. Identify the strategy and process for recruitment and development of the NP position
within the general practice (the ‘Implementation’ section below outlines options for this)

Implementation Plan: After developing an understanding of the NP and PA scopes of practice and 
the how the overall practice may be configured, it is a good idea to develop an implementation plan. 
This ensures that the NP or PA role is implemented in a way that is practical and financially viable. 
The implementation plan only needs to be sufficient to clarify the stages and tasks involved to estab-
lish the role, the timing of stages and tasks, and to enable robust consideration of financial implica-
tions. The implementation plan is likely to include the following elements (though sequencing may 
vary): 
1. Ensure there is a clear understanding of the legislative and professional practice standards and

codes that govern the nurse practitioner and/or physician assistant role
2. Prepare the documentation necessary to support implementation of the role, including position

description, duty statement, responsibilities, accountabilities and clinical guidelines
3. Specify appropriate clinical governance arrangements.
4. Reconfigure practice rooms and/or purchasing equipment to support the PA/NP role.
5. Design and implement changes to practice management systems.
6. Conduct a risk assessment and identify risk management strategies, including indemnity insur-

ance arrangements and how the role will be incorporated into the practice’s safety and quality
plan.

7. Develop key performance indicators for the role, together with a plan for performance appraisal.
8. Plan for the collection of data for monitoring, research and evaluation of the effectiveness of the

NP/PA role, including associated timelines.
9. Plan for the education of practice staff to facilitate both greater acceptance of the NP and/or PA

role and effective flow and collaboration within the practice.
Plan for the education of the practice population to facilitate acceptance of NP or PA 

      consultations.  
11. Prepare supporting materials for the practice to promote the NP and PA role to the community

and patients.
Financial mpacts are influenced by the: 

Employment or contracting arrangement with the NP/PA, these can be structured in a number of 
different ways, ranging from employee to independent contractor. Many insurances pay NPs and 
PAs 90% of what they pay am MD/DO for the same billing code. 

2. Additional practice income associated with the nurse practitioner/physician assistant and with
other changes in practice configuration/activity.

3.
changes in practice configuration/activity

4. One-off establishment costs associated with any changes made in the practice
12 



Breakout 4: Medical Malpractice Changes in Hawai‘i : 
Hawai‘i  Medical Inquiry and Conciliation Panel (MICP) Tips 

What happens when a patient files an inquiry against a doctor (which costs $450 to do)?  
You may get a letter from a lawyer asking for a copy of a chart or a certified letter from the DCCA 

saying that an inquiry has been filed and that you must show up at a certain time for a panel 
meeting  

ou alert your malpractice carrier
 eet with your assigned attorney, provide the chart and 

ou will have an MICP scheduled (sometimes it is  delayed for months because they can't find a 
physician panelist or people need to reschedule)

ither the plaintiff withdraws the complaint, both attorneys agree to go straight to court, or the 
MICP takes place (see below, this is what we will focus on today). There are three usual outcomes you 
will have:  

Plaintiff (and attorney) receives information to better understand situation and no further 

    

The new panel goal is education and understanding for everyone. The panel has much more flexibility in 
methodology and will take the lead in directing the questioning and flow. For example, the panel can 
meet with either party alone and/or together to maximize safe sharing and understanding. Panel mem-
bers can share their insight and knowledge (for example the physician can share information on standard 
of care, common outcomes, etc.). Confidentiality applies to discussion so sharing should be safe 
and hon-est. There is no longer any written ‘judgment’ made, so nobody has to ‘rule’ against a colleague 
or friend. Instead, the panel has the flexibility to discuss recommendations with the plaintiff and doctor 
either in a group or separately. This is designed to avoid cross  examination, accusations and aggressive 
behavior in the panel proceedings.  A working group of physicians and lawyers who authored the new 
legislation came up with the recommendations for panel participants it is easy to get involved, 
just email your CV and a request to become an MICP panelist to David Karlen at 
david.h.karlen@dcca.hawaii.gov

Talk with fellow panelist and 
both parties to go over ground rules before meeting.  Find out who is going to be present so you 
aren’t surprised on the day of (for example if the patient or family does not show up). Find out if 
there are specific questions that either side needs answered. Review all documents and identify key 
questions for the case. At the start of the panel meeting we suggest you introduce the ground rules. 

     (MCCP)  
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Breakout 4 Continued...
Suggested ground rules for panels: 

This is an inquiry process for education and information sharing. 
Everything said is confidential (although documents submitted can be utilized in court). 
This is a discussion, not an examination, and the panel will work to keep it civil and professional. 

Suggestions for activities while in panel  
Ask everyone to introduce themselves. 
Both panel members to outline ground rules and goals. 
Ask each side to express their chief concerns. 
Solicit information sharing (different methods available). 
If the panel feels appropriate, you can meet with each side separately to allow them to express 

concerns and you can also bring the two sides back together and recommend next steps  
It will probably be most helpful for the physician panelist to provide his/her impression of the 

case. 
Then wrap up with next steps which could include mediation, settlement, arbitration, court or no 

further action.  
Ask for final questions and end the panel. 

Other advice : 
Think of the process as a form of peer review. 
The process is now a discussion, not an examination.  Keep it civil and professional.  You have the 
ability to stop it if it becomes contentious. 
Please read the notes before the day of the panel, then talk with your panel leader about how best to 
approach the case. 
Encourage discussion and understanding in the meeting. 
You are there to provide confidential insight as you deem helpful. 
You are not a mediator, but can inspire conciliation. 
You will not be asked to make a judgment, but the insight you provide might determine where a case 
goes. In fact many plaintiffs will really appreciate the panel physician’s opinion, including explaining 
standard of care. 
You can ask questions of the plaintiff and the defendant directly as well as offer insight. 
You can recommend to a plaintiff’s attorney that a case be reviewed. 
You have the right to stop proceedings if you think things are becoming hostile, to make sure that 
participants get necessary breaks for food and other needs. 
Everything you say is confidential, there are no notes taken. 
You can work with the lawyer panelist to guide the session for safe information exchange- 
you can question each side separately and/or together, or ask one or both parties to leave the room. 

Side by Side Comparison of MCCP and MICP 
(2012 Statute can be viewed at http://www.capitol.hawaii.gov/session2012/Bills/HB1967_SD2_.HTM) 

MCCP MICP
Old Medical Claims and Conciliation 
Panel 

New Medical Inquiry and Conciliation Panel 
Starts 1/1/2013, only applies to filings after that date. 

2 Lawyers, 1 Physician 1 Lawyer, 1Physician 
Each paid $300 Each paid $450 
A decision made by the panel and filed 
with the court 

No decision/judgment made, but the panel can decide to discuss with 
both claimant and defendant together or separately 

Every case must go through MCCP If both parties agree, can go straight to court or mediation 

If both parties agree, can go straight to court of “meaningful partici-
pation” 
“The panel shall conduct proceedings in a manner appropriate to the 
circumstances of the inquiry and to facilitate resolution of the matter. 
The panel shall conduct proceedings in a non- adversarial manner 
consistent with the primary purpose of conciliation.” 
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Physician Resilience and Burnout: Can You Make the Switch? 

Annie Nedrow, Nicole A. Steckler, and Joseph Hardman 
Family Practice Management , 2013-01-01, Volume 20, Issue 1, Pages 25-30 

Copyright © 2013 The American Academy of Family Physicians 

Recognizing the signs of professional exhaustion is the first step to reintroducing joy and purpose to 
your career. 
One-third to one-half of physicians meet burnout criteria, leading to very real suffering among physi-
cians and their families.  Women physicians are 1.6 times as likely as men to report burnout, with lack 
of work control being a strong predictor of burnout in women but not men.  
Beyond the personal impact, physicians' self-reported satisfaction is strongly linked to patient satisfac-
tion as measured through standardized patient satisfaction surveys. Physicians' sense of professional 
fulfillment positively correlated with patients' adherence to medication, exercise, and diet regimens.  
Physicians' job dissatisfaction is likely the most powerful predictor of “departure.” Work hours or a 
lack of career fit to one's values, life goals, or passion appears to further increase risk of dissatisfaction.  
These studies and others confirm the importance of developing resiliency skills and providing resilien-
cy training to medical students and residents to optimize workforce retention, clinical outcomes, and 
patient safety and satisfaction. However, little has been written about successful interventions to pre-
vent or reverse physician burnout. Krasner and Epstein describe one program for primary care physi-
cians incorporating mindfulness, appreciative inquiry, and narrative that suggests benefit.  
Studies of burnout often point to the culture of medical practice as a causal factor, suggesting it must 
be changed for physicians to heal themselves and train the next generation in more high-functioning 
ways. It is true that larger patient panels, higher productivity requirements, shrinking resources, and 
other external factors are making practice more difficult. However, the focus of this article is on the 
internal challenges that make physicians vulnerable to burnout and on the development of specific 
skills that might help them “inoculate” themselves from inherent risks within the medical culture. 

The seeds of  burnout 
Burnout can begin during medical training or even before. In a recent large study conducted by the 
Mayo Clinic, 53 percent of medical students had symptoms of burnout. This burnout was associated 
with self-reported unprofessional conduct and less altruistic professional values among medical stu-
dents at the seven U.S. medical schools included in the study.
Physician burnout, often defined as emotional exhaustion, ineffectiveness, and depersonalization, may 
be linked to four values characteristic of physicians and reinforced in medical training: service, excel-
lence, curative competence, and compassion. Although each one is a virtuous strength and source of 
pride for physicians, each possesses a destructive “dark side” – deprivation, invincibility, omnipotence, 
and isolation. 
Most physicians are first drawn to the calling, or service aspect of medicine. The ability to make a dif-
ference in a person's health is compelling and rewarding. This expectation of service is reinforced re-
peatedly throughout training, starting with the Hippocratic Oath. Yet early in a career this sense of 
service may begin to feel more like duty, and the personal sacrifice it requires may feel more like depri-
vation, even victimization or martyrdom, when self-sacrifice becomes exhausting. Medical students  
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regularly accept the sacrifice of rigorous and extended training, denying their personal needs, such as 
sleep and food, to be of service as healers. This expectation of sacrifice can extend to physicians' families, 
who are likewise trained to understand the interruptive priority of a medical career. If feelings of depriva-
tion surface, so can a sense of entitlement and an “I deserve it” attitude, which may lead to destructive 
financial or relationship decisions. 



Physicians are committed to the highest standards of excellence, and others expect this of them. In the 
information age, infinite reservoirs of knowledge and memory are assumed. Zero tolerance for mistakes is 
common. These expectations breed perfectionism, and the associated lack of acceptance of the potential 
for error can lead to feelings of invincibility. Safe venues for admitting and discussing error or harm, in-
adequacy, or loss of control are not common in medical culture. Eventually, physicians who do not dis-
cuss their errors with anyone may deny it to themselves, arriving at some other explanation for the out-
come. 
Physicians value curative competence, and they take responsibility for patient outcomes. But sometimes 
that outcome is not within the physician's control. Surgeons are valued on their success and complication 
rates, often independent of patient complexity; hospitals rely on such measures to enhance their reputa-
tion. Such pressures and physicians' drive to cure can lead to urgency, forcing action when a diagnosis is 
unclear or fostering discomfort with ambiguity in a clinical presentation. One potential downside of this 
expectation is a sense of omnipotence and intolerance for ambiguity. Patients who challenge a medical 
diagnosis or question a treatment plan may be viewed as “difficult” or “noncompliant.” At the same time, 
mentors and evaluators reinforce the medical student's self-criticism if he or she is not meeting internal or 
external standards of competency. Answering “I do not know” is rarely rewarded by educators or pa-
tients. Fear of exposure, or “imposter syndrome,” and a sense of inadequacy haunt medical trainees and 
young physicians. The ongoing emotional distress this tension can create may lead to embracing omnipo-
tence to resolve the cognitive dissonance between expectations and the physician's recognition of his or 
her own limitations. 
Physicians value compassion, which requires a delicate balance of empathy and appropriate emotional 
boundaries with patients and their families. Medical trainees may witness fetal demise, childhood chemo-
therapy, suicide, and chronic disability, as well as the effects of homelessness, addiction, prostitution, and 
war. The tender heart committed to service and sacrifice and focused on excellence and a commitment to 
cure quickly learns to set aside the typical empathetic human reaction to such suffering. Yet often we 
can-not fully forget the face or the profound emotional experience. The discomfort of this reaction may 
result in suppressing emotions, positive or negative, to the point of what many physicians describe as 
emotional isolation, a sense of “people all around yet feeling completely alone.” 

Diagnostic Questions for Self-Reflection, Self-Care, and Alignment to Values

 
These values of service, excellence, curative competence, and compassion are interconnected and implicit 
in medical culture. Physicians retain high levels of public respect because of these values, and  
they are key to finding meaning and joy in medicine. They also create unspoken expectations, commonly 
referred to as the “hidden curriculum,” that if unchecked can destroy a career. The table above links these 
values, or cultural norms, with the potentially destructive aspects of each as they relate to physician 
burn-out. It also lists interventions that can foster resiliency, a key to combatting burnout. 
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The competencies and skills that could help to increase resilience and prevent burnout among physi-
cians are absent in most medical training programs. Ideally, such skills should be initiated at the begin-
ning of medical education and reinforced throughout training. There are likely multiple ways these 
skills can be taught. One program, Oregon Health & Science University's Integrative Self-Care Initia-
tive for Students (ISIS), has created the following competency goals: 
•Providing a context for authentic and confidential connection with a group of peers and mentors to
counter isolation, 
•Practicing mindful self-awareness using a variety of techniques aimed at emotional knowledge and self
-compassion to foster intervention earlier in the stress response (e.g., insight training), 
•Learning cognitive reappraisal skills to expand perspectives, embrace complexity, and increase coping
(e.g., values alignment), 
•Learning holistic self-care and positivity skills to expand resiliency,
•Practicing empathy with an emphasis on professional models of “exquisite empathy,” which allows
heartfelt and sensitive engagement with those who are ill but with boundaries that allow for regenera-
tion rather than depletion. 

These competencies are taught through skills training and small group experiences to accommodate 
various learning styles. Skills include mindfulness meditation, guided imagery, creative expression, 
journaling, laughter yoga, appreciative inquiry, biofeedback, social support, and others.ISIS is a first- 
and second-year elective class led by two senior physicians who meet with 10 medical students for 2.5 
hours a week for eight weeks in a confidential, emotionally safe environment. Evaluations have con-
firmed that students value both the shared peer support experience and the faculty mentoring. Label-
ing the cultural norms discussed in this article combined with training in self-awareness and self-
compassion allows the emerging physician to determine the extent to which medicine will invade his or 
her psyche rather than taking an unconscious path to a negative outlook. 

Oregon Health & Science University's Integrative Self-Care

Think of this process as being similar to physical strength training. Lifting weights requires learning 
techniques and proper form to build capacity and avoid injury. Failing to maintain that fitness can 
cause the muscles to atrophy. In the case of our minds, developing healthy patterns of thinking also 
requires regular and skillful workouts, or the mind reverts to its default mental and emotional states. 
For example, a physician who struggles with elements of perfectionism, fear of failure, or inadequacy to 
the demands in his or her life could begin retraining his or her thinking by recognizing these thoughts 
throughout the day, acknowledging them, and then using self-compassion phrases to balance his or her 
reactions. In this case, suppose the physician promised to get to his son's soccer game on time but his 
last patient of the day is suicidal. The physician may develop a feeling of hopelessness, believing he 
can't adequately assess the patient and keep his promise to his son. This can lead to a negative cycle of 
irritability and self-criticism. In response to these feelings, he could insert self-compassion phrases, 
such as “Every day I do the best I can. I love my son. I am a good parent. My son knows I love him.” 
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Reframing is another technique that can be helpful in this situation. A normal reaction would be for the 
physi-cian to identify himself as a victim or martyr or take on a sense of entitlement. For example, 
“Why me? Why are the difficult patients drawn to me? I should be able to see my son play soccer! It 
always turns out this way when I make a promise to my son.” He could reframe the situation like this: “I 
am going to start blocking the last appointment of the day on soccer game days and see that patient 
over lunch to prevent this from happen-ing. I am grateful the patient acknowledged the suicidal 
thoughts in the appointment. Think how horrible I would have felt if the patient had attempted suicide. 
I would have carried guilt that I perhaps appeared rushed or distracted due to trying to get to the 
soccer game.” 



Self-awareness and self-care are required for regeneration. For introverts, this may require the discipline of 
creating time for themselves. This can be challenging for those already feeling guilt for being absent from 
family life or social activities. But combining exercise with another stress outlet, such as music or other forms 
of creativity, can be exponentially effective at stopping the mental drain of feeling constantly “on stage” in the 
profession. This recognition also limits the risk of depersonalization, or constantly faking one's emotions, that 
is frequently the coping strategy for the intense demands of medical interaction with patients and colleagues. 
Extroverts may need to make time for strong connection to community, whether it be attending faith groups 
or clubs or pursuing group hobbies. Finding the most efficient way to regenerate the mind, combined with a 
commitment to make it a priority, will restore the physician spirit. Self-care practices such as getting 
adequate sleep, nutrition, and exercise, seeking out social support, and being vulnerable and real with trusted 
confi-dants are known as coping “insurance.” 
An individual's self-awareness and ability to recognize when his or her attitudes are deteriorating, and then 
do something about it, may be a key difference between those with a healthy engagement in the practice of 
medicine and those suffering from burnout. Asking diagnostic questions can aid in self-reflection and suggest 
appropriate resiliency practices (see the examples on page 27). Similar to the medical model, a correct diagno-
sis will lead to a more effective treatment plan. 

A new curriculum 
We anticipate that thriving within health care will be easier for physicians who receive resiliency training 
(read about one such program on page 28). Emphasizing resiliency training throughout medical education, 
rather than expecting physicians or medical culture to change on their own, will likely help physicians be-
come who they wish to be in their professional lives and create a medical culture that allows that to happen. 
For practicing physicians currently experiencing decreased satisfaction in their work or who want to become 
“unstuck” from a day-to-day, downward spiral, we propose asking the following questions to raise self-
awareness, allow reflection, and take the first steps to building resiliency: 
•What did I learn today? Would I do anything differently?
•What three things am I grateful for today? What inspired me?
•How did I talk to myself today? Did I take myself too seriously? Did anything surprise me?
Enjoy Every Sandwich: Living Each Day as If It Were Your Last. Lipsenthal L. New York: Crown Arche-
type, 2011. (Book includes reflections during the author's last two years of life on his medical career, work-life 
balance, personal practices, and relationships.) The Mindful Path to Self-Compassion: Freeing Yourself from 
Destructive Thoughts and Emotions. Germer C. New York: Guildford Press, 2009. (Book includes practical 
meditative exercises.) Your Brain at Work: Strategies for Overcoming Distraction, Regaining Focus, and 
Working Smarter All Day Long. Rock D. New York: Harper Business, 2009. 
In addition, we propose the following action steps to improve overall quality of life: 
•Find ways to add humor and laughter into your day and week,
•Choose to live less financially affluently,
•Plan a daily self-care activity (recreation, exercise, a shared meal with friends or family, massage, spiritual
practice, etc.). 
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8:45 am 
BREAKFAST  
Welcome & Introductions 

9-10 
A Physicians Guide To Dealing With Uncertainty  
Carl W. Taylor, JD, Executive Director Fraser Institute for Health and Risk Analytics, 
Princeton, NJ. 

9:00 
HMSA PCMH Update and Networking room open throughout the conference 
(TIARE SUITE) 

10:15 Governor Abercrombie: Hawai‘i  Healthcare Reform 

1030-noon 
Happy Doctor Panel: Ways to Optimize Satisfaction and the Bottom Line:  
Dr. Nadine Tenn Salle, Moderator; Dr. Timothy Duerler, Dr. Richard Lee-Ching, 
Dr. Theresa Wee, Dr. Melinda Menezes, Dr. Ira Zunin 

Noon-130 

LUNCH 
Introduction of 2012 State Loan Repayment Recipients 
Making Health Reform Work for Clinicians, Patients and Payers 
Len Nichols, PhD, Director, Center for Health Policy & Ethics (CHPRE) Professor of Health 
Policy, George Mason University 

1:45-3 
AND 

3:15-4:30 
(sessions 
repeat) 

Breakout 1  
Hawai‘i  Specific 

Solutions to  
Improve Your  
Bottom Line 
CORAL 4 & 5 

Breakout 2 
Telehealth for  

Hawai‘i  
 NAUTILUS 1 & 2 

Breakout 3 
Interprofessional 

Teamwork Models 
That Work 

LEHUA 

Breakout 4 
Medical  

Malpractice 
Changes in Hawai‘i 

 KAHILI 1 

Len Nichols 
Carl Taylor 
Lisa Konove 
Curtis Toma 

Deborah Birkmire-
Peters 

Eric Brown 
Kathy Chorba 

Javeed Siddiqui 
Christine Sakuda 

Susanna Helm 

Deborah Gardner 
Amy Duerler 

Timothy Duerler 
Valisa Saunders 
Dan Domizio 

Kelley Withy 
Chuck Crumpton 

Eileen Hilton 

4:30 pm Where is your happiness in medicine?  Dr. Stephen Yano
Feedback and final questions for our morning speakers 

AGENDA 
2013 Hawai‘i  Health Workforce Summit:  

Improving Provider Satisfaction & Practice Sustainability 
Saturday, April 20,2013, 8:45am-5:00pm 

Hilton Hawaiian Village 

All conference presentations and information will be available at www.AHEC.hawaii.edu 




