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Healthcare Spending is the
Biggest Driver of Federal Deficit

Projected Federal Budget Spending, 2016-2027 (Billions)
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Premiums Have Increased 73%
More Than Inflation Since 2002

Source:
Medical
Expenditure
Panel Survey &
Bureau of
Labor Statistics
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Premiums Have Grown Faster

\CHQIR |
Than Worker Earnings

Growth in Family Insurance Premiums, Annual Earnings, and Inflation
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Family Premiums Now Equal
to One-Third of Worker Pay

Source:
Medical
Expenditure
Panel Survey &
Bureau of
Labor Statistics
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How Do You Control Growing
Healthcare Spending?
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Typical Strategy #1:

\CHOR | |
Cut Provider Fees for Services

_______ 1

$ ' SAVINGS
TOTAL '

TOTAL HEALTH
TOTAL HEALTH CARE Provider Fees
HEALTH CARE SPENDING
CARE SPENDING

SPENDING

TOTAL
HEALTH
CARE
SPENDING

BY
PAYERS

© Center for Healthcare Quality and Payment Reform www.CHQPR.org



Typical Strategy #2:

§cHaR _ |
Shift Costs to Patients

$ TOTAL ! SAVINGS !

TOTAL HEALTH
TOTAL HEALTH CARE
HEALTH CARE SPENDING
CARE SPENDING
SPENDING

TOTAL
HEALTH
CARE
SPENDING
BY
PAYERS

Higher __
Cost-Share &

Deductibles
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Typical Strategy #3:

\cHam |
Delay or Deny Care to Patients

$ TOTAL ! SAVINGS !

TOTAL HEALTH
TOTAL HEALTH CARE
HEALTH CARE SPENDING
CARE SPENDING
SPENDING

TOTAL
HEALTH
CARE
SPENDING
BY
PAYERS

| Lack of
INeeded Care
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Win-Lose Results of

AcHom . .
Typical Strategies

. ]If’atients don’t get the care they need and costs increase in the
uture

« Small physician practices and hospitals are forced out of
business

 Health insurance premiums continue to rise and access to
Insurance coverage decreases
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Win-Lose Results of

AcHom . .
Typical Strategies

. ]If’atients don’t get the care they need and costs increase in the
uture

« Small physician practices and hospitals are forced out of
business

 Health insurance premiums continue to rise and access to
insurance coverage decreases

IS THERE A BETTER WAY?

© Center for Healthcare Quality and Payment Reform www.CHQPR.org 11



The Right Focus: Spending

\CHQIR | |
That Is Unnecessary or Avoidable

AVOIDABLE
AVOIDABLE AVOIDABLE SPENDING
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SPENDING
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Avoidable Spending Occurs
In All Aspects of Healthcare

AVOIDABLE
SPENDING

NECESSARY
SPENDING




Avoidable Spending Occurs

\CHQR
In All Aspects of Healthcare

CHRONIC DISEASE MANAGEMENT
$ * ER visits for exacerbations o

* Hospital admissions and readmissions
« Amputations, blindness

AVOIDABLE
SPENDING

NECESSARY
SPENDING
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Avoidable Spending Occurs

\CHOR
In All Aspects of Healthcare
N + IS VISHS {07 ExXaCOrbations T

AVOIDABLE
SPENDING

* Hospital admissions and readmissions
« Amputations, blindness

TESTING & PROCEDURES
» Overuse of high-tech diagnostic imaging
« Unnecessary surgery
* Use of unnecessarll)( expenswe implants
* Infections and complications of surgery
* Overuse of mpatlent rehabilitation

NECESSARY
SPENDING
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Avoidable Spending Occurs

\CHQIR
In All Aspects of Healthcare
5] + IS VISHS {07 ExXaCOrbations T

AVOIDABLE
SPENDING

NECESSARY
SPENDING

* Hospital admissions and readmissions
« Amputations, blindness

TESTING & PROCEDURES
» Overuse of high-tech diagnostic imaging
* Unnecessary surgery o
« Use of unnecessarily-expensive implants
* Infections and complications of surgery
» Qveruse of inpatient rehabilitation

CANCER TREATMENT

* Use of unnecessarily-expensive drugs &
radiation treatments _

* Repeat surgeries for full resection

* ER visits/hospital stays for dehydration
and avoidable complications

* Fruitless treatment at end of life _

- Late-stage cancers due to poor screening

© Center for Healthcare Quality and Payment Reform www.CHQPR.org
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Institute of Medicine Estimate:

cram S .
0% of Spending is Avoidable

Excess Cost Domain Estimates:
Lower bound totals from workshop discussions*

UNNECESSARY SERVICES Total excess = $210 B*
* Overuse: services beyond evidence-established levels
* Discretionary use beyond benchmarks
— Defensive medicine
* Unnecessary choice of higher cost services

INEFFICIENTLY DELIVERED SERVICES Total excess = $130 B*
* Mistakes—medical errors, preventable complications
* Care fragmentation
* Unnecessary use of higher cost providers
* Operational inefficiencies at care delivery sites
— Physician offices
— Hospitals

EXCESS ADMINISTRATIVE COSTS Total excess = $190 B*
* Insurance-related administrative costs beyond benchmarks
— Insurers
— Physician offices
— Hospitals
— Other providers
* Insurer administrative inefficiencies
* Care documentation requirement inefficiencies

PRICES THAT ARE TOO HIGH Total excess = $105 B*
* Service prices beyond competitive benchmarks
— Physician services
i. Specialists
ii. Generalists
— Hospital services
* Product prices beyond competitive benchmarks
— Pharmaceuticals
— Medical devices
— Durable medical equipment

MISSED PREVENTION OPPORTUNITIES Total excess = 855 B*
* Primary prevention
* Secondary prevention
* Tertiary prevention

THE HEALTHCARE IMPERATIVE

Lowering Costs and Improving Outcomes

Workshop Series Summary

FRAUD Total excess = $75 B*

* All sources—payer, clinician, patient
INSTITUTE OF

OF THE NATK

*Lower bound totals of various estimates, adjusted to 2009 total expenditure level.
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oo The Right Goal: Less Avoidable $,

AVOIDABLE
SPENDING

AVOIDABLE AVOIDABLE

SPENDING SPENDING e S

SPENDING
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TIME >
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The Right Goal: Less Avoidable $,

More Necessary $

AVOIDABLE
SPENDING

NECESSARY
SPENDING
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SPENDING [l SPENDING Ag\é%'NDSFﬁL(';E

i - 5

NECESSARY JlINECESSARY JINECESSARY
SPENDING SPENDING SPENDING

TIME >

© Center for Healthcare Quality and Payment Reform www.CHQPR.org

19



\rar - Win-Win for Patients & Payers

N S‘LOV\ae_r
pending
$ for
AVOIDABLE AVOIDABLE AVOIDABLE
SPENDING SPENDING SPENDING 'Aé\é%lNDém_GE
Better
Care

for

Patients
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TIME >
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Barriers in the Payment System
Create a Win-Lose for Providers

| SAVINGS !

AVOIDABLE AVOIDABLE
SPENDING SPCI)ENDING

BARRIERS
IN THE
CURRENT
PAYMENT

SYSTEM NECESSARY
NECESSARY
SPENDING SPENDING
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Barrier #1: No $ or Inadequate $

for High-Value Services

AVOIDABLE
SPENDING

NECESSARY
SPENDING

UNPAID

No Payment or
Inadequate Payment for:

* Services delivered
outside of face-to-face
visits with clinicians, e.g.,
phone calls, e-mails, etc.

 Services delivered by
non-clinicians, e.%.,
nurses, community health
workers, etc.

« Communication between
physicians to ensure accurate
diagnosis & coordinate care

* Non-medical services,
e.g., transportation

* Palliative care for patients
at end of life

© Center for Healthcare Quality and Payment Reform www.CHQPR.org
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Barrier #2:. Avoidable Spending

\cHam _
May Be Revenue for Providers...

' MARGIN:
AVOIDABLE ' '
SPENDING

PROVIDER COST

REVENUE OF
SERVICE

NECESSARY DELIVERY
SPENDING

for Healthcare Quality and Payment Reform www.CHQPR.org
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...And When Avoidable Services
Aren’t Delivered...

' MARGIN |
AVOIDABLE i |

SPENDING AVOIDABLE
SPENDING

PROVIDER COST
REVENUE OF

SERVICE

NECESSARY
NSEFS:EEI\ISSIQ%Y DELIVERY SPENDING
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...Providers’ Revenue
May Decrease...

AVOIDABLE
SPENDING AVOIDARLF

SPENDING ™=

PROVIDER COST

REVENUE OF

NECESSARY oeivery BB NECESSARY PROVIDER

SPENDING SPENDING REVENUE
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AcHam ...But Fixed Costs Don’t Vanish

3 Many Fixed Costs of Services
$ Remain When Volume Decreases

» Leases & staff in physician practice

» Costs of hospital emergency room
and other standby services

' MARGIN
AVOIDABLE i |

SPENDING AVOIDABLE
SPENDING

PROVIDER COST

REVENUE OF COST

SERVICE =I=Y@)\ViID] == OF
NECESSARY DELIVERY NggEEl\IS[ﬁﬁ%Y REVENUE SERVICE

SPENDING DELIVERY
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...But Fixed Costs Don’t Vanish
and New Costs May Be Added...

I\CHQR

3 Many Fixed Costs of Services
$ Remain When Volume Decreases
And New Costs May Be Incurred
« Costs of nurse care managers
________________  Costs of unpaid physician services
'MARGIN: * Costs of collecting quality data
AVOIDABLE COST OF

SPENDING AVOIDABLE NEW SVCS
SPENDING

PROVIDER COST

REVENUE OF COST

SERVICE =I=Y@)\ViID] == OF
NECESSARY DELIVERY NggEEl\IS[ﬁﬁ%Y REVENUE SERVICE

SPENDING DELIVERY
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...Leaving Providers With Losses

N\CHOR |
(or Bigger Losses Than Today)

3 Many Fixed Costs of Services

$ Remain When Volume Decreases
And New Costs May Be Incurred,

Potentially Causing Financial Losses

' MARGIN |

AVOIDABLE : A COST OF

SPENDING AVOIDABLE EENONN I\ EW SVCS
SPENDING

PROVIDER COST

REVENUE OF COST

SERVICE =I=Y@)\ViID] == OF
NECESSARY DELIVERY NggEEl\IS[ﬁﬁ%Y REVENUE SERVICE

SPENDING DELIVERY
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A Payment Change isn’'t Reform
Unless It Removes the Barriers

BARRIER #1

AVOIDABLE
SPENDING

NECESSARY
SPENDING

UNPAID
SERVICES

No Payment or
Inadequate Payment for:

« Services delivered
outside of face-to-face
visits with clinicians, e.E;.,
phone calls, e-mails, efc.

» Services delivered by
non-clinicians, e.%.,
nurses, community health
workers, etc.

« Communication between
physicians to ensure accurate
didggnosis & coordinate care

+ Non-medical services,
e.g., transportation

« Palliative care for patients
at end of life

BARRIER #2

Many Fixed Costs of Services
Remain When Volume Decreases
And New Costs May Be Incurred,

Potentially Causin% inancial Losses
y

That Aren’t Offset Small Bonuses

PROVIDER  COST
COST

REVENUE
SERVICE NECESSARY PROVIDER OF

2 ELNIERY SPENDING REVENUE | SERVICE

NECESSARY
SPENDING
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So Why Haven't We Fixed This??
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Provider Approach: Pay Us More...

\CHQIR

A PROVIDER
$ SOLUTION:

AVOIDABLE
SPENDING

NEWLY PAID
SERVICES

NECESSARY NECESSARY
SPENDING SPENDING

i UNPAID ¥
! SERVICES _,
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Provider Approach: Pay Us More...
...and “Trust Us” on Savings

PROVIDER
SOLUTION:

AVOIDABLE ‘ AVOIDABLE Provider to Payer:
SPENDING SPENDING “Paying for the services

na demonaimmon ol
SERVICES In a demonstration project,
SO0 you can safely

assume that you will
~also save mone

NECESSARY NEEEES AR If ygulpay %II providers

G el e services

i UNPAID ¥
! SERVICES _,
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Payer Concern: No Accountability

\CHQR
to Reduce Avoidable Spending
s PROVIDER PAYER FEAR:
$ SOLUTION:

‘ AVOIDABLE
'SPENDING SPENDING

NEWLY PAID
SERVICES

NECESSARY NECESSARY
SPENDING SPENDING

AVOIDABLE
SPENDING

NEWLY PAID
SERVICES

NECESSARY
SPENDING

UNPAID
! SERVICES _|
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\eax Example: Accreditation Programs

* Physician practices and health systems want to be
paid more If they are certified as delivering care the
right way by an accrediting agency

© Center for Healthcare Quality and Payment Reform www.CHQPR.org



Does Accreditation

k\CHQgR _
Assure High-Value Care?

 Thanks to Joint Commission hospital accreditation,
there are no longer any infections or patient safety
problems in hospitals

* Thanks to the Certification Commission for Health
Information Technology (CCHIT), every EHR works
effectively to support good patient care

* Thanks to college accreditation organizations,
every parent who sends their child to college knows
they will get a good education and a good job after

graduation
“NOT”

© Center for Healthcare Quality and Payment Reform www.CHQPR.org 37
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\CHom Payer Approach:

"Value-Based” Pay for Performance

PAYER SOLUTION:

$ Physicians/Hospitals

_________ Have to Justify a Portion
of What They Would

Have Otherwise Received

Based on Performance

on Quality/Cost Measures

FEE
FOR

SERVICE FOR

PAYMENTS SERVICE
PAYMENTS

I UNPAID |

|
! SERVICES | ! SERVICES

© Center for Healthcare Quality and Payment Reform www.CHQPR.org
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How Do You Define Value?

for Healthcare Quality and Payment Reform www.CHQPR.org
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\CHAR How Do You Define Value?

QUALITY
COST

VALUE =

© Center for Healthcare Quality and Payment Reform www.CHQPR.org 41



Which Oncologist Would You

\CHQPR
Use to Treat Your Cancer?

QUALITY
COST

VALUE =

ONCOLOGIST #1

7 Year Survival
$5,000/patient

ONCOLOGIST #2

10 Year Survival
$10,000/patient

© Center for Healthcare Quality and Payment Reform www.CHQPR.org 42
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Oncologist #2 Rates Worse on
the Standard Measure of “Value”

QUALITY
COST

VALUE =

ONCOLOGIST#1  ONCOLOGIST #2

7 Year Survival S 10 Year Survival
$5,000/patient $10,000/patient

0.51 0.37
days of life ~ >  days of life
per dollar per dollar

© Center for Healthcare Quality and Payment Reform www.CHQPR.org
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\rar - Multiple Aspects of “Value”

UALITY
VALUE = Q
COST
ONCOLOGIST #1 ONCOLOGIST #2
8 Year Survival < 10 Year Survival
20% Grade 3+ Toxicity > 50% Grade 3+ Toxicity
$11,000/patient > $10,000/patient

?

© Center for Healthcare Quality and Payment Reform www.CHQPR.org 44



\CHQPR

Assessing Value
IS a Lot Harder Than This

VAL =

45



Do Physicians Need “Incentives”
or True Solutions to FFS Barriers?

PAYER SOLUTION:

$ * PAP may not be
enough to pay for
--------- delivering a hl%h—value
service or for the
added costs of,
Improving quality

* P4P may not be
enough to offset the

\CHQIR

FEE costs of collecting and
FOR reporting the quality
SERVICE FOR data
PAYMENTS SERVICE
PAYMENTS * PAP may be less than
the loss of

fee-for-service revenue
from healthier patients
or lower utilization

i UNPAID ' i UNPAID
L _SERVICES _, \ _SERVICES |

L _REVENUE._ _i
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,&\Cﬂggfayer Approach: Save Us Money...

X PAYER SOLUTION:
$ YEAR 1

| SAVINGS

AVOIDABLE
SPENDING AVOIDABLE
SPENDING

NECESSARY NECESSARY
SPENDING SPENDING

' UNPAID ! i UNPAID !
! _SERVICES _i ! SERVICES

! _BEVENUE. _i
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,&\CHQBFPayer Approach: Save Us Money &

(Maybe) We’ll Pay More Next Year

X PAYER SOLUTION:
$ YEAR 1 YEAR 2

| SAVINGS

AVOIDABLE AVOIDABLE
SPENDING AVOIDABLE SPENDING
SPENDING

Shared Svgs

NECESSARY NECESSARY NECESSARY
SPENDING SPENDING SPENDING

UNPAID ! I UNPAID | I UNPAID |

! SERVICES ' SERVICES | ! SLERVICEFS |
! _BEVENUE. _i ! _BEVENUE. _i
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Provider Concern: Shared

\cHar . . .
Savings Is Too Little, Too Late
R PAYER SOLUTION:
$ YEAR 1 YEAR 2

| SAVINGS —-2LVIRGS

AVOIDABLE
SPENDING

Shared Svgs

AVOIDABLE
SPENDING

AVOIDABLE
SPENDING

How
dooes Shared
provider sSavings,
cc%vert recelifved
NECESSARY NECESSARY EENUHSLSN N ECESSARY !
costs of may not
SPENDING SPENDING [rihrifll SPENDING [redrer
services costs &
and lfOSS losses
0
revenue? /
r UNPAID ! 1 UNPAID ! I UNPAID !
! SERVICES | ' SERVICES ! SERVICES |

B F
L _REVENUE._ _i ! _BEVENUE. _i
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Medicare’'s Shared Savings ACO

\CHQR
Program Isn’'t Succeeding

2013 Results for Medicare Shared Savings ACOs

« 46% of ACOs (102/220) increased Medicare spending

* Only 24% (52/220) received shared savings payments

« After making shared savings payments, Medicare spent more than it saved
* Net loss to Medicare: $78 million

2014 Results for Medicare Shared Savings ACOs

« 45% of ACOs (152/333) increased Medicare spending

* Only 26% (86/333) received shared savings payments

« After making shared savings payments, Medicare spent more than it saved
* Net loss to Medicare: $50 million

2015 Results for Medicare Shared Savings ACOs

« 48% of ACOs (189/392) increased Medicare spending

« Only 30% (119/392) received shared savings payments

« After making shared savings payments, Medicare spent more than it saved
* Net loss to Medicare: $216 million

© Center for Healthcare Quality and Payment Reform www.CHQPR.org
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Private Shared Savings ACOs

\CHQR _
Are Also Floundering

Modern

Healthcare

The leader in healthcare business news, research & data

Many private-payer ACOs fail to yield
lower costs, better quality

By Bob Herman | October 15, 2015

CHICAGO—Medicare's investment in accountable care organizations has
inspired hospitals and doctors to create their own versions of ACOs with private
insurers. But as with Medicare, not all private ACOs are achieving lower costs and
higher quality.

Providers and insurers need to do a better job of reaching patients and
employers, according to physician executives at four large health insurance
companies. They gave their take on the private ACO movement at an event held
by America's Health Insurance Plans, the industry's trade group.

Their experiences reflect that ACOs are still a new structure, and building a new
payment and care model as complex as an ACO is not easy to roll out.

“Our alternative payment models are succeeding at a much lower rate than they
should be,” said Dr. Stephen Ondra, chief medical officer at Health Care Service
Corp., the Blue Cross and Blue Shield insurer for five states. “In the ACO, the
consumer engagement is very, very low.”

© Center for Healthcare Quality and Payment Reform www.CHQPR.org



\m Why Aren’t ACOs Succeeding?

PATIENTS

Heart
Disease

Back Pain

[
[
[
Cancer !
[
[
[

Pregnancy

[Prclzrgraery] [Cardiology][ Oncology ][Neurosurgery] [OB/GYN]l

A 4 2 L A
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No Change In the Way

\cHam ) . .
Physicians or Hospitals Are Paid
MEDICARE

ke ACo TTTTTTOS '
I| PATIENTS — |
I{| Heart Service '
||__Disease Payment [
Il Cancer [
Il Back Pain | :
: Pregnancy 1, 1, 1, 1, 1, |
I [Pgrgraery][Cardiology][ Oncology ][Neurosurgery][OB/GYN]l
[ 4 A A A M I
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Providers Still Face All the Barriers

[Prcl;r;]raery] [Card i0|ogy][ Oncology ][Neurosurgery] [OB/GYN]

L i

\CHQR
in the Current Payment System...
MEDICARE
ainieeieilbls b AGo "7 '
I| PATIENTS Cee-for |
I Heart Service I
1|__Disease Payment l
I|| Cancer - No payment for high-value services |
[ . - Inadequate revenues to cover costs when I
Back Pain | fewer services are delivered

| Pregnancy 1, 1, 1, 1, :
I I
I I
I I
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...With Only the Potential for

\CHOR
] ] (44 u bb
Receiving Future "Shared Savings
MEDICARE
LShared Savings
Payment Next Year???

— | Aco |
I| PATIENTS |
Heart Fee-f_or- I

| | Service
1|__Disease Payment I
I]| Cancer - No payment for high-value services :
[ . - Inadequate revenues to cover costs when I
Back Pain | fewer services are delivered I
: Pregnancy I
I [Pr(':r;]raery][Cardiology][ Oncology ][Neurosurgery][OB/GYN]l
I I
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ACOs Try to "Coordinate Care”

\CHQR
Without Fixing Payment Barriers
MEDICARE
Shared Savings
Payment Next Year???
R ]
I| PATIENTS ACO |
Fee-for- [ Expensive 1 Care J
[ Heart Service IT Systems | Coordinators I
j|__Disease Payment I
I|| Cancer » No payment for high-value services |
[ . - Inadequate revenues to cover costs when I
Back Pain | fewer services are delivered I
: Pregnancy I
I [Pr(':r;]raery][Cardiology][ Oncology ][Neurosurgery][OB/GYN]l
I I
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Possibility of Future Bonuses

\CHOR
, u
Doesn’t Overcome Current Barriers
MEDICARE
Shared Savings
Payment???
R ]
I| PATIENTS ACO |
Fee-for- [ Expensive 1 Care J
I Heart Service | UT Systems | _Coordinators I
j|__Disease Payment : Part of Shared Savings?? [
\4
I]| Cancer - No payment for high-value services :
[ . - Inadequate revenues to cover costs when I
Back Pain | fewer services are delivered I
: Pregnancy I
I [Pr(':r;]raery][Cardiology][ Oncology ][Neurosurgery][OB/GYN]l
I I
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\CHaR Creating More "Risk™ Won't Solve
~ the Problems with Payment Either

MEDICARE

[Prcl;r;]raery] [Card i0|ogy][ Oncology ][Neurosurgery] [OB/GYN]

I
I| PATIENTS ACO |
Fee-for- [ Expensive 1 Care J
[ Heart Service IT Systems | Coordinators I
j|__Disease Payment | I
v

I|| Cancer « No payment for high-value services |

[ . - Inadequate revenues to cover costs when I
Back Pain | fewer services are delivered I

: Pregnancy I

I [

I I
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Value-Based Payment Is Being

\eraR .
Designed the Wrong Way Today




Value-Based Payment Is Being

\CHQR |
Designed the Wrong Way Today

TOP-DOWN
PAYMENT REFORM

Medicare and
Health Plans
Define
Payment
Systems

2

Physicians
and Hospitals
Have To
Change Care
to Align With
Payment
Systems
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Value-Based Payment Is Being

\CHQR |
Designed the Wrong Way Today

TOP-DOWN
PAYMENT REFORM

Medicare and
Health Plans

Define
Payment
Systems
Both
Patients
L 3
Providers
Physicians May Lose
and Hospitals
Have To
Change Care
to Align With
Payment
Systems
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\CHQR

Physicians Need to Design

Payments to Support Good Care

TOP-DOWN
PAYMENT REFORM

Both
Patients
and
Providers
ay Lose

Payment
Systems

BOTTOM-UP
PAYMENT REFORM

Physicians
Redesign
Care

and Identify
Payment

|
|
|
|
|
|
|
|
|
|
|
|
|
|
|
|
|
|
|
|
|
|
|
; Barriers
|
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Physicians Need to Design

\CHQR
Payments to Support Good Care

TOP-DOWN BOTTOM-UP
PAYMENT REFORM PAYMENT REFORM

I

I

|

I

I

|

| Payers

! Change

! Payment to
' Support

; Redesigned
, Care
|

I

|

I

I

|

I

I

|

I

|

I

I

Both
Patients
and
Providers
ay Lose

*

Physicians
Redesign
Care
and Identify
Payment
Barriers

Payment
Systems
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Physicians Need to Design

\CHQR
Payments to Support Good Care

TOP-DOWN BOTTOM-UP
PAYMENT REFORM PAYMENT REFORM

I
|
|
|
|
|
| Payers
| Change
! Payment to
; Support
; Redesigned .
Care Patients
Both | Get Better
Patients : Care and
and : f Providers
Providers | Stay
ay Lose | | . Financially
| Physicians Viable
| Redesign
! Care
: ar|]:>d Identify
Payment | ayment
Systems : Barriers
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Identify Avoidable Spending in FFS

FEE FOR )
t SERVICE  _-7| opPORTUNITIES TO REDUCE TOTAL SPENDING

$ * Avoidable Hospital Admissions/Readmissions
AVOIDABLE *Unnecessary Tests and_ Procedures
SPENDING *Use of Lower-Cost Settings

*Use of Lower-Cost Treatments

* Preventable Complications of Treatment

~. | *Prevention & Early Identification of Disease

NECESSARY
SPENDING
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Most Specialties Have Identified

Areas of Avoidable Spending

American Society of Nephrology

i

__ﬂluuuu.lul

American Society of Nuclear Cardiology

Don
(l9G)
tests|

Appropriay

pres
Wiral infe
rhinosinu:
asinus €
and assu

Don’
Inthe avel
exclude uf
nor assod
history im|

Don’
infed
are d
Immunogl
antibody

antigen-sy
dland ge
therapy. §

Don’
Clinicians
causes. Tt
spirometry

American Academy of Allergy, Asthma & Immunology

AAAA ()

2Phancing

American College of Radiology

Beyond tH

American Society for Radiation Oncology

+ 0
Jo

aF g% =

+ The
Cli
Dd

wh
= Ci
= In

= Choosing
.Wlsely

American Academy of Family Physicians

Yl = Choosing
. ~ 2 Wiselv -

American College of Physicians

= Choacine -

American College of Cardiology

AMERICAN
COLLEGE of
CARDIOLOGY

arl

Red flags Include, but are not Iimited o, severe or progress|
are suspected. Imaging of the lower spine before six week
‘common reason for all physician wisits.

Don't routinely prescribe ant
sinusitis unless symptoms la
worsen after initial clinical in

Symptoms must include discolored nasal secretions and fa
1o aviral Infection that will resolve on Its own. Despita cons}
percent of ouipatient visits for acute sinusitts. Sinusiiis acc

Deon’t use dual-energy x-ray
for osteoporosis in women yt
70 with no risk factors.

DEXA 15 not cost effective In younger, low-isk patients, but

Don’t order annual electroca
screening for low-risk patien

There Is ittle evidence that detection of coronary artery ste}
outcomes. False-positive tests are ikely to lead o harm
harms of this routine annual screening exceed the potential

Don't perform Pap smears of
had a hysterectomy for non-

Most observed abnormalties In adolescents regress spontar
additional testing and cost. Pap smears are not helpful In wo
improved outcomes.

= Choosing
.Wlsely

American Society of Clinical Oncology
ASCE
Five Things Physicians
and Patients Should Question

A BIM Found

The American Soiety of Clinical Oncology (5C0) is 8 medical professional ancology society committed tn conquaring cancer through research, education, prevention,
and defivery of high-quality patient care. ASCO recognizes the importance of evidence-based cancer care and making wise chaices in the diagnosis and management
of paients with cancar. Afer careful consideration by sgerenced DMDIDngLs.ASED highlights five categories of tests, procedures andior treatments whose comman

use and dinical value are by e test pt

should not be.

unless the physician and patient have

carefully considered if their use is appropriatein the individual case. As an example, when a patientis enrolled in a clinical tral, these tests, reatments, and procedures
may be part of the trial protocal and therefore deemed necassary for the patient’s participation in the trial

haracteristics:
it ot
of further anti-

\Ih' 1e following
ed inte
g the clinical value

Don't ancer-direc
0 mance status (3 or
eligib a clinical trial, an

cancer treatn

-+ Studies show that cancer directed traatments are likaly to be inafiactiv for solid tumor patiants who mest the above stated criteria

+ Exceptions include patients with functional limitations due to other conditions resuting in 2 low pesformance status o those with disease characteristics
{e.g., mutations] that suggest a high likelihood of response to thesapy

- Implementation of this approach shoukd be accompanied with appropriate pallstive and supportive care.

Don't perform PET, CT, and radionuclide bone scans in the staging of early prostate cancer
at low risk for metastasis.

- Imaging with PET, CT, or radionucide bone scans can be useful in the staging of specific cancer types. Howewer, thes tests ar often used in the staging
evaluation of low-risk cancers, despite a lack of evidence suggesting they improve detection of metastatic disease or sunival

Evidenc does nat suppart the use of these scans for staging of newly disgnosed low grade carcinoma of the prostate (Stage Tic/T2s, prostate-specific
‘antigen {PSA4) <30 ng/ml, Gleason score less than or equal to 6) with low risk of distant metastasis.

+ Unnecessary imaging can lzad fo harm through unnecessary invasive procedures, over-freatment, unnecessary radiation exposure, and misdiagnosis.

Don’t perform PET, CT, and radionuclide bone scans in the staging of early breast cancer
at low risk for metastasis.

- Imaging with PET, CT, or radionucide bone scans can be useful in the staging of specific cancer types. Howewer, these tests ar often used in the staging
‘evaluation of low-risk cancers, despite a lack of evidence supgesting they improve detection of metastati disease or sunvival.

In breast cancer, for exampie, there is  lack of evidence demonstrating a benefitfor the use of PET, CT, or radionuciide bane scans in asymptomatic
ingividisals with newly identified ductal carcinoma in situ (DCS), or cinicel stage | or l dissase

- Unnecessary imaging can lead to harm through unnecessary invasive procedures, over-freatment, unnscessary radiation exposure, and misdiagnasis.

Don't perform surveillance testing (biomarkers) or imaging (PET, CT, and radionuclide
bone scans) for asymptomatic individuals who have been treated for breast cancer with
curative intent.

- Surveilance testing with serum tumor markers or imaging artsin cancers fe.g., coloractsl). Howaver for breast
«cancer that has been treated with curative intent, several studies have shown there is no benefit from routine imaging or serial measurement of serum
tumor markers in asymptomatic patients.

- False-pasitive tests can lead to harm through unnecessary invasive procedures, over-trestment, Lnnecessary radiation exposure, and misdiagnosis.

Don’t use white cell stimulating factors for primary prevention of febrile neutropenia for

patients with less than 20 percent risk for this complication.

+ ASC gidelinesrecommend uing whie ol stimuaing ftors when therisk o e nevtropena, secondary o2 recommended chemaiherapy
regimen,is 20 percent and equall fiective programs that donot require white cel simulating factors are unavailable

+ Esceptions should be made when using regimens thal have a lower chance of causing febrile neutropena if it i determined thatthe patient is 2 high risk
for this complicatian [due to age, medica histary, o disease characteristics)

Things Physicians
tients Should Question

hg or advanced non-invasive
patients without cardiac symptoms
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k imaging or advanced
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Jeaningul change In patient management. Ths practice may, Infact, kead to
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costs.
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pmplicated hemodynamically stable
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5 Physicians
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gram testing in
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kg for coranary heart disease with exercise

non-specific

following a history and physical examination
scan, or magnelic resonance imaging (MRI)

mal neurological
es (CT or MRI).

Jeurologic symptoms or signs, the lkelihood
re not Improved with brain imaging studies.
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Step #2:

ldentify Barriers in FFS

AVOIDABLE
SPENDING

NECESSARY
SPENDING

UNPAID !

' SERVICES |
—TOSS OF

L _REVENUE_ _. ___

BARRIERS IN CURRENT FFS SYSTEM

* No payment for high-value services
* Phone calls, e-mails with physicians
* Services delivered by nurses, community workers
« Communication/coordination among physicians
* Non-medical services, e.g., transportation
* Palliative care for patients at end of life

* Inadequate payment for patients who need
more time or resources

* Inadequate revenue to cover fixed costs when
utilization of services is reduced
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You Can’t Reduce Spending if

\CHOPR _
You Don’'t Remove the Barriers
FEE FOR
4 SERVICE
$

AVOIDABLE
SPENDING

NECESSARY
SPENDING

UNPAID
' SERVICES

—TOSS OF .
L _REVENUE_ _i
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Step #3:

\CHOPR .
Remove the FFS Barriers
FEE FOR ALTERNATIVE
$ 4 SERVICE PAYMENT MODEL

AVOIDABLE
SPENDING

NECESSARY
SPENDING

I UNPAID |

' SERVICES |
—TOSS OF

v -REVENUE_ _oJ

ADEQUATE,

FLEXIBLE
PAYMENT
FOR
HIGH-
VALUE
SERVICES

Upfront payment to support
Improved delivery of care
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Step 4:
Build in Accountabillity for Results

FEE FOR ALTERNATIVE
SERVICE PAYMENT MODEL

o 4
‘ LOWER

AVOIDABLE AVOIDABLE
SPENDING SPENDING

ADEQUATE Accountability for reducing

ELEXIBLE avoidable spending
NECESSARY PA\'%ENT o ga nlw_ent 2 fS ubport
SPENDING HIGH- improved delivery of care

VALUE
SERVICES

I UNPAID |

' SERVICES |
—TOSS OF

v -REVENUE_ _oJ

© Center for Healthcare Quality and Payment Reform www.CHQPR.org 70



\CHQIR

True Alternative Payment Models

Can Be WIn-Win-Wins

\ 4

AVOIDABLE
SPENDING

NECESSARY
SPENDING

I UNPAID |

' SERVICES |
—TOSS OF

v -REVENUE_ _oJ

ALTERNATIVE
PAYMENT MODEL

Win for Payer:
Lower Total Spending
(and Lower Premiums)

Win for Patient:
Better Care Without
Unnecessary Services

' “SAVINGS |
LOWER

AVOIDABLE
SPENDING

Win for Providers:

AELEE?(?QJE’ Adequate Payment for
High-Value Services
PAYMENT

FOR
HIGH-
VALUE
SERVICES
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Most Healthcare Spending

Doesn’'t Go to Physicians

AVOIDABLE
SPENDING

Millions

NECESSARY
SPENDING

Physician
Payment

$500,000

$450,000

$400,000

$350,000

$300,000

$250,000

$200,000

$150,000

$100,000

$50,000

Fatat

Medicare Part A/B/D Spending FFY 2016

DME/Labs/Meds
12%

Physicians
15%

A

Most of the
(Sp%nl\o/llmg
and Most
~ " of the
évoiddable)
endin
|SPl’t G_oi_r%g
to Physicians
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But Individual Physicians Can't

\CHQR
Control All Avoidable Spending
FEE FOR FEE FOR
t SERVICE SERVICE _ _
P mmmm—— - == - = ~---= *PCPs can't reduce surgical site

Sp?ﬂglng ] Infections | | |

IR Pe%,\%i%an i _-avcrgresons can’t prevent diabetic foot
SPENDING Contro¥ ' ] »oncologists can’t prevent cancer

Avoidable
Spending

Physician : : .
* PCPs can help diabetics avoid
Can’ Control AmpUtatons P

Necessary *surgeons can reduce surgical site

NECESSARY Sp%r:(elllng — infections

= .  oncolggists can reduce
SPENDING Ph SIET compligations of cancer treatment

Control

or

Influence
Physician Physician
Payment Pa{/ment
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APM Design Must Focus

\CHQR -
on What Physician Can Control

CURRENT ALTERNATIVE
FFS PAYMENT MODEL

LS p_?ﬁgl ng 1 L SAVINGS_}

| Physician L Sp?ﬂg'”g !

| &annot 1 Physician |
I Canno :
|

Contro}

Avoidable
Spending

Avoidable

Spending
Physician
Can Control

ADEQUATE,
FLEXIBLE
Necessary PAYMENT

Spending FOR
HIGH-
VALUE

SERVICES
Physician
Payment
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Multiple APMs Needed for

\cHam ) .
Different Opportunities & Barriers

www.PaymentReform.orqg

AMAE Widhen | APM #1: Payment for a High-Value Service
A GUIDETO APM #2: Condition-Based Payment for a
PHYSICIAN-FOCUSED Physician’s Services
e e APM #3: Multi-Physician Bundled Payment

APM #4: Physician-Facility Procedure Bundle
APM #5: Warrantied Payment for Physician

_ Services
(ol o Lower APM #6: Episode Payment for a Procedure
Physician okl
Practices _ for Payers APM #7: Condition-Based Payment
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http://www.paymentreform.org/

Option 1: Add New Payment(s) to

\CHQR |
Overcome Current Barriers

CURRENT
FES APM #1

S| -swndi
' Ph tsi%ian :
 "ChAnot !
I Contro

Avoldable
)

New Payment
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Option 1, Part 2: Add in an

\CHQIR ©
Accountability Component
$‘_ CUEESENT APM #1

ASV%'ES‘%'S Avoidable

Physician Spending
Can Control

Adjustment to
Necessary New Payment
Spending Based on Control of

Necessary Avoidable Spending

Spending

‘ New Payment

Current
Payment

Physician
ayment
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Accountability Component

\CHQIR N
Could Utilize a P4P Approach
. CUEEENT APM #1
$

é"%’ﬂé‘mg Avoidable

Physician Spending
Can Control

Adjustment to
Necessary New Payment
Spending Based on Control of

Necessar j -
Spendlngy Avoidable Spending
P4P
_}Adjustments
"""" » New Payment| To Amount(s)
Physician Current
ayment Payment
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Option 2: Bundle New Payment

\cHam . -
with Existing Payments

CURRENT APM #1 APMs #2-3

é"%’ﬂé‘mg Avoidable

Physician Spending
Can Control

Necessary

Necessary SJPEEIig

Spending

Bundled
Pa ment for

Physician ‘ Current Physician
ayment Payment Services
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Option 2, Part 2: Add an

\CHQIR -
Accountability Component
$‘_ CUEEENT APM #1 APMs #2-3

Avoidable

Spending

Physician
Can Control

Avoidable
Spending

Avoidable
Spending

Necessary

Spending Spending

Necessary
Spending

Bundled

‘ New Payment

Current P

Physician

ysician
Payment

Payment Services

Necessary

Adjustment to
New Payment
Based on Control of
Avoidable Spending

Payment for
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Option 3: Full Bundle Covering

\CHQR |
Necessary & Avoidable Costs
) CUEEENT APM #1 APMs #2-3 APMs #4-7
$

Avoidable

Spending

Physician
Can Control

Necessary
Spending

Physician
Payment

Avoidable

Spending

Necessary
Spending

New Payment

Current
Payment

Avoidable
Spending

Necessary
Spending

Bundled
Payment for
Physician
Services

Costs of
Other
Related
Services

Costs of
Physician
Services

BUNDLED
PAYMENT
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If Patients Differ in the

\CHQIR
Services They Need...
Lower Medium Higher
Need Need Need
, Patents Patients Patients
$

ici Physician
Physician _
-
id Sve.

LJnpaid Sy IUnQaid Svc!

— $Llqoss _
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...Or if Patients Differ in Risks &

\CHQIR >
Opportunities for Better Care
Lower Medium Higher
Need Need Need
Patients Patients Patients

Avoidable
Spending

Necessary
Spending

Physician

Avoidable
Spending

Necessary
Spending

Physician
Services

Lnpaid Sve.

IUnQaid Svc!

— $Llqoss _

Avoidable
Spending

Necessary
Spending

Physician
Services
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APM $ Will Have to Be Adjusted

\CHQR
for Differences in Need
Lower Lower Medium  Medium Higher  Higher
Need Need Need Need Need Need
X Patients  Patients Patients  Patients Patients Patients
$

Avoidable
Spending

Avoidable
Spending

Avoidable

Spending Necessary
Spending
Necessary
Spending
Necessary
Spending

Physician
Services

Physician
Physician Services

‘Unpaid Svc! rUnpaid Svcl lUnpaid Svcli
C $loss T T
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\CHaR Accountablility Targets Need to
Be Adjusted for Patient Differences

Lower Lower Medium  Medium Higher  Higher
Need Need Need Need Need Need
Patients  Patients Patients  Patients Patients Patients

Avoidable j§ Avoidable
Spending @ Spending

" Savings |
Avoidable j§ Avoidable
Spending | Spending

= = SaqiMs= =

Avoidable Av0|dable
Spending [l Spending

Necessary
Spending
Necessary

Necessary Spending

Necessary § Spending
Necessary Spending
Spending

Level 3
Physician § APM $
Services

Level 1 Physician

Physician APM $ Services
Hopaid Sve. popaid Sve, Svc 'Unpald Svcl
- LS - L SLoss
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How Does All of This
Apply to Oncology?



I\CHQR

Cancer Care Is a Big Part of
Healthcare Spending

60%

55%

50%

45%

40%

35%

30%

25%

20%

15%

10%

5%

0%

% of Total Healthcare Spending, 2014

Medicare

B Normal birth/live born
W Back problems
B Hypertension
B Mental disorders
B Diabetes mellitus
B Cancer
Trauma-related disorders
B Osteoarthritis/joint disorders
B COPD, asthma

W Heart conditions

Private
Insurance
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\CHQIR

Spending on Cancer Care

Has Grown Rapidly

$175,000,000,000

$150,000,000,000

$125,000,000,000

$100,000,000,000

$75,000,000,000

$50,000,000,000

$25,000,000,000

S0

Spending on Cancer Care in U.S. 2004-2020

2010 2020 Projected
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Where Does Spending on

\CHQIR
Medical Oncology Go?
Current
Spending
Per Patient
$45,000
$40,000
$35,000
$30,000 Analysis of total spending in 2012
’ for commercially insured patients
$25.000 durln an episode” of
’ chemo eraﬂy treatment
$20.000 (all treatment montnhs plus two months
! after treatment ends)
$15,000
$10,000
$5,000
$0

Analysis of total spending in 2012 for commercially insured patients
during an “episode” of chemotheraﬁy treatment
(treatment months through the second month-after treatment ends)
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<10% of Spending Pays

\CHQIR |
Oncology Practices for Services
Sp-g%tcz?i_l ng
~ Per Patient
$45,000
$40,000
$35,000
$30,000
$25,000
$20,000
$15,000
$10,000 represent 1b6s ha 1% of Spending
$5 000 for cancer patients during
’ =AY, episodes of chemotherapy treatment
$0 Infusions

Analysis of total spending in 2012 for commercially insured patients
during an “episode” of chemotherapy treatment
(treatment months through the second month-after treatment ends)
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\CHQR

Half of the Spending
Goes to Drugs

$45,000
$40,000
$35,000
$30,000
$25,000
$20,000
$15,000
$10,000
$5,000
$0

Total
Spending
Per Patient

Drugs

Infusions

Analysis of total spending in 2012 for commercially insured patients
during an “episode” of chemotherapy treatment
(treatment months through the second month-after treatment ends)
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8% of Spending Goes to

\CHQR |
Laboratory Tests and Imaging

Total
Spending
~ Per Patient
$45,000
$40,000
$35,000
$30,000 Testing
$25,000
$20,000
$15,000 Drugs
$10,000

$0 Infusions

Analysis of total spending in 2012 for commercially insured patients
during an “episode” of chemotherapy treatment
(treatment months through the second month-after treatment ends)
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20% Goes to Radiation Therapy,

\CHQXR _
Procedures, and Other Services

Total
Spending
~ Per Patient
=00 R
$40,000
Other
$35,000 | | services
$30,000 Testing
$25,000
$20,000
$15,000 Drugs
$10,000
$0 Infusions

Analysis of total spending in 2012 for commercially insured patients
during an “episode” of chemotherapy treatment
(treatment months through the second month-after treatment ends)
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11% of Spending Is for

\cram S . o
ED Visits & Hospital Admissions

Total
Spending
~ Per Patient
$45,000 | ER/Hospital
Admissions
$40,000
Other
$35,000 | | services
$30,000 Testing
$25,000
$20,000
$15,000 Drugs
$10,000
$0 Infusions

Analysis of total spending in 2012 for commercially insured patients
during an “episode” of chemotherapy treatment
(treatment months through the second month-after treatment ends)
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Most $$ Go to Drugs, Tests, and

k\CHQBR
Admissions, Not Oncology Practices
Total
Spending
Per Patient
$45,000 ER/Hospital | |
Admissions
$40,000
Other
$35,000 | | services
$30,000 Testing 90%-+ of spending pays for drugs,
laboratory tests, imaging studies,
$25,000 <4 surgical procedures, emergency
room visits, and hospitalizations
$20,000
$15,000 Drugs
Fees for oncology practice services
$10,000 represent less tlgan 10% of spending

for cancer patients during
$5,000 episodes of chemotherapy treatment
Infusions
$0

Analysis of total spending in 2012 for commercially insured patients
during an “episode” of chemotherapy treatment
(treatment months through the second month-after treatment ends)
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Most $$ Go to Drugs, Tests, and

\cHapr "= -
Admissions, Not Oncology Practices .
Spending
$45,000 [ MER/Fospital
$40.000 Admissu%ns 1 o
sss00 \\'here Are the Opportunities
$30,00

25,00 to Reduce Spending
2000 \Without Harming Patients?

$15,00

Fees for oncology practice services
$10,000 represent less tlgan 10% of spending
$5.000 for cancer patients during
’ E&M episodes of chemotherapy treatment
Infusions
$0

Analysis of total spending in 2012 for commercially insured patients
during an “episode” of chemotherapy treatment
(treatment months through the second month-after treatment ends)
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Opportunity 1: Reducing Avoidable

\CHQER
ED Visits and Hospitalizations
Sp-g%tc?i_lng
~ Per Patient
zj;;ggg Ramosial e 4006+ of ED visits and hospital admissions,
$35,000 Sgrt\nggs
$30,000 Testing
$25,000
$20,000
$15,000 Drugs
$10,000
$5,000

$0

Infusions
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\\CI—IQB

Large Reductions in Avoidable

ED Visits & Hospitalizations

How We Do It

Oncology patient-centered medical
home and accountable cancer care

John D. Sprandio, MD

Consultants in Medical Oncology and Hematology, PC, Drexel Hill, PA

With the passage of healthcare reform and the call for improved quality, value, and demonsiration of rasults, the
primary care pafient-centered medical home (PCMH] concept has gained considerable fraction across the United

States. In 2004, we

ineering our processes of cancar care delivery in our medical oncology practica

concurrently with the implementation of an ancology-specific electranic medical record and the development of
customized software to better suit proctice/patient needs and to facilitote data collection. These custom software

applications wers designed to support comprehensive pracesses of care that wera alsa required for level Il medical
home recognition by the Mational Committes for Guality Assurance [NCQIA). We have been iracking our data for the
past 5 years, documenting improvements in disease managemeni—natably the reduction in emergency room usilization
ond hospital admissions. We hove engaged local and natians| payers with the geal of develaping callaborstive pilat
programs. Furthermars, we are esiablishing formalized relatianships with ather ike-minded medical oncology and
primary cars PCMH practices, as we continue o refine aur delivery of cancer care within an oncology PCMH model.

edical ancologists arc
playing an cver-ex
panding role in the
delivery of cancer care.
The current and fiture challenges they
face in their efforts to deliver effective,
cfficient, and appropriate cancer care
are broad, and solutions to the rising
costs of cancer care continue to be
sought. The patient-centered medical
home (PCMH) model has emerged
as a partial solution to the fragment-
od delivery of primary healthcare. In
many instances, the delivery of can-
cer care is also fragmented—franght
with deficiencies in communication,
coordination, and account: The
oncalogy PCMH (OPCMH) model
of cancer care may potentially serve
as a practice framework for oncolo-
gists. The OPCMH model attempts
to promote a value-based agenda
that facilitates physician accountabil-
ity, encourage cli | integration be-
tween like-minded medical oncology
groups, enhance communication and
coordination of carc with primary
care PCMH models, and collaborate
with payers while maintaining  focus
on patient needs and evidence-based
care.
©7010 Shamter . All ights resarvad.

Volume 7/Number 12

A backward glance at
the PCMH model

A combination of factors has led to
the rapid acceptance *of the PCMH
madel in the delivery of primary care:
(1) physician and patient recognition
of the PCMH model as a partial so-
lution to the unacceptable fragmen-
tation of healthcare delivery; (2) the
availability of electronic medical re-
cords (EMRS) and the actionable in-
formation that can be mined from
clinical datsbases; (3) the alignment
of incentives among stakehalders, in-
cluding the largest employers in the
United States, medical professional
societics, consumers, insurance com-
panies, academic institutions, patient
advocacy groups, state Medicaid agen-
cies, and the Centers for Medicare 8¢
Medicaid Services; and (4) carly re-
sults from medical home demonstra-
tion projects, suggesting that elements
of the model may have a positive ef-
fect on quality, cost, and satisfaction af
the paticnt and clinical team. ™

Unacceptabe fragmentation of aare

In order to address the fragmen-
tation of care, there are a number of
actions that physicians should take:

care for patients across the continu-
um, improve the coordination of care,
establish a standardized comprehen-
sive process of care, adhere to estab-
lished practice guidelines, utilize =
care-team approach, engage and edu-
cate patients to enhance involvement
in their carc, and create innovative
ways of communicating with all par-
ties involved.

EMR systems

When fully implemented and cn-
hanced, EMR systems have the poten-
tial to promote 3 culture of continuoas
improvemnent that creates practice effi-
ciencies. Furthermore, EMRs can po-
tentially allow physicians to concen-
trate on their primary responsibilities
of making complex medical decisions
based on real time, evidence-based
dara while estblishing and maintain-
ing personal relationships with their

Manmcript received Noverber 16, 2010; 20-
cepted December 3, 2010
Carrespondence to: John 1. Sprandia, MD,
Consultanes in Medical Oncology and Hema-
tolagy, PC, 2100 Keystone Averue, Suite 502,
MOR, Drexel Hill, PA 10026; telephone: £10-
622-3818; fx 610-622-6407; e-mail: frprandso
@cmoh.org.
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FIGURE 3 Average emergency room (ER) evaluations at Delaware County Memorial Hospital

of the Drexel Hill office population per chemotherapy patient per year, 2004-2010 (YTD).
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Better Care and Lower Spending

NcHaR . | .
Possible For End-of-Life Patients

M Model participants Il Comparison group

MEDICARE INNOVATION
deiele

deicke
ik

deicde
I I

90days 180days,; 30days 90days 180days

By Erin Murphy Colligan, Erin Ewald, Sarah Ruiz, Michelle Spafford, Caitlin Cross-Barnet, and
Shriram Parashuram

Innovative Oncology Care Models
Improve End-Of-Life Quality,
Reduce Utilization And Spending

$50,000

DO I Mitha 2016 B3
HEALTH AFFARIS 36,

MO. 3 (207): 33-440

IIT Projsct HOPE

T Pacpletu-Facps Heath
Faundation, nc.

540,000
13-16%
Lower
Spending

$30,000

T $20,000

social science resaarch %
aralyst at the Center far
Medicars and Madicaid
Fnavation, in Baltimare,
Marytand

ABSTRACT Three models that received Health Care Innovation Awards
from the Centers for Medicare and Medicaid Services (CMS) aimed to
reduce the cost and use of health care services and improve the quality of
care for Medicare beneficiaries with cancer. Each emphasized a different
principle: the oncology medical home, patient navigation, or palliative
care. Comparing participants in each model who died during the study
period to matched comparators, we found that the oncology medical
home and patient navigation models were associated with decreased costs
in the last ninety days of life ($3,346 and $5,824 per person, respectively)
and fewer hospitalizations in the last thirty days of life (fifty-seven and

510,000

Erin Ewald = 2 resaarch
scientist at NORC at the
University of Chicaga in
Bathesds, Maryland.

Sarsh Ruizis a senior SO
scientist at the National
Istitute on Disabifity,

30days

forty per 1,000 people, respectively). The patient navigation model was
also associated with fewer emergency department visits in the last thirty
days of life and increased hospice enrollment in the last two weeks of
life. These promising results can inform new initiatives for cancer
patients, such as the CMS Oneology Care Model.

edicare expenditures in the
last year of life for beneficia-
ries with cancer range from
$56,784 for those with mela-
noma to $140,891 for those
with brain cancer. These far exceed the average
$38,975 per beneficiary Medicare spending in
; 1

High utilization of cancer treatment at the end
of life not only poses a burden to the health care
system, but it also may represent poor outcomes
from the perspective of patients. Previous stud-
ies suggest that patients with advanced cancer
prefer to have less aggressive treatment and
more spiritual support and palliative care, and

the last year of life." There were ap
901,000 Medicare beneficiaries with cancer in
the last year of life in 2010, and that number is
expected toincrease tol.2 millionin 2020 ' Total
costs of cancer care in the last year of life
amounted to $37 million in 2010 and will ap-
proach $50 million in 2020." Much end-of-life
spending results from high rates of hospitaliza-
tons, ememgency department (ED) visits, and
stays in the intensive care unit in patients’ last
months ** A substantial proportion of hospital-
izations and ED visits at the end of life are avoid-

toavoid i settings at the end of
life." In fact, the National Quality Forum has
recognized the need to emphasize the impor-
tance of palliative options for cancer care at
the end of life. It has endorsed the use of several
measures as indicators of poor quality of care at
the end of life, such as the use of chemotherapy
in thelast fourteen days of Life, multiple ED visits
and stays in the intensive care unit in the last
thirty days of life, and enrollment in hospice for
fewer than three days."”

Though hospice is designed to Bcilimte pa

able and thus repres an area for imp
quality of care and patient satisfaction and for
reduced util ization.**

tients' l-of-life p o5, keeping patients
at home or in a nondinical environment while
reducing pain and psychological stress and pro-

Independart Living, and
Fisha b tatian Research, in
Washirgton, D.C. This wark
waes completed whie she was
a semiar ressarch scintist at
NORC at the Lniversity of
Chicagn.

Michelle Spafford (spafiord-
michelenore org) s a
rezearch sciemtist 2t NORC ot
the University of Chicagn
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No Payment For Services Needed

\CHQIR
to Improve Outcomes of Care
Total
Spending
, Per Patient
$45,000 ER/Hospital
Admissions
$40,000
Other
$35,000 | | services
$30,000 Testing
$25,000
$20,000
$15,000 Drugs
$10,000
* No payment for 24/7 hotline and
$5,000 E&M trlage %erwces needed by patients
$0 Infusions experiencing complications
L _Non-E&M_ * No payment for extended hours or
' _Care_Mqt_ | open Schedule slots for urgent care
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Opportunity 2: Reducing Avoidable

\CHQR
Use of Drugs, Tests, & Imaging
Total
Spending
~ Per Patient
$45,000 ER/Hospital
Admissions
$40,000 . .
Other « Unnecessarily expensive tests
$35,000 Services * Unnecessary testing
$30,000 : * Unnecessarily expensive drugs
T‘?S“”g * Unnecessary drugs
$25,000 | | Avoidable $. » Unnecessary end-of-life treatment
$20,000
$15,000 Drugs
$10,000
$0 Infusions
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ASCO Choosing Wisely List
Targets Areas of High Spending

American Society of Clinical Oncology

£ Choosing ASCE
WIse Iy American Society of Clinical Oncology

Five Things Physicians
and Patients Should Question

ABIM Fou

The American Society of Clinical Oncology (ASCO) is a medical professional oncology society committed to conguering cancer through research, education, prevention,
and delivery of high-quality patient care. ASCO recognizes thﬂ importance of evidence-based cancer care and lnaklng wise chosces in the diagnosis and management
of patients with cancer. After careful consideration by ists, ASCO highlights five i s whose comman
use and dlinical value are not supported by available evidence. These test and treatment options should not be administered unless the physidan and patient have
carefully considered if their use is appropriate in the individual case. As an example, when 2 patient is enrolled in a ciinical trial, these tests, treatments, and procedures
may be part of the trial protoced and therefore deemed necessary for the patient's participation in the trial.

r patient
om ;- ic

« Studies show that cancer directed treatments are likely to beineffective for solid tumor patients who meet the above stated oiteria.

« Exceptions include patients with functional limitations due to other conditions resulting in a kow performance status or those with disease characteristics
(e-g., mutations) that suggest a high likelihood of response to therapy.

« Implementation of this approach should be accompanied with approgriate paliative and supportive care.

Don't perform PET, CT, and radionuclide bone scans in the staging of early prostate cancer

at low risk for metastasis.

« Imaging with PET, CT, or radionuclide bone scans can be useful in the staging of specific cancer types. However. these tests are often used in the staging
evaluation of low-rizk cancers, despite a lack of evidence supgesting they improve detection of metastatic disease or surival.

« Evidence does not support the use of these scans for staging of newly diagnosed low grade carcinoma of the prostate (Stage T1o/T2a, prostate-specfic
antigen {P5A4) <0 ng/ml, Gleason score less than or equal to 6| with low rick of distant metastasis.

« Unnecessary imaging can lead to harm through ive procedures, ., unnecessary radiation exposure, and misdiagnosis.

Don't perform PET, CT, and radionuclide bone scans in the staging of early breast cancer

at low risk for metastasis.

« Imaging with PET, CT, or radionuclide bone scans can be useful in the staging of specific cancer types. However. these tests are often used in the staging
evaluation of low-rizk cancers, despite a lack of evidence supgesting they improve detection of metastatic disease or surival.

« In breast cancer. for example, there is a lack of evidence demonstrating a benefit for the use of PET, CT, or radionuclide bone scans in asymptomatic
individuals with newty identified ductal carcinoma in situ [DEIS) or clinical stage | or Il disease.
« Unnecessary imaging can lead io harm through = procedures, | unnecessary radiation exposure, and misdiagnosis.

Don't perform surveillance testing (biomarkers) or imaging (PET, CT, and radionuclide

bone scans) for asymptomatic individuals who have been treated for breast cancer with

curative intent.

= Surveillance testing with serum tumor markers or imaging has been shown to have dinical value for certain cancers (e.g., colorectal). However for breast
cancer that has been freated with curative intent, several studies have shown there i no benefit from routine imaging or serial measurement of sanm
tumar markears in asympéomatic patients.

+ False-pasitive tests can lead to harm throwgh unnecessary invasive procedures, over-treatment, unnecessary rediation exposure, and misdiagnosis.

Don't use white cell stimulating factors for primary prevention of febrile neutropenia for

patients with less than 20 percent risk for this complication.

« ASCO guidelines recommend using white cell stimulating factors when the risk of febrile neutropenia, secondary to a recommended chemotherapy
regimen, is approximately 20 percent and equally effective treztment programs that do not require white cell stimulating factors are unavailable.

« Exceptions should be made when using regimens that have a lower chance of causing febrile neutropenia ifit is determined that the patient is at high rigk
for this complication (due to age, medical history, or disease characteristics).

Lo~ o [
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29%-47% Non-Adherence to
Choosing Wisely Criteria

Focus ol ity

Original Contribution

Baseline Estimates of Adherence to American Society of
Clinical Oncology/American Board of Internal Medicine
Choosing Wisely Initiative Among Patients With Cancer
Enrolled With a Large Regional Commercial Health Insurer

By Seorr . Ramsey, MD, PhD, Catherine Fedorenko, MMSci, Rakesh Chauhan, MD, Richard MeGee, MD,
Gary H. Lyman, MD, MPH, Karma Kreizenbeck, BA, and Aasthaa Bansai, PhD)

Fred Hutchinson Cancer Research Center; University of Washington; and Premera Blue Cross, Seartle, WA

See accompanying article on page 344

Abstract

Purposa: Tha American Society of Clinical Oncalogy (ASCO)/
American Board of Intemal Madicine (ABIM) Choosing Wisely
{CW) measures aim fo reduce the use of inferventions that lack
avidence of benafit in cancar care. The study presanted hara
characterzed adherence to the 2012 ASCO/ABIM CW recom-
mendations by linking health plan claims data with a regional
cancer registry and sought to idantify areas for rasearch nter-
ventions to improve adherence.

Methods: SEER records for patients dizgnosed with cancer
n Weslem Washinglon State between 2007 and 2014 wera
inked with enrollment and claims from a larga regional
commercial insurance plan. Using claims and SEER records,
algorithms were developed to characlarize adherence to
aach CW measure. In addition, wo calculated differencas in
total reimbursemants and procedure-specific raimburse-

Introduction

In April of 2012, the American Society of Clinical Oncology
(ASCO) and the American Board of Internal Medicine (ABIM)
Foundation, as part of the ABIM Choosing Wiscly (CW) cam-
paign, released the inicial Top Five list of tests and procedures in
oncology for which use should be questioned because of their
failure to add clinical value (Data Supplement)."

The CW list was designed to identify

castly, widely used, and for which no evidence exists ta support
value, and to promaote conversations berween physicians and

ractices that are

patients about using the most appropriate tests and treazments
as well as about avoiding care that is unnecessary or for which
harm may oucweigh the benefits

Although the €W list was selected afier input from more
than 200 oncologists. there was no empiric validation of cither
the prevalence of the care processes that were included, their
casts to the health care system, or the accuracy of measurement
of these pracesses in oncology practice. Because these are im-
porant s for health care delivery systems, we used cancer
registry and healch insurance clsims data to test the importance
of the practices that were included on the CW list, to retrospec-
tively revicw oncalogists’ adherence to these practices, and to

888 | JoumnaL oF Oncolosy Practice » VoL, 11, Issue 4

ments for patients receving adherent and nonadharot
care.

Results: A tofal of 22,350 unigue indvidusals wilh cancer wiere
frkad with InsUranca envoliment fecords and mat bisic cigbilty
crteria nca varied from 53% (o ho
78% (bresast staging]. Wihin aach maasure, acherence varied sub-
stentially by stage at diagnosis and by cancer ste in tuations in
which the CW measure affectad muipia types of cancer. The oif-
farenca in rembursements between adherent and nonadherent

i s $20 milicn.

Conclusion: Adherence to the ASCO/ABIM CW measures
vanias widely, as does the cost implication of nonadherance. A
structured approach to evaluating acherenca and cost impact is
needed befora developing programs amed at mproving adher-
anca 1o the ASCO/ABIM GI measures.

test the feasibility of using administrative data to messure ad-
herence. These arc issucs of relevance 1o health care delivery
systems and health insurcrs, given that implementation of the
CW recommendations will require substantial investments on
many levcls.

Accordingly, the primary purpose of this study was to esti-
mare adherence to the ASCO/ABIM recommendations in per-
sons with cancer who are enrolled in a large regional
commercial insurance plan. To further evaluste the relative
level of cost ssvings that might be achicved through improving
adherence to the measres, we also cstimated total healdh care
coses for persons whose care was adherent to CW recommen-
dations versus costs for those with similar characteristics who
had nonadherent care, Our findings may be helpful ta health
care organizations that are considering investment in measures
and processes that are designed to improve adherence to the
CW recommendacions for ancology.

Methods

Setting and Study Population

“The study was conducted by Fred Hutchinson Cancer Research
Center investigators in conjunction with leaders at Premera

Gopyghl © 2016 by Amarican Sccly of Civeal Chackogy

Rate of Non-Adherence to Choosing Wisely Guidelines

Do not use routine biomarker tests and
advanced imaging to screen for recurrence
in asymptomatic breast cancer patients...

Avoid anticancer therapy in patients with
advanced solid tumors who are unlikely to
benefit

Do not use white-cell stimulating factors
for patients undergoing chemotherapy
with less than 20% risk of febrile...

Do not use PET, CT and radionuclide bone
scans in staging early prostate cancer at
low risk of spreading

Do not use PET, CT and radionuclide bone
scans in staging early breast cancer at low
risk of spreading

0% 10% 20% 30% 40% 50%
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27%-40% Non-Adherence to

Choosing Wisely Criteria

Original Contribution ‘ CARE DELIVERY

Urvessty of Alabama ar Bemingnam,
Bemingham, AL

ASSOCIATED CONTENT

Choosing Wisely: Opportunities for
Improving Value in Cancer
Care Delivery?

Gabrielle 8. Rocque, M, Courtney P. Willams, MPH, Bradford E Jackson, £h0,
Audrey 5. Walloce, MD, MSN, Karina | Haliiows, MD, Kelly M. Kenzik Phi)
Edward £. Partridge, MD, and Maria Pist, PhD

Introduction

Patients, providers, and payers are striving to identify where value in cancer care cn be
increased. As partofthe Choosing Wisely [CW) campaign, ASCO and the American Soclety
for Therapeutic Radiology and Oncology have recommended against spedific. yet
commeonly performed, treatments and procedures.

Methods

We conducted a retraspective analysis of Medicare chsims dat2 to examine concordance
with CW recommendations across 12 cancer centers in the southeastern United States.
Variability for each measure was evalusted on the basis of patient characteristics and
site of care. Hi ical linear modeling was used i in

per patient by concordance status. Potential cost savings were estimated on the basis
of a potential 95% adherence rate and average cost difference.

Results

The analysis induded 37.686 patients with cancer with Fee-for-Service Medicare
insurance. Concordance varied by CW recommendstion from 39% o 4% Patient
characteristics were similsr for patients receiving concordznt and nonconcordant care.
Significant variability was noed acrass centers for all recommendations, with as much
s an §9% difference. Nonconcordance was associated with higher costs for every
measure. If concordance were Io increase to 95% for all measures, we would estimate 2
$19million diFference in total cost of care per quarter.

Conclusion

These results demanstrate ample room for reduction of low-value care and correspanding
costs associated with the CW recommendations. Because variability in concordance
weas driven primarily by site of care, rather than by patient factors, continued education
about these low-value services is needed to imprave the value of cancer care.

INTRODUCTION better health care, and lower cost can be
Because health care costs are rising at an | achieved® The American Board of Internal
unaustainable rate,’ patients, providers, and | Medicine’s Choosing Wisely (CW) cam
payers are collectively striving to identify | paign aims Lo improve value by targeting
where value in cancer carecan beincreased | low-value services in medicine and thus
and how the triple aim of better health, | increase quality of care while lowering cost.”

Rate of Non-Adherence to Choosing Wisely Guidelines

Do not use combination chemotherapy
when treating metastatic breast cancer
unless the patient needs rapid response...

Do not routinely use extended
fractionation schemes for palliation of
bone metastases

Do not use white-cell stimulating factors
for patients undergoing chemotherapy
with less than 20% risk of febrile...

Do not perform surveillance testing or
imaging for asymptomatic individuals
treated for breast cancer with curative...

Do not give patients starting a
chemotherapy regimen with low or
moderate risk of nausea an antiemetic...

0% 10% 20% 30% 40% 50%
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30% of Patients Are Recelving

CSFs Outside of Guidelines

Original Contribution | et evveny

Choosing Wisely: Opportunities for
Improving Value in Cancer
Care Delivery?

Rate of Non-Adherence to Choosing Wisely Guidelines

Do not use white-cell
stimulating factors for patients
undergoing chemotherapy with

less than 20% risk of febrile
neutropenia

Do not use white-cell
stimulating factors for patients

undergoing chemotherapy with _
less than 20% risk of febrile
neutropenia

0% 10% 20% 30% 40%
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Neulasta Is the #3 Part B Drug:
$1.2 Billion in Medicare Spending

$2,000,000,000

$1,800,000,000

$1,600,000,000

$1,400,000,000

$1,200,000,000

$1,000,000,000

$800,000,000

$600,000,000

$400,000,000

$200,000,000

S0

Aflibercept

Part B Drug Spending, 2015

8 Drugs Account for 40% of
Medicare Part B Spending

Rituximab f Pegfilgrastim  Inflix

ximab Ranibizumab Bevacizumab Denosuma
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g\CHoE(MS Spends More on Pedfilgrastim
 Than on Patient Visits w/ Oncologists

2014 Medicare Part B Spending on Pegfilgrastim and Oncologist E&M

$1,200,000,000
$1,100,000,000
$1,000,000,000

$900,000,000

$800,000,000
W Other Visits/E&M Svcs

W Hospital Visits

m Established Patient Office Visits

B New Patient Office Visits

$700,000,000
$600,000,000
$500,000,000
$400,000,000 W Pegfilgrastim
$300,000,000
$200,000,000
$100,000,000

S0

Pegfilgrastim Oncologist E&M
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14% of Drug Spend & 7% of Total

\CHOPR
During Chemo is Pegfilgrastim
Total
Spending
~ Per Patient 222,000
$45,000 Egmgg%iﬁaél zzo}ooa All Other
$40.000 iSSi S : 37%
Other 16000
$35,000 Services $14.000 am
’ Pemetrexed 7%
OOV pTestng | S
$25,000 o Oxalyplatin
$20.000 $8,000 1%‘3/0 _2/3 of Spending
’ $6,000 Dueto 5 Drugs
$15,000 [ | Drugs o0
$10,000 $2,000
$5,000 50

$0

Infusions
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- Reduces Total Drug Spend by 4%

Elimination of 30% Overuse

$45,000
$40,000
$35,000
$30,000
$25,000
$20,000
$15,000
$10,000

$5,000

$0

Total
Spending
‘ Per Patient

ER/Hospital
Admissions

Other
Services

Testing

Drugs

Infusions

$22,000

$20,000

$18,000

$16,000

$14,000

$12,000

$10,000

$8,000

$6,000

$4,000

$2,000

S0
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Planning & Monitoring of Care

Inadequate Resources for Effective

$45,000

$40,000
$35,000
$30,000
$25,000
$20,000
$15,000
$10,000
$5,000
$0

Total
Spending

- Per Patient

ER/Hospital
Admissions

Other
Services

Testing

Avoidable $

Infusions

* No payment for physician time outside

of face-to-face visits with patients

* No payment for time spent with patients

by non-physician staff (nurses, social
workers, financial counselors, etc.)

* No payment for 24/7 hotline and

triage 'services needed by patients
experiencing complications

* No payment for extended hours or

open Schedule slots for urgent care
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Inadequate Resources for Effective

\CHQR
Planning & Monitoring of Care
Total

Spending

Per Patient With inadequate time and care
$45.000 _ manqgement support:

ER/Hospital -Easier to order the “usual” drugs rather
$40,000 than determine what's exactly right for
$35.000 Other this patient

| Services - Safer to order high-powered drugs if the
$30,000 ) practice can’'t monitor and intervene
Testing quickly when the patient has a problem
$25,000 | | Avoidable $
$20,000 * No payment for physician time outside
of face-to-face visits with patients
$15,000 Drugs « No payment for time spent with patients
by non-physician staff (nurses, social
$10,000 workers, financial counselors, etc.)
* No payment for 24/7 hotline and
$5,000 Q triagpe_%er\_/ices needed by patients
$0 . experiencing complications
L _Non-E&M_ * No payment for extended hours or
' _Care_Mgt_ * open Schedule slots for urgent care
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17% of Drug Spend & 8% of

W\CHOR e .
Total Spending Is Bevacizumab
Total
Spending
~ Per Patient 222,000
$45,000 ER/Hospital o
$40.000 Admissions $18,000
Oth $16,000
$35,000 Servigés $14.000
$30,000 Testing $12,000
$25,000 P10000
$20,000 e
$15,000 | | Drugs o
$4,000
$10,000 $2,000
$5,000 S0

$0

Infusions
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Efficacy But Much Lower Cost

Alternative Regimens Have Similar

First Line Re?imens for
Metastatic Non-Smal

Cell Lun

(non-squamous histology, no EGFR or AL

Cancer

mutation present)

Median Median
Overall Progression- Grade 3+ Cost
Survival Free Adverse Difference
Regimen (months) Survival Event (6 cycles)
Carboplatin +
Paclitaxel 10.3 4.5 24%
Carboplatin +
Paclitaxel + 12.3 6.3 61% +~$30,000
Bevacizumab
Sandler, A et al. New England Journal of Medicine 2006;355:2542-50
Cisplatin +
Gemcitabine 13.1 6.1 3%
Cisplatin +
Gemcitabine + 13.6 6.7 76% +~$30,000

Bevacizumab

Reck, M et al. Journal of Clinical Oncology 2009; 27(8):1227-2415

Reck, M et al. Annals of Onc

ology 2010
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Failure to Pay for Good Care...
Leads to Costly, Low-Value Services

$45,000
$40,000
$35,000
$30,000
$25,000
$20,000
$15,000
$10,000
$5,000
$0

Total
Spending
Per Patient

ER/Hospital
Admissions

Other
Services

&

Testing
Avoidable $

* ED visits and hospital admissions
for chemotherapy-related complication

* Unnecessarily expensive tests ‘
* Unnecessary testing

* Unnecessarily expensive drugs
* Unnecessary drugs
* Unnecessary end-of-life treatment

ayment for physician time outs
-to-face visits with patie

t for time spent
lan staff

_ Ses, social
workers, finan elors, etc.)
tline and

* No payment fq
atients

triage servi

Schedule slots for urgent ca
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k\CHQEFASCO Payment Reform Developed

by Oncologists & Practice Managers

 Christian Thomas, MD, New England Cancer Specialists
* Dan Zuckerman, MD, Mountain States Tumor Institute
 Tammy Chambers, Center for Cancer and Blood Disorders THE AMERICAN SOCIETY OF CLINCAL GNCOLOGY
- James Frame, MD, CAMC Cancer Center

* Bruce Gould, MD, Northwest Georgia Oncology Center
* Ann Kaley, Mountain States Tumor Institute

« Justin Klamerus, MD, Karmanos Cancer Institute

- Lauren Lawrence, Karmanos Cancer Institute PATIENT-CENTERED
« Barbara McAneny, MD, New Mexico Cancer Center ONCOLOGY PAYMENT
* Roscoe Morton, MD, Cancer Center of lowa Payrment Refora o Support

« Julie Moran, Seidman Cancer Center Higher Quality, More Affordable Cancer Care
* Ray Page, DO, PhD, Center for Cancer and Blood Disorders May 2015

» Scott Parker, Northwest Georgia Oncology Center

» Charles Penley, MD, Tennessee Oncology

» Gabrielle Rocque, MD, University of Alabama at Birmingham
* Barry Russo, Center for Cancer and Blood Disorders \
« Joel Saltzman, MD, Seidman Cancer Center ASfC]UI )
« Laura Stevens, Innovative Oncology Business Solutions
« Jeffery Ward, MD, Swedish Cancer Institute
 Kim Woofter, Michiana Hematology Oncology

* Robin Zon, MD, Michiana Hematology Oncology
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PCOP Part 1. More Payment to

\CHQR
. y
Practices Where It's Needed
Patient-
Cl|J:r|:rg";nt (()Zeanlt%rr]ed
ncolo
Payment Payme%%/
$45,000
$40,000
$35,000
$30,000
$25,000
$20,000
$15,000 Better
$10,000 .
PCOP Pmt Oncology Practice Receives
$5,000 E&_Mnrl ° Higher g%yments Than Today \
$0 Infusions
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PCOP Part 2: Implement ASCO

\CHQIR
Current Patient-
FFS (()Sent(?red
t ncolo
y Paymen Payme%%/
$45,000 ER/Hospital
$40.000 Admissions ——ER/AdMisSsIons
Other Lower Oncology Practice Helps
$35,000 | [ services Svei?ﬁgllﬂg Sgrﬁt}‘ggs E%t/iﬁntg %t\vlo%d Use of -
NOL ospital for
$30,000 Testing Rationing Testing Complicl?ations of Treatment
_ |
$25,000 Avoidable $. Oncology Practice Follows
ASCO Guidelines for Use
$20,000 gf Cheng_othgrapy,
Drugs upportive Drugs,
$15,000 Drugs Better J Ees?}?n {_Intja ingg, and
-of-Life Care
$10,000 Payment e
’ for —Druo ) )
$5.000 | LPrugMarginf practices yilielelINE O_ncolo%y Practice Receives
! FAY Higher Payments Than Today
Infusions Infusions

$0 Non-E&M
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Payment Based on Adherence to

\cHam . o
Appropriate Use Criteria

HIGH LOW

100% ate o
are o American Society of Clinical Oncolo
80% Adherence to =0h003mg AySCQ ay

A ro r i ate [ | H N smerican Seciety of Clinical Oncology
Min% Ugg Crrjiteria . WIsely Five Things Physicians

and Patients Should Question

ABIM F

of patients with cancer. After careful
use and diinical value 0t 51
carefully considered if their sz is appropriste

Appropriate e e o e
Use Criteria

merican Society of Clinical Oncology (ASCO) is a medical professional oncalagy sotiety committed to conquering cancer through research, education, prevention.

- Studies show that c: d criteria

et the above stat

ncer directed treatments are likely to be ineffective for solid tumor patients whe

+ Exceptions include patients with functional imit er
g.. mutations) that supgest a high likelinood of respanse to therapy.
- Implementation of this approach should be accompanied with approgriate palliztive and supporive care.

tions resuting in a low performance status or those with disease characteristics

on't perform PET, CT, and radionuclide bone scans in the staging of early prostate cancer
v risk for metastas

- Imaging with PET, CT, or radionucide bo
evaluation of low-risk ca
« Evidence does not support the use of these scans for staging of newly diagnos
antigen (PSA) <10 ng/ml. Gizason score less than or equal to 6) with low risk of
+ Unnecessary imaging can lead 1o harm § i

pecific cancer types. However, these tests are ofien usad in the staging
datection of matastatic disease or sunvival

ow grade carcinama of the prostate (Stage Tic/T2a, prostate-specific
metastasis.

rocedures, over-ireatment, unnecessary radiation exposure, and misdiagnosis

N Don’t perform PET, CT, and radionuclide bone scans in the staging of early breast cancer
eW at low risk for metastasis.

-+ Imaging with PET, CT, or
+ Inbreast cancer, for exam

s can be in the stagi pecific cancer types. However, these tests are ofien usad in the staging
lack of evidence supgesfing they improve datection of metastatic disease or survival

here i lack of evidence demonstrating 2 benefit use of PET, CT. of radionucide ban
 ductal carcinoma in situ [DCIS), or clinical stage | or | diseas.
igh unn

cans in asymptomatic
individuals with newly iden
Unnecessary imaging can lead to harm §

ary invasi

procedures, over-draatment, unnecessary radiation exposure, and misdiagnosis.

Don't perform surveillance testing (biomarkers) or imaging (PET, CT, and radionuclide

bone scans) for asymptomatic individuals who have been treated for breast cancer with

curative intent.

ing with sarum tumar markers o
t has been treated with curative intant,

markers in asymptomatic patients.

+ False-positive tests can lead to harm through unnecessary invasie procedus

cal walue for certain cancers (2., colorectal). Ho =
2 s N benefit from routine imaging o serial measurement of serum

maging has been sho

atment, unnecessary radistion exposure, and misdiagnoss.
Don't use white cell stimulating factors for primary prevention of febrile neutropenia for
E& M E&M patients with less than 20 percent risk for this complication.
+ ASCO guidelines recommend using whits cell stimulating factors when the risk ile neutropen ndary to. otherapy
an d a n d regimen, is approsim 20 percent and equally affective freatment programs that do not require white cell stimulating factors are unavailable.

nia if it is determined that

- Exceptions should be made when using regimens that have a ent is at high risk
for this complication [due to age, medical history, or disease chara
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PCOP Result: Better Care,

\CHQR
Better Payment, Payer Savings
Current Patient-
FFS (()Sent(?red
ncolo
y Fayment Payme%%/
$45,000 ER/Hospital | SAVINGS | Payer Spends Less in Total |
$40.000 Admissions ER/Admissions
Other Lower Oncology Practice Helps
$35,000 | [ services Svei?ﬁgllﬂg Sgrﬁt}‘ggs E%t/iﬁnt:gJ %t\vlo%d Use of -
NOL ospital for
$30,000 Testing Rationing Testing Complicl?ations of Treatment
: |
$25,000 Avoidable $. Oncology Practice Follows
ASCO Guidelines for Use
$20,000 gf Cheng_othgrapy,
Drugs upportive Drugs,
$15,000 Drugs Better J EesZtPn {_Intja ingg, and
-of-Life Care
$10,000 Payment ) |
’ for —Druo ) _
Drug Margin | practices _yilgooIRNS Oncology Practice Receives
$5,000 . %
! FAY Higher Payments Than Today
$0 Infusions Infusions

Non-E&M
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Analysis of PCOP Shows Large

\CHQXR |
Net Savings from Better Payment

Costs and Savings from Patient-Centered Oncology Payment

Current With Proposed
Average New Payments
THE AMERICAN SOCIETY OF CLINICAL ONCOLOGY Spending P‘Ef ﬂnd E5timﬂtEd
Beneficiary Savings % Change
Month Prior to Treatment
E&M Services 5296 5296
PCOP 5750
‘ ‘ . During and 2 Months After Treatment
PATIENT-CENTERED E&M Services 52,071 52,071
ONCOLOGY PAYMENT Infusion Services 51,904 51,904
PCOP 51,190
Payment Reform to Support
Higher Quality, More Affordable Cancer Care Chemotherapy/Drugs $25,131 $23,372 -7%
Lab Tests 5583 5553 -5%
May 2015 Imaging $1,503 $1,428 -5%
ED/Ambulance 5421 5295 -30%
Inpatient 57,100 54,970 -30%
Other 510,920 510,920 0%
Months 3-6 After Treatment
) E&M Services 5120 5120
ASCQ PCOP 5220
American Seciety of Clinical Oncology Total 450,048 %48 080 -3.9%
For 500 New Patients:
Wwwascoorg/paymentreform Additional Practice Revenues 51,080,000
Met Payer Savings 5979,802
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Potentially Large Win-Win-Win

\CHOER . .
for Payers, Patients & Practices

Costs and Savings from Patient-Centered Oncology Payment

Current With Proposed
Average New Payments
THE AMERICAN SOCIETY OF CLINICAL ONCOLOGY Spending PE[ ﬂnd EﬁtimﬂtEd
Beneficiary Savings % Change
Month Prior to Treatment
E&M Services 5296 5296
PCOP 5750
‘ ‘ . During and 2 Months After Treatment
PATIENT-CENTERED E&M Services 52,071 52,071
ONCOLOGY PAYMENT Infusion Services 51,904 51,904
PCOP 51,190
Payment Reform to Support
Higher Quality, More Affordable Cancer Care Chemotherapy/Drugs $25,131 $23,372 -7%
Lab Tests 5583 5553 -5%
May 2015 Imaging $1,503 $1,428 -5%
ED/Ambulance 5421 5295 -30%
Inpatient 57,100 54,970 -30%
Other 510,920 510,920 0%
Months 3-6 After Treatment
) E&M Services 5120 5120
ASC(_) PCOP 5220
American Society of Clinical Oncology Total 450,048 %48 080 -3.9%
For 500 New Patients:
Wwwascoorg/paymentreform Additional Practice Revenues 51,080,000
Met Payer Savings 5979,802
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\CHQR

What About the
CMMI Oncology Care Model?

ONCOLOGY
CARE MODEL

OCM PERFORMANCE-BASED
PAYMENT METHODOLOGY

Version 1.1
June 27, 16

RTI International

Actuarial Research Corporation

nnnnnnnnnnnnnnnnn
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The Oncology Care Model Doesn't

\CHQR o
Eliminate Current FFS...
HOW ONCOLOGY
PRACTICE IS PAID
TODAY
$1200]
$900

$600

Infusion
Infusion
Infusion

Infusion
Infusion
Infusion

$300
$0°

E&M
E&M
E&M
E&M
E&M

> M= M,

8 9 10 11 12 13 14 15
POST-TREATMENT CARE

(el E &V

2 3 4 5 6
TREATMENT MONTHS
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\CHQR

It Adds New Monthly Payments...

$1200

$900

$600

$300
$0°

Infusion
Infusion
Infusion
Infusion
Infusion

(el E &V

HOW ONCOLOGY
PRACTICE IS PAID
IN CMMI OCM PROGRAM

Infusion

E&M
E&M
E&M
E&M
E&M

2 3 4 5 6
TREATMENT MONTHS

- N\
\$96O in New Payment (6 x $160)

for each 6 Month “Episode”

M,

8 9 10 11 12 13 14 15
POST-TREATMENT CARE
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\CHQIR

It Adds New Monthly Payments...
But Only If Chemotherapy is Given

$1200
$900
$600
$300

$0°

HOW ONCOLOGY
PRACTICE IS PAID
IN CMMI OCM PROGRAM

- N\
\$96O in New Payment (6 x $160)

for each 6 Month “Episode”

Infusion
Infusion
Infusion
Infusion
Infusion
Infusion

1 2 3 4 5 6 8 9 10 11 12 13 14 15
DX TREATMENT MONTHS POST-TREATMENT CARE

Under OCM, the financial penalty to the oncology practice
for not treating the patient is even higher than it is today,
with no extra support for time needed for end-of-life discussions
and no extra support for palliative care
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OCM Then Puts Practice at Risk

\CHQIR
for Total Spending on Patients
HOW ONCOLOGY
PRACTICE IS PAID
IN CMMI OCM PROGRAM
,  1*Performance-Based Payment’ 4!
$1200 " —I::>Risk—8haring on Total Spending
N
$900 -B-B-B-0:-0 - \$96O in New Payment (6 x $160)
$600 A K B B B E for each 6 Month “Episode”

$300

$0°

E&M
E&M
E&M
E&M
E&M

M,

8 9 10 11 12 13 14 15
POST-TREATMENT CARE

(el E &V

2 3 4 5 6
TREATMENT MONTHS
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\car  Problems with Risk Under OCM

 Performance-Based Payment (Risk-Sharing)

— Practices would receive bonuses for delivering cheaper, less effective
treatments to patients and for avoiding important surveillance testing

— Practices would be penalized for treating higher-cost types of cancer
and for health problems the patient has that are unrelated to cancer

— Practices that are currently overusing services could be rewarded
because target spending is based on the practice’s own historical costs

— Practices could be penalized for trea_ting% higher-risk patients because
risk adjustment does not capture major factors affecting spending
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OCM Uses an “Episode” Model

\CHQR
to Pay for Oncology Care
“6 MONTH EPISODE”
$1200 An “episode” starts
$900 when chemotherapy starts
and lasts 6 months
2000 even if chemotherapy ends sooner
$300
$0

o1 2 3 4 5 6|7 8 9 10 11 12 13 14
Dx TREATMENT MONTHS POST-TREATMENT CARE
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OCM Uses an “Episode” Model

\CHQIR
to Pay for Oncology Care
“6 MONTH EPISODE”
$1200' An “episode” starts
when chemotherapy starts
$900
and lasts 6 months
5600 even if chemotherapy ends sooner
$300
$0 1H = = ET
o117 2 3 4 5 6|7 9 10 11 12 13 14 15
Dx TREATMENT MONTHS POST-TREATMENT CARE

How did CMS decide on a 6 month episode?
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\CHOm Monthly Spending on
Cancer Patients

Figure 4.1. Average Monthly Total Medicare Payments for Beneficiaries Initiating Chemotherapy in 2010
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\CHQIR

In First Six Months vs. Later

Monthly Spending

Figure 4.1. Average Monthly Total Medicare Payments for Beneficiaries Initiating Chemotherapy in 2010

Specialty Payment Model Opportunities and

Oncology Model Design Report

A proguct of the CMS Alliance to Moderni
Federally Funded Research and Development Center
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\CHQIR

Cumulative Spending
By Month

Figure 4.2. Cumulative Proportion of Total 24-Month Medicare Payments Occurring in Each Month
Relative to Chemotherapy Initiation

Cumulative proportion of payments

0

1

Specialty Payment Model Opportunities and
Assessment

Oncology Model Design Report

A proguct of the CMS Alliance to Modernize Healthcare (CAMH)
Federally Funded Research and Development Center

& Medicaid
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pE 6 Month Episodes?

Figure 4.2. Cumulative Proportion of Total 24-Month Medicare Payments Occurring in Each Month
Relative to Chemotherapy Initiation

1
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1

4
1

s
1

6 month
“episode”

Cumulative proportion of payments
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What Happens If One of the

\CHQIR
- Patient’s Treatments is Delayed?
“6 MONTH EPISODE”
$1200
$900
$300 ERERERE
$0 E E Eﬁ E E E = E_(
o1 2 3 4 5 6|7 10 11 12 13 14 15
Dx TREATMENT MONTHS POST-TREATMENT CARE
“6 MONTH EPISODE”
$1200 | Many patients have
$900 to delay a treatment
$600 because of side effects
$300 10800 )
$oﬂ 4 ) FOF =
=

1 2 3 4 5

TREATMENT MONTHS

6

- W >
10 11 12 13 14 15
POST-TREATMENT CARE
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\CHOR

Logic Would Say That It's Now a

Longer (7 Month) Episode

$1200]
$900
$600
$300
$0

[nfusion

E&M

1

[nfusion

E&

2

TREATMENT MONTHS

Infusion

E&

3

Infusion

E&M

4

“6 MONTH EPISODE”

[nfusion

E&M

5

[nfusion

E&M

6

M=
10 11 12 13 14 15
POST-TREATMENT CARE

$1200]
$900
$600
$300
$0

[Mfusion

E&M

“7 MONTH EPISODE”

[rfusion

E&M

2

Irfusion

E&M

3

Irfusion

E&M

4

[Mfusion

E&M

5

6

TREATMENT MONTHS

Infusion

E&M

8 9 10 11 12 13 14 15

POST-TREATMENT CARE
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\CHOR

But CMMI Says It's a New Episode

With $960 More in Payments

“6 MONTH EPISODE”

$1200 |
$900
$300
so 1l A Il K1l =
0ol1 2 3 4 5 6|7 8 9 10 11 12 13 14 15
Dx TREATMENT MONTHS POST-TREATMENT CARE
“6 MONTH EPISODE” | “6 MONTH EPISODE”
$1200"
$900
$300
$0ﬂ Eﬁ E % E Eﬁ = =
ol1 2 3 4 5 6|7 8 9 10 11 12 13 14 15
Dx TREATMENT MONTHS POST-TREATMENT CARE
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\CHQE

JAnd Shared Savings Is More Likely
With Same Spending in 2 Episodes

“6 MONTH EPISODE”
A No Shared Savings Payment
$1200
$900
$300
$0ﬂ A B HAH = =
o1 2 3 4 5 6|7 8 9 10 11 12 13 14 15
Dx TREATMENT MONTHS POST-TREATMENT CARE
“6 MONTH EPISODE” “6 MONTH EPISODE”
A Shared Savings Payment Shared Savings Payment
$1200
$900
$300
o/ Hl[HHHHE
o1 2 3 4 5 6|7 8 9 10 11 12 13 14 15

Dx TREATMENT MONTHS

POST-TREATMENT CARE

© Center for Healthcare Quality and Payment Reform www.CHQPR.org 137



\CHQIR

Undesirable New Incentives for
Oncology Practices

>

$1200 |
$900
$600

$300 ﬂ
$0

“6 MONTH EPISODE”

.................... Penalty

for Helping
Patients Avoid
Side Effects?

Irfusion
Irfusion
Irfusion
Irfusion
Irfusion
Irfusion

$1200

$900
$600
$300

$0

AR AR AR = = ms

0 |1 2 3 4 5 6|7 8 9 10 11 12 13 14 15

Dx TREATMENT MONTHS POST-TREATMENT CARE
“6 MONTH EPISODE” “6 MONTH EPISODE”
Shared Savings Payment Shared Savings Payment .

Incentive to

1.8 0.0 _ Stretch Out
S EHEHEHE Treatment?

=LA
E&M
E&M
=LA
E&M

3 4 5 6|7 8 9 10 11 12 13 14 15
Dx TREATMENT MONTHS POST-TREATMENT CARE
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Top-Down vs. Bottom-Up

\CHQR |
Design of Care & Payment

CMS
ONCOLOGY CARE MODEL

Medicare and
Health Plans

Define
Payment
Systems
Both
Patients
L 3
Providers
Physicians May Lose
and Hospitals
Have To
Change Care
to Align With
Payment

Systems
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\CHQIR

Top-Down vs. Bottom-Up
Design of Care & Payment

CMS

ONCOLOGY CARE MODEL

Medicare and
Health Plans

Define
Payment
Systems
Both
Patients
L 3
Providers
Physicians May Lose
and Hospitals
Have To
Change Care
to Align With
Payment

Systems

ASCO PATIENT-CENTERED
ONCOLOGY PAYMENT

Payers
Change
Payment to
Support
Redesigned
Care

*

Physicians
Redesign
Care

Payment
Barriers

Patients
Get Better
Care and
Providers

Stay
Financially
Viable

and Identify
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APM for Medical Oncology

\CHQIR
Could Improve Care, Lower Cost
PATIENT A e b

Improvements in Value
* Reduce ED visits and hospital admissions
for toxicity-related complications of treatment
 Reduce unnecessary use of expensive tests
and treatments
* Provide better support to patients in transition
to survivorship or end-of-life care
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What About Other Oncology

\CHQR e
Sub-Specialties?
Alternative Payment Model
PATIENT for Medical%ncology

Improvements in Value

* Reduce ED visits and hospital admissions
for toxicity-related complications of treatment
 Reduce unnecessary use of expensive tests
and treatments

Provide better support to patients in transition
to survivorship or end-of-life care

- Surgical Oncology?

—_— e e e e = = = = ===
[ ]

o Radiation Oncology?
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\CHQR

Many Types of Avoidable
Spending Already ldentified

= Choosing
= Wisely

Fou

A imitistive gf the A

American Society of Clinical Oncology
American Soriety of Clinical Oncology
Five Things Physicians
and Patients Should Question

oo wewct suopton

= Choosing
£ Wisely

‘e AHEIAY Foun

Ths Armacicas Society of Clhsical Oncolagy [ASCO
dalivery of bigb-cualty patant care. RS reczgrizmn:
22 by parianced

« Esuptioes Inchude patiests wits fssciof
[ e —
esation o ths approach

Don't perform PET)
early prostate c

« Imaging with PET, CT, or sadionacide bf
nthanien o kowetsk Cerean, Sy
+ Enicbanew dhows ret suppert tha Lse of )

American Society for Radiation Oncology

Five Things Physicians
and Patients Should Question

American Academy of Hospics and Palliative Medicine

Five TI';ings Pl;fsicians
and Patients Should Question

Commission on Cancer

Commiission
on Cancer®

Five Things Physicians
and Patients Should Question

z Choosing
.Wlsely

s £ BIN Foundatio

ASIRO

whele breast radiot
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+ Whole breast radiothergy Gecruases ocal recumence and impe
thesazy. B

boost ermpy.

« Umpucusary

Don't perform sury|
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palliation of bone metastases.
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Opportunities to Improve Value

\CHQIR | |
In Surgical Oncology
ATENT——{ A ey

Bundled/Warrantied Payment
for Surgical Oncology

Improvements in Value
« Reduce repeat surgeries to assure
successful resections of tumors
« Use most efficient imaging, localization, and
pathology approaches for successful resection
« Minimize need for reconstructive surgery and
perform resection and reconstruction at same
time when possible
« Reduce infections/complications from surgery
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Opportunities to Improve Value

\cHam ) -
In Radiation Oncology
PATIENT —— A e

Bundled/Warrantied Payment
for Surgical Oncology

Bundled/Warrantied Payment
for Radiation Oncology

Improvements in Value
« Reduce overuse of expensive treatments
« More predictable payments for payers/patients
« Predictable revenues to cover practice cost
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215t Century Oncology

\\CHQQR
Rad Onc Bundled Payments

« Payment based on type of cancer, not based on type of
radiation therapy used

« Payment based on weighted average of available therapies,
with discount over past spending

« Payments adjusted as technology and evidence changes
« Warranty for repeat treatments within 90 days
* Predictable spending for payers and patients

* Predictable revenues to oncology practice to cover fixed costs
of expensive equipment without the need or incentive to
overuse services with high average cost/payment
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Supporting Coordinated Care

\CHQR
from All Oncology Specialties
Condition-Based Payment for Patient’s Cancer
Monthly Condition-Based Payments
PATIENT for Medical Oncology

Bundled/Warrantied Payment
for Surgical Oncology

Bundled/Warrantied Payment
for Radiation Oncology
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Should Providers Fear the Risks

\CHQR .
of Alternative Payment Models?

Risks Under APMs

*Will the amount of payment be
adequate to cover the services
patients need?

*Will risk adjustment be adequate to
control for differences in need?

*How will you control the costs of
other providers involved in the care
In the alternative payment model?

*What portion of payments will be
withheld based on quality
measures?

* Will you have enough patients to
cover the costs of managing the new
payment?
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Risk Is Not New to Providers,

\\CHQBR
It's Just Different Risk in APMs
Risks Under FFS Risks Under APMs

*Will fee levels from payers be *Will the amount of payment be
adequate to cover the costs of adequate to cover the services
delivering services? patients need?

*What utilization controls will payers Will risk adjustment be adequate to
Impose on your services? control for differences in need?

*What “value-based” reductions will  <How will you control the costs of
be made in your payments based other providers involved in the care
on “efficiency” measures? In the alternative payment model?

*What “value-based” reductions will  «What portion of payments will be
be made in your fees based on withheld based on quality
guality measures? measures?

*Will you have enough patients to *Will you have enough patients to
cover your practice or hospital cover the costs of managing the new

expenses? payment?
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Will Payers Implement

\CHQIR e
Physician-Focused Payments?
Physician-Focused Payment Models
Health g Physician
Plans Practice
<=

Higher Value Care:
« Better Quality
* Lower Spending

© Center for Healthcare Quality and Payment Reform www.CHQPR.org
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Most Health Plans Resist

\CHQR
True Payment Reforms
“Value-Based Purchasing”
« FFS + P4P
« Shared Savings
« Narrow Network Discounts
Health Physician
Plans Practice
<€

Low Value Care:
Poor Quality
High Avoidable Spending

© Center for Healthcare Quality and Payment Reform www.CHQPR.org
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For Most Workers, Employers are

I\CHQR
the Insurer, Not a Health Plan

Percentage of Workers With Employer-Sponsored Insurance Who Arein
Self-Funded Plans, 1999-2012

100%

90%

80%
suee | 70 60% Of Workers Are Now in Self-Insured Plans
e (oo ) |

Survey.
The Kaiser o
Family 50%
Foundation
and Health
Research 40%
and
Educational
Trust 309%
20%
10% -
D% 1 T T T T T T T T T T T T T

1999 2000 2001 2002 2002 2004 2005 2006 2007 2008 2009 2010 2011 2012
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\xon FOF Self-Funded Employers, The
~Health Plan is Just a Pass Through

Purchaser Payment

>
Self- ASO -
Funded Health Plan PPhr%ScItCié:aen
Purchasers (No Risk)
<

Provider Claims
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\CHQIR

Little Incentive for Health Plans to

Support Payment Reforms

Purchaser Payment

Self-
Funded

Purchasers

>

ASO
Health Plan
(No Risk)

<

Provider Claims

Providers

True Payment Reform Means:

« Health plan incurs the costs of

Implementing new payment models
ains all the savin s from

%hrough)

 Purchaser

reduced utilization and spen
(because all claims are passed
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\oon 2™ Biggest Source of Spending
~ Growth is Insurance Administration

Sources of Private Insurance Spending Increase, 2009-2015

$250,000
$225,000 '”gg&ﬁ‘ﬁ‘ggréggg'” 12% of Total
$200,000 Other Svcs
24% Increase
175,000 Drugs
; 20% Incgrease
$150,000 Physician &
0 Clinical Services
2 $125,000 19% Increase
=
$100,000
$75,000
550,000
$25,000
SO

Change 2009-2015

© Center for Healthcare Quality and Payment Reform www.CHQPR.org 155



25% of Avoidable Spending

oo o )
IS Excess Administrative Costs

Excess Cost Domain Estimates:
Lower bound totals from workshop discussions*

UNNECESSARY SERVICES Total excess = $210 B*
* Overuse: services beyond evidence-established levels
* Discretionary use beyond benchmarks

JE & SCIENCE-DRIVEN HEALTH CARE — Defensive medicine

B — _ « Unnecessary choice of higher cost services

INEFFICIENTLY DELIVERED SERVICES Total excess = $130 B*
* Mistakes—medical errors, preventable complications
* Care fragmentation
* Unnecessary use of higher cost providers

Operational inefficiencies at care delivery sites
Dibucing £65

THE HEALTHCARE IMPERATIVE

Lowering Costs and Improving Outcomes

ACUSUMRE EXCESS ADMINISTRATIVE COSTS Total excess = $190 B*
* |nsurance-related administrative costs beyond benchmarks
— Insurers
— Physician offices
— Hospitals
— Other providers
* |nsurer administrative inefficiencies
Care documentation requirement inefficiencies

* Product prices beyond competitive benchmarks
— Pharmaceuticals
— Medical devices
— Durable medical equipment

MISSED PREVENTION OPPORTUNITIES Total excess = 855 B*
* Primary prevention
* Secondary prevention
* Tertiary prevention

‘l‘ FRAUD Total excess = §75 B*
* All sources—payer, clinician, patient
INSTITUTE OF

OF THE N.

*Lower bound totals of various estimates, adjusted to 2009 total expenditure level.
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A Better Approach:

\CHQR
Purchaser/Provider Partnerships
Better Payment and Benefit Structure :
Self- > Providers
Willing to
urcnasers L Cost, High lity C
< ower Cost, Higher Quality Care Costs
Purchasers and Provider “wins” if:
Patients “win” if: .
_  Patients stay healthy
* Providers reduce and need less care
purchasers’ costs
_ * Purchaser pays
 Patients stay healthy provider adequately to
and have lower cost- manage care efficiently

sharing
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\CHOR Purchasers and Physicians Have
- Common Interests, But Don’t Know |t

“We've started talking directly to physicians,
and we've discovered that
what they want to sell is what we want to buy...”

Cheryl DeMars
CEO, The Alliance

(Employer Coalition in Wisconsin)
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Purchasers Have

\cHam |
Total Risk Today

TOTAL

COST OF
HEALTH CARE

Self-Funded
Purchasers,

Medicare,
Medicaid

Providers
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The Goal Should Not Be

\CHQR
to Shift Total Risk to Physicians
TOTAL TOTAL
- COSTOF COST OF
HEALTH CARE HEALTH CARE
" Self-Funded
ij/lrecdhiggreers, Physicians
Medicaid
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\CHQIR

for Costs They Can Control

Physicians Should be Accountable

INSURANCE
RISK

(Risk of llIness)

Self-Funded
Purchasers,

Medicare,
Medicaid

BOTTOM-UP
PAYMENT REFORM

Payers
Change
Paymentto
upport
Redesigned
Care

*

Physicians
Redesign
Care

and ldentify
Payment
Barriers

Patients
Get Better
Care and
Providers

_ Stay
Financially

Viable

PERFORMANCE
RISK

(Cost/lliness)

Physicians
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Health Plan Implements Changes

\CHQR
Purchasers/Providers Agree On
Health

7 Plans \\\I\mplementation

Better Payment and Benefit Structure =
> Physicians

Purchasers &
Lower Cost, Higher Quality Care Hospitals

<
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Facilitator Needed to Provide

\CHQIR
Data and Technical Assistance
Health
7 Plans ~-..._Implementation
Better Payment and Benefit Structure S
> Physicians
Purchasers &
< Lower Cost, Higher Quality Care Hospitals
N o _____
. Neutral
[ Technical Community
Assistance Facilitator
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Regional Multi-Stakeholder Groups

\cHaR " o .
Facilitate Win-Win-Win Solutions

Regional Health Improvement Collaboratives (RHICS)

Physicians &

Hospitals .
< N L - 2 L
NEUTRAL & F
CONVENER .
(RHIC) °
a
y,

N/

Network for Regional Healthcare Improvement
www.NRHI.org
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Florida Needs a Mechanism for

\CHQIR _ _
Multi-Stakeholder Collaboration

Regional Health Improvement Collaboratives (RHICS)

Physicians & » B ]

Hospitals .
- N

/

NEUTRAL
CONVENER
(RHIC)

y

\V

Network for Regional Healthcare Improvement
www.NRHI.org
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\CHQ

R

Under MACRA

There Are NOT (Just) Two Choices

MERIT-BASED INCENTIVE

MACRA

#1  PAYMENT SYSTEM
(MIPS)
ALTERNATIVE
#2  PAYMENT MODELS

(APMs)

for Healthcare Quality and Payment Reform
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There are 3 Paths to the Future:

\oHam . .
Which Will Oncologists Choose?

MERIT-BASED INCENTIVE
#1  PAYMENT SYSTEM
(MIPS)

ALTERNATIVE
MACRA | #2 PAYMENT MODELS
(APMs)

#3 PHYSICIAN-FOCUSED
PAYMENT MODELS




If You Don’t Like Doors 1 & 2,

\CHQR
What Should You Do?
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If You Don’t Like Doors 1 & 2,

\\CHQQR
What Should You Do?

1. Continue listening to Powerpoint presentations at the
FLASCO Meeting, go back home, continue business
as usual, and hope somebody else figures this out
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If You Don’t Like Doors 1 & 2,

\CHQR
What Should You Do?

 and | odv aleo it

2. Plan to retire before 2019
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yoon  |fYou Don't Like Doors 1 & 2,
What Should You Do? .

2—Plantoretire before 2019

3. Design/implement physician-led APMs for oncology
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If You Don’t Like Doors 1 & 2,

\CHQIR
What Should You Do?

 and | odv aleo it

2—Plantoretire before 2019

3. Design/implement physician-led APMs for oncology

— Look at your own patient population and identify .
opportunities to reduce spending without harming patients

— Talk to the purchasers in your community about the
opportunities to improve care and reduce spending and
how to create a collaborative regional partnership to
Implement them

— Demand that health plans and Medicare implement good
alternative payment models to enable you to deliver more
affordable, high-quality care in your community
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N\CHOR

Learn More About Win-Win-Win

Payment and Delivery Reform

www.PaymentReform.orq

A
centeR roR
\\ IIEALTI lCARE

P/\\ MTNT R[I'ORM

HOW TO CREATE
ACCOUNTABLE CARE
ORGANIZATIONS

Harold D. Miller Www.CHQPR.ORG

Transitioning
to Accountable Care

INCREMENTAL PAYMENT REFORMS
TOSUPPORT HIGHER QUALITY,
MORE AFFORDABLE HEALTH CARE

* . Harold D. Miller

The Building Blocks of
Successful Payment Reform:

Designing Paymant Systems that
mmgm-va?c Health Care
Nk U

Proveses wet (10

et s Vo 000 Dttty s Poyibass Babume
Apaony

Ten
Barriers to
Healthcare
Payment
Reform. y

And\q‘:\\

How to
Overcome Them

Harold D. Miller

>

Making the Business Case
for Payment and Delivery Reform

lli.\l'ilt ARE
WY QUALITY &
PAYMENT REFORM

Measuring and
Assigning Accountability
for Healthcare Spending

Fair and Effective Ways to
Analyze the Drivers of Healthcare Costs
and Transition to Value-Based Payment

Harold D. Mitler

‘\“ H[ALTH(,ARE

I‘/\ MEY\T RUORM

The Payment Reform

GLOSSARY

Definitions and Explanations of the
Terminology Used to Describe
Methods of Paying for Healthcare Services

[
A iy BUNDLING BETTER

How Medicare Should Pay for Comprahensive Care
M (Mo Mip and Kaee Surgery and Other Healthcare Needs)

Hanokt [ Mdler

CONTENTS

AMAZ Wi

PAYMENT REFORM
A GUIDETO
PHYSICIAN-FOCUSED
ALTERNATIVE PAYMENT
MODELS

Better Care
for Patients

Lower

Financially
Viable Spending

Physician

Practices for Payers

CINTIR JOR
\ HEALTHCARE
UALITY &

PAYMENT REFORM

IMPLEMENTING
ALTERNATIVE
PAYMENT MODELS
UNDER MACRA

How the Federal Government
Can Accelerate
Successful Health Care
Payment Reform

Harold D. Miller

Pt Eoten
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http://www.paymentreform.org/

CENTER FOR
HEALTHCARE
QUALITY &
PAYMENT REFORM

A

For More Information:

Harold D. Miller

President and CEO
Center for Healthcare Quality and Payment Reform

Miller.Harold@ CHQPR.org
(412) 803-3650

www.CHQPR.org
www.PaymentReform.org



APPENDIX

Example of Win-Win-Win Approach
for Physicians, Hospitals, and Payers
Using Condition-Based Payment



Example: Reducing Preventable

\CHQPR
Admits During Cancer Treatment
CURRENT : .
$/Pt | #Pts | Total $ Paélﬁgrgfolt?hegreal_g;/ng
Oncology Pract.
E&M/Infusions | $4,500] 1000| $4,500,000 Treatment for Cancer
« 1,000 patients treated by

oncology practice in a year

« Oncology practice receives
$4,500 per patient in
total fees for E&M services
and infusion services
(excluding cost of drugs)
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Example: Reducing Preventable

Admits During Cancer Treatment

\CHQR
CURRENT
$/Pt | # Pts Total $
Oncology Pract.
E&M/Infusions $4,500/ 1000| $4,500,000
Hospitalizations
Admissions $15,000 350| $5,250,000

Patients Receiving
Chemotherapy
Treatment for Cancer

1,000 patients treated by
oncology practice in a year

Oncology practice receives
$4,500 per patient in

total fees for E&M services
and infusion services
(excluding cost of drugs)

35% of patients are
hospitalized during the year
for complications related

to chemotherapy treatment
($15,000 payment to hospital
per admission)
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Example: Reducing Preventable

Admits During Cancer Treatment

\CHQR
CURRENT
$/Pt | # Pts Total $

Oncology Pract.

E&M/Infusions $4,500 1000| $4,500,000
Hospitalizations

Admissions $15,000 350| $5,250,000
Total Spending 1000| $9,750,000

Patients Receiving
Chemotherapy
Treatment for Cancer

1,000 patients treated by
oncology practice in a year

Oncology practice receives
$4,500 per patient in

total fees for E&M services
and infusion services
(excluding cost of drugs)

35% of patients are
hospitalized during the year
for complications related

to chemotherapy treatment
($15,000 payment to hospital
per admission)
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How Would You Improve Payment

\CHQR
and Lower Total Spending?
CURRENT FUTURE
$/Pt | # Pts Total $ $/Pt # Pts Total $ Chg

Oncology Pract.

E&M/Infusions $4,500 1000| $4,500,000 ?
Hospitalizations

Admissions $15,000 350| $5,250,000 ?
Total Spending 1000| $9,750,000 ?
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Improve Care for Patients By

Acriom . .
Paying for Triage/Response

CURRENT FUTURE
$/Pt | # Pts Total $ $/Pt # Pts Total $ Chg

Oncology Pract.

E&M/Infusions $4,500] 1000| $4,500,000(| $4500 1000| $4,500,000

Triage/Respond EEEEEEESEEEE) $200]  1000]  $200,000
Total Practice 1000] $4,500,000 1000] $4.700,000] | _+4%

Hospitalizations

Admissions $15,000 350| $5,250,000
Total Spending 1000| $9,750,000

Better Payment for Cancer Treatment Management

» Oncology practice paid additional $200,000 ($200/patient) _
to set up a triage system and provide rapid treatment in the office
for complications of treatment (nausea, fever, etc.)
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\CHQD

A Reduction in Hospital Admissions

Would More Than Pay for Costs

Better Payment for Cancer Treatment Management

» Oncology practice paid additional $200,000 ($200/patient) _
to set up a triage system and provide rapid treatment in the office
for complications of treatment (nausea, fever, etc.)

* Result is a 30% reduction in preventable hospital admissions

© Center for Healthcare Quality and Payment Reform www.CHQPR.org

CURRENT FUTURE

$/Pt | # Pts Total $ $/Pt # Pts Total $ Chg
Oncology Pract.
E&M/Infusions $4,500 1000| $4,500,000(| $4500 1000| $4,500,000
Triage/Respond $200 1000| $200,000
Total Practice 1000| $4,500,000 1000/ $4,700,000 +4%
Hospitalizations
Admissions $15,000] 350 MUY  045| $3,675,000(| -30%
Total Spending 1000[ $9,750,000 1000] $9,375,000

181



Wins for Patients, Docs, & Payers

\CHOER
CURRENT FUTURE
$/Pt | # Pts Total $ $/Pt # Pts Total $ Chg

Oncology Pract.

E&M/Infusions $4,500 1000| $4,500,000(| $4500 1000| $4,500,000

Triage/Respond $200 1000  $200,000/|

Total Practice 1000| $4,500,000 1000 $4,700,00%£ +4°/;:b
Hospitalizations

Admissions $15,000 350| $5,250,000(|$15,000 245
Total Spending 1000| $9,750,000 1000

Oncology Practice Wins _ _
Patient Wins

Payer Wins

Better Payment for Cancer Treatment Management

» Oncology practice paid additional $200,000 ($200/patient) _
to set up a triage system and provide rapid treatment in the office
for complications of treatment (nausea, fever, etc.)

* Result is a 30% reduction in preventable hospital admissions

© Center for Healthcare Quality and Payment Reform www.CHQPR.org
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Wins for Patients, Docs, & Payers

\CHQR
But What About Hospitals?
CURRENT FUTURE
$/Pt | # Pts Total $ $/Pt # Pts Total $ Chg

Oncology Pract.

E&M/Infusions $4,500 1000| $4,500,000|| $4500 1000| $4,500,000

Triage/Respond $200 1000  $200,000/|

Total Practice 1000{ $4,500,000 1000 $4,700,00%£ +4‘V;:
Hospitalizations

Admissions $15,000 350 $5,250,000(|$15,000 245| $3,675,00
Total Spending 1000| $9,750,000 1000

Oncology Practice Wins

Hospital Loses

Payer Wins

Better Payment for Cancer Treatment Management
» Oncology practice paid additional $200,000 ($200/patient)

to set up a triage system and provide rapid treatment in the office

for complications of treatment (nausea, fever, etc.)
* Result is a 30% reduction in preventable hospital admissions
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What Should Matter to Hospitals Is

\eraR .
Margin, Not Revenues (Volume)
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\CHQIR

Hospital Costs Are Not
Proportional to Utilization

Cost & Revenue Changes With Fewer Patients

$1,000

1% re

$980

$960

- $940

20% reduction in volume

> $920

$900

$000

$880

5860 = Costs

$840

$820

100
99

98

$800

94
90
89
88
87
86
85
84
83
82
81

97
96
95
93
92
91

#Patients
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\CHQIR

Reductions In Utilization Reduce
Revenues More Than Costs

Cost & Revenue Changes With Fewer Patients

$1,000

1% redil

.

$980

$960

- $940

5920

% Teduction| 2900

$000

S880 —4—Revenues

m revenue

5860 -~ Costs

$840

v $820

100
99
98
97

$800

96
95
94
93
92
91
90
89
88
87
86
85
84
83
82
81

#Patients
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Causing Negative Margins

\CHQR
Cost & Revenue Changes With Fewer Patients
$1,000
$980
$960
- $940
$920
Payers Will Be $900 8
Underpaying For $880 Y —e—Revenues
.Cgre If $860 —— Costs
Admissions, \ $840
Readmissions, Etc. e $820
Are Reduced $800
OO MN~NOUINSONITANATHOOONOIIN<EON AN
ammmmmmmmmmoooooooooooooooooo
#Patients
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But Spending Can Be Reduced

\cHam . . .
Without Bankrupting Hospitals

Cost & Revenue Changes With Fewer Patients
Payers Can

Still Save $
= Without Causing
Negative Margins
~ for Hospital
vIey o
$900 8
$880 ¥ —e—Revenues
$860
S840
$820
S800

=i Costs

99
98
94
93
92
91
90
89
88
87
86
85
84
83
82
81

100
97
96
95

#Patients
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We Need to Understand the

\CHQR
" 9
Hospital's Cost Structure
CURRENT FUTURE
$/Pt | # Pts Total $ $/Pt # Pts Total $ Chg
Oncology Pract.
E&M/Infusions $4,500 1000| $4,500,000(| $4500 1000| $4,500,000
Triage/Respond $200 1000| $200,000
Total Practice 1000| $4,500,000 1000/ $4,700,000 +4%
Hospitalizations
Admissions <$15IOOO> 350| $5,250,000/($15,000 245| $3,675,000 -30%
Total Spending 1000| $9,750,000 1000| $9,375,000 -14%
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We Need to Understand the

\CHQR
. 9
Hospital's Cost Structure
CURRENT FUTURE
$/Pt | # Pts Total $ $/Pt # Pts Total $ Chg
Oncology Pract.
E&M/Infusions $4,500 1000| $4,500,000|| $4,500 1000| $4,500,000
Triage/Respond $200 1000| $200,000
Total Practice 1000| $4,500,000 1000/ $4,700,000 +4%
Hospitalizations
Fixed  (65%) | $9,750 $3,412,500
Variable (30%) $1,575,000
Margin ( 5%) $262,500
Total Hospital 350| $5,250,000
Total Spending 1000| $9,750,000
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Now, If the Number of Admissions

\CHQR
IS Reduced...
CURRENT FUTURE
$/Pt | # Pts Total $ $/Pt # Pts Total $ Chg

Oncology Pract.

E&M/Infusions $4,500 1000| $4,500,000|| $4,500 1000| $4,500,000

Triage/Respond $200 1000| $200,000

Total Practice 1000{ $4,500,000 1000| $4,700,000 +4%
Hospitalizations

Fixed  (65%) | $9,750 $3,412,500

Variable (30%) | $4,500 $1,575,000

Margin  ( 5%) $750 $262,500 -

Total Hospital $15,000 350 245
Total Spending 1000| $9,750,000
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...Fixed Costs Will Remain the
Same (in the Short Run)...

\CHQR

CURRENT FUTURE

$/Pt | # Pts Total $ $/Pt # Pts Total $ Chg

Oncology Pract.

E&M/Infusions $4,500 1000| $4,500,000|| $4,500 1000| $4,500,000

Triage/Respond $200 1000| $200,000

Total Practice 1000{ $4,500,000 1000/ $4,700,000 +4%
Hospitalizations o _

Fixed  (65%) | $9,750 $3,412,500 $3,412,500|| 0%

Variable (30%) | $4,500 $1,575,000

Margin  ( 5%) $750 $262,500

Total Hospital $15,000 350( $5,250,000 245
Total Spending 1000| $9,750,000

© Center for Healthcare Quality and Payment Reform www.CHQPR.org 192




..Variable Costs Will Decrease In

\CHQRR *
Proportion to Admissions...
CURRENT FUTURE
$/Pt | # Pts Total $ $/Pt # Pts Total $ Chg
Oncology Pract.
E&M/Infusions $4,500 1000| $4,500,000|| $4,500 1000| $4,500,000
Triage/Respond $200 1000| $200,000
Total Practice 1000| $4,500,000 1000/ $4,700,000 +4%
Hospitalizations
Fixed  (65%) | $9,750 $3,412,500 $3,412,500 0%
Variable (30%) | $4,500 $1,575,000 NN 51,102,500| |_-30%
Margin _ ( 5%)|  $750 $262,500 - —
Total Hospital $15,000 350( $5,250,000 245
Total Spending 1000| $9,750,000
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\+ax  And Even With a Higher Margin...

CURRENT FUTURE
$/Pt | # Pts Total $ $/Pt # Pts Total $ Chg

Oncology Pract.

E&M/Infusions $4,500 1000| $4,500,000|| $4,500 1000| $4,500,000

Triage/Respond $200 1000| $200,000

Total Practice 1000| $4,500,000 1000/ $4,700,000 +4%
Hospitalizations

Fixed (65%) | $9,750 $3,412,500 $3,412,500 0%

Variable (30%) | $4,500 $1,575,000(| $4,500 $1,102,500 -30%

Margin _( 5%) | $750 $262,500 GGG,  $273,000|| _+4%)

Total Hospital $15,000 350( $5,250,000 245
Total Spending 1000| $9,750,000
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.. The Hospital Comes Out Ahead

k\CHQgR'
With Significantly Lower Revenue
CURRENT FUTURE
$/Pt | # Pts Total $ $/Pt # Pts Total $ Chg

Oncology Pract.

E&M/Infusions $4,500 1000| $4,500,000(| $4,500 1000| $4,500,000

Triage/Respond $200 1000| $200,000

Total Practice 1000| $4,500,000 1000/ $4,700,000 +4%
Hospitalizations

Fixed  (65%) | $9,750 $3,412,500 $3,412,500 0%
Variable (30%) | $4,500 $1,575,000(| $4,500 $1,102,500 -30%

Margin  ( 5%) $750 $262,500 $273,000]| [ +4%

Total Hospital | $15,000] 350] $5,250,000 NSe———o)F 5 758 000 %
Total Spending 1000| $9,750,000
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\ax And the Payer Still Saves Money

CURRENT FUTURE
$/Pt | # Pts Total $ $/Pt # Pts Total $ Chg

Oncology Pract.

E&M/Infusions $4,500 1000| $4,500,000|| $4,500 1000| $4,500,000

Triage/Respond $200 1000| $200,000

Total Practice 1000{ $4,500,000 1000| $4,700,000 +4%
Hospitalizations

Fixed (65%) | $9,750 $3,412,500 $3,412,500 0%

Variable (30%) | $4,500 $1,575,000(| $4,500 $1,102,500 -30%

Margin  ( 5%) $750 $262,500 $273,000 +4%

Total Hospital $15,000 350( $5,250,000 245| $4,788.,000 -9%
Total Spending 1000| $9,750,000 $9,488,000||  -3%]
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l.e., a WIn-Win-Win-Win for

\CHQPR

Patient, Practice, Hospital, & Payer

CURRENT FUTURE
$/Pt | # Pts Total $ $/Pt # Pts Total $ Chg

Oncology Pract.
E&M/Infusions $4,500 1000| $4,500,000(| $4,500 1000| $4,500,000
Triage/Respond $200 1000| $200,000
Total Practice 1000| $4,500,000 1000/ $4,700,000
Hospitalizations
Fixed  (65%) | $9,750 $3,412,500 3,412,500 0%
Variable (30%) | $4,500 $1,575,000(| $4,500 // $1,102,500 -30%
Margin  ( 5%) $750 $262,500 $273,000 }
Total Hospital __| $15.000] __ 350] $5,250,000 / 245 $4.788.000
Total Spending 1000 1000 488,000

$W
Oncology Practice Wins

Hospital Wins
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What Payment Model Supports

\cram VA
This Win-Win-Win Approach?

CURRENT FUTURE
$/Pt | # Pts Total $ $/Pt # Pts Total $ Chg

Oncology Pract.

E&M/Infusions $4,500| 1000| $4,500,000(| $4,500 1000| $4,500,000

Triage/Respond $200 1000| $200,000

Total Practice 1000{ $4,500,000 1000| $4,700,000 +4%
Hospitalizations

Fixed (65%) | $9,750 $3,412,500 $3,412,500 0%
Variable (30%) | $4,500 $1,575,000(| $4,500 $1,102,500 -30%
Margin  ( 5%) $750 $262,500 $273,000 +4%
Total Hospital $15,000 350] $5,250,000 245| $4,788,000 -9%

Total Spending 1000| $9,750,000 1000| $9,488,000 -3%
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Trying to Renegotiate Individual

\CHQXR |
Fees Is Impractical

CURRENT FUTURE
$/Pt | # Pts Total $ $/Pt # Pts Total $ Chg

Oncology Pract.

E&M/Infusions $4,500| 1000| $4,500,000 o 1000| $4,500,000

Triage/Respond $200/ ) 1000| $200,000

Total Practice 1000| $4,500,000 1000| $4,700,000 +4%
Hospitalizations

Fixed (65%) | $9,750 $3,412,500 $3,412,500 0%
Variable (30%) | $4,500 $1,575,000|| $4,500 $1,102,500 -30%
Margin  ( 5%) $750 $262,500]| _— | $273,000 +4%
Total Hospital $15,000 $19,543 245| $4,788,000 -9%

Total Spending 1000| $9,750,000 1000| $9,488,000 -3%
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Look at What is Being Spent on

\criom %
the Patients’ Condition

CURRENT FUTURE
$/Pt | # Pts Total $ $/Pt # Pts Total $ Chg

Oncology Pract.

E&M/Infusions $4,500] 1000/ $4,500,000

Triage/Respond
Total Practice 1000| $4,500,000
Hospitalizations
Fixed (65%) | $9,750 $3,412,500
Variable (30%) | $4,500 $1,575,000
Margin  ( 5%) $750 $262,500

Total Hospi.tal %5&& $5,250,000
Total Spending $9,750] 1000) $9,750,000
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\CHam ...Offer to Manage Care for a
~ Lower, But More Flexible Payment

CURRENT FUTURE
$/Pt | # Pts Total $ $/Pt # Pts Total $ Chg

Oncology Pract.

E&M/Infusions $4,500] 1000/ $4,500,000

Triage/Respond
Total Practice 1000| $4,500,000
Hospitalizations
Fixed (65%) | $9,750 $3,412,500
Variable (30%) | $4,500 $1,575,000
Margin  ( 5%) $750 $262,500

$5,250,000

-3%

Total Hospi.tal %5&;
Total Spending $9,750
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...Use the Payment as a Budget

k\CHQBR
CURRENT FUTURE
$/Pt | # Pts Total $ $/Pt # Pts Total $ Chg

Oncology Pract.

E&M/Infusions $4,500 1000| $4,500,000

Triage/Respond

Total Practice 1000| $4,500,000{| $4,700 10060 $4,700,000] +4%
Hospitalizations |

Fixed (65%) | $9,750 $3,412,500 0%

Variable (30%) | $4,500 $1,575,000 -30%

Margin  ( 5%) $750 $262,500 +4%0

Total Hospl.tal %Sﬂ; $5,250,000 Y0
Total Spending $9,750 -3%
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.And Let Physicians and Hospitals

k\CHQgR'
Decide How They Should Be Paid
CURRENT FUTURE
$/Pt | # Pts Total $ $/Pt # Pts Total $ Chq

Oncology Pract.

E&M/Infusions $4,500 1000| $4,500,000 $4,500,000

Triage/Respond $200,000] |

Total Practice 1000| $4,500,000|| $4,700 100Q@C $4,700 005: 4%
Hospitalizations

Fixed  (65%) | $9,750 $3,412,500 $3,412,500 0%

Variable (30%) | $4,500 $1,575,000 245| $1,102,500 0%

Margin  ( 5%) $750 $262,500 $273,000 490

Total Hospital | $15,000]  350] $5,250,000]] $4,788 10009_54,788.0 %
Total Spending $9,750 1000| $9,750,000(| $9,488 9,488,00 -3%
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k\CHQBR

Condition-Based Payment Provides

Flexibility to Redesign Care & Pmt

CURRENT CONDITION-BASED PMT
$/Pt | # Pts Total $ $/Pt # Pts Total $ Chg

Oncology Pract.

E&M/Infusions $4,500 1000| $4,500,000 $4,500,000

Triage/Respond $200,000] |

Total Practice 1000| $4,500,000|| $4,700 100Q@C $4,700 005: 4%
Hospitalizations

Fixed  (65%) | $9,750 $3,412,500 $3,412,500 0%

Variable (30%) | $4,500 $1,575,000 245| $1,102,500 0%

Margin  ( 5%) $750 $262,500 $273,000 490

Total Hospital | $15,000]  350] $5,250,000]] $4,788 10009_54,788.0 %
Total Spending $9,750 1000| $9,750,000|| $9,488 9,488,00 -3%
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Protections For Providers Against

\cram ) . .
Taking Inappropriate Risk

« Risk Adjustment/Stratification: The payment rates to the provider would be
adjusted based on objective characteristics of the patient and treatment that would
be expected to result in the need for more services or increase the risk of
complications.

« Outlier Payment or Individual Stop Loss Insurance: The payment to the
Physician from the pao?/er would be increased if spending on an individual patient
exceeds a pre-defined threshold. An alternative would be for the physician to
purchase individual stop loss insurance (sometimes referred to as reinsurance) and
Include the cost of the insurance in the payment bundle.

« Risk Corridors or Aggregate Stop Loss Insurance: The payment to the
physician would be increased if spending on all patients exceeds a pre-defined
percentage above the payments. An alternative would be for the physician to
purchase ag%regate stop loss insurance and include the cost of the insurance in
the payment bundle.

« Adjustment for External Price Changes: The payment to the physician would be
adjusted for changes in the prices of drugs or services from other physicians that
are beyond the control of the physician accepting the payment.

« Excluded Services: Services the physician does not deliver, or order, or
otherwise have the ability to influence would not be included as part of
accountability measures in the payment system.
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\CHQR

Example of Risk-Stratified
Condition-Based Payment

HIGHER RISK PATIENTS

# Pts
Oncology Pract.
Total Practice 500 1000
Hospitalizations
Total Hospital //\\ /i%?\ 245
\ 500]] \ 500/ 1000

Lower-Risk (12%)
of Hospital Admission

Higher-Risk (37%)
of Hospital Admission
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Example of Risk-Stratified

\HORR .
Condition-Based Payment

HIGHER RISK PATIENTS
$/Pt | # Pts Total $ TOTAL
Oncology Pract.
E&M/Infusion $4,500 500| $2,250,000(|%$4,500,000
Triage/Intervene $300 500 $150,000(| $200,000
Total Practice $4,800 500 $2,400,000]||%$4,700,000
Hospitalizations
Fixed $2,559,375(1$3,412,500
Variable $4,500 $823,500(]$1,102,500
Margin A~ P $204,750(] $273,000
Total Hospital |/ \ ($7.175)\ _ 183] $3.587.625 m
Total Spending \ / \$11,975) 500/ $5,987,625 $9,488,000)
\/
Lower Payment _ Still
For Lower-Risk Higher Payment Lower
Patients For Higher-Risk Total
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