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Healthcare Costs Are Too High

\CHQR |
and Outpace Inflation

Employer-Sponsored Family Insurance Premiums, 2002-2013
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How Do You Reduce/Control

\CHQIR
Total Spending on Healthcare?
A TODAY FUTURE
C
' Payer |
' Savings
|
E Total
Q Spfeol:daing Total
- .
2l oo T
é of Patients Group
0 of Patients
s Payer Payer
g Spending Spending
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Create an ACO!

\CHQIR
(or a CCO, or
A TODAY FUTURE
G
Payer !
Savings ,
% |
A 1o Accountable Care
D_ . .
5| spending Organization (ACO)
o Total
of| fora - Spending
£l| Group Coordinated Care or 3
ol | Organization (CCO) et
w of Patients
Clinically Integrated
Network (CIN)

NOTE:
Graph
Is not
drawn
to
scale

Payer
Spending

Payer
Spending
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But What Will The ACO/CCO/CIN

\\CHQQR
Actually DO to Reduce Spending?
A TODAY FUTURE
| Payer |
! Savings |
c
Q
EE Total
o|| Spending W
ol tor be reduced or Total
= G eliminated? Spending
|| 2reup AWill cutting services for a
go|[of Patientsg® harm patients? Group
% AWill physicians .
coopper%te or are new [°f Patients
forms of prior
authorization needed?
can  Payer Payer

dan Spending Spending
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Traditional Actuarial Breakdowns

\CHQR
of Spending Ar et
A TODAY FUTURE
Other | Payer |
I Savings |
- Drugs ' '
c
Q .
= Which
al| Total | physicians categories
9| Spending reduced? Total
Sl fora .
A cro And how | Spending
S p WOUld for a
S|[of Patients that be
o Hospitals done” Group
w of Patients
cash  Payer Payer

g Spending Spending
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More Detalled Breakdowns By

\cHam
Type of SelHepiMace
A TODAY FUTURE
;— ————— =
Other ' Payer |
DME :Savmgsn
% Drugs
= Which
5_6 Tota.l HomSeNHFeaIth Caég%OrleS
- Spfirr]zng e = reduced? [ Total
g Grou Surgeries And hOW Spendlng
= P would for a
S||of Patients that be
Q Medical dOne') GI’OUp
v Admissions of Patients
ER Visits
Tests
E&M
NOT
s Payer Payer
&' Spending Spending
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\CHQR

The Key Information Needed.:
‘Where is the Avoidable Spending?

A TODAY

Total
Spending
for a
Group
of Patients

Spending Per Patient

S Payer

Is not

Avoidable
Spending

Necessary
and
Appropriate
Services

davn Spending

scale

FUTURE

- o o - o -y

Payer
Savings |

ANon-urgent
ER visits

AAvoidable
admissions

for chronic
disease

AUnnecessary
tests

AUnnecessary | Total

surgeries Spendin
APreventable P 9

infections and| fora

complications Group

of Patients

Payer
Spending
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Reducing Avoidable Spending

\CHQR
Saves $ Without Hurting Patients
A TODAY FUTURE
on-urgent |
ERNsits 1 Payer
A AAvoida | Savings !
o '_'.' Ul admissionSNy! :
2 PENEING - RNER Avoidable
Sl Total ﬁ%Jn?ecessary SSIEIE
_ : ests
Q Spending AUnnecessary
ol for a surgeries Lower
IR 1ccosory IR Rl Necessary
S||of Patients NG complications | Without and
A e caionns (LG
S Payer Payer

g Spending Spending
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Reducing Avoidable Spending Can

\CHQR
Allow More of the Good Services
A TODAY FUTURE
on-urgent 1 |
ERNsits 1 Payer
A AAvoida | Savings !
o '_'.' Ul admissionSNy! :
2 PENEINT - IR Avoidable
Sl Total AUnnecessary SSIEIE
Q Spending AUnnecessary
ol for a surgeries Lower
S| Srove [N 0rcicricle | spendin IR
S||of Patients NG complications | Without and
A e caionns (LG
S Payer Payer

g Spending Spending
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Reducing Avoidable Spending Can

\CHQR
Allow More of the Good Services
A TODAY FUTURE
Non-urgent 1 |
1 Payer
= Avoidable
= Spending
3l Total How Do_ You
5l| spending Find Avoidable
U fora Spending to Reduce?
c
E Group Necessary
<l|of Patients and " -
i Appropriate Rationing [ Uels
? gpervlloces i Services
S Payer Payer

g Spending Spending
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Start by Looking at the Health

\\CHQQR
Condi ti ons Aff e
A TODAY
Other
% Maternity
E Total
ol| Spending Cancer
Dr; for a _
|| Group Back/Joint
. Pain
$||of Patients
& Chronic
Diseases
(Diabetes,
Heart Failure,
COPD)

NOTE:
ceon  Payer
%gavlvn Spending
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ldentify the Avoidable Spending

\\CHQQ_R
Within Each Condition
A TODAY
____Avoidable $ ____
Other
- . Avoidable $
& Maternity
| Total | Avodables
rﬁT_) Spending Cancer
of| fora [ Avodables
=|[ Group | Back/Joint
<||of Patients Pain
) Avoidable $
Chronic
Diseases
cn  Payer
dan Spending
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Example: Avoidable Costs for

\CHQIR
Chronic Disease Patients
A TODAY
___Avoidable $ ___.
Other
o . Avoidable$
o Maternity
5_5 Total . Av0|dab Ie$ _____
E Spending Cancer
of| fora | Avoidables
=|| Group [ Back/Joint
<||of Patients Pain
(% Avoidable $ \\
----------------------- \ \_______________________
Chronic v 1 AER visits for exacerbations :
Diseases | ‘| N—Iospltal admissions and readmissions |
\ ' RAAmputations, blindness |

cash  Payer

Is not
g Spending
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Example: Avoidable Costs for

\CHQIR
Back, Knee, and Hip Pain
A TODAY
__..Avoidable $ ___.
Other
o . Avoidable$
o Maternity
5_5 Total . Av0|dab Ie$ _____
8? Spending Cancer
of| fora | Avoidables [
Z|| Group | Back/Joint f\*~
o||of Patients Pain ', ! AUnnecessary surgery |
3 Avoidable $ | S\ : AUse of unnecessarily-expensive implants |
----------------------- \ w_Ainfections and_complications of surgery _ _
Chronic v 1 AER visits for exacerbations :
Diseases | °, :N—Iospital admissions and readmissions |
\, AAmputations, blindness :
NOTE:
ceen  Payer
davn Spending

scale
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Example: Avoidable Costs In

k\CHOQR
Cancer Care
A TODAY
___Avoidable $ ___
Other
o . Avodable$
@ Maternity
IS Avoidable $ NS —mmm— m m m e m e —m— - - ——
all Total - \ , AUse of unnecessarily-expensive drugs !
5|| spending|  ©ancer [\ ' AeR visits/hospital stays for dehydration !
v !
o for a . \ and avoidable complications :
o __Avodable$__ |~ 1 AFruitless treatment at end of life |
5 Group Back/Joint [ N Al;a_te_—slage_ cancers due to poor screening
g||of Patients Pain *. ! AUnnecessary surgery |
3 Avoidable $ | S\ : AUse of unnecessarily-expensive implants |
----------------------- . Anfections and_complications_of surgery _ _i
Chronic | ! AER visits for exacerbations :
Diseases | °, : AHospital admissions and readmissions |
\, AAmputations, blindness .
NOTE:
ceen  Payer
g Spending

scale
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Example: Avoidable Costs for

k\CHOQR
Maternity Care
A TODAY
___Avoidable $ ___
Other - “1 Roveruse of C-Sections :
g ~ Avoidable$ ! AEarly elective deliveries |
S Maternity '« | ALow birthweight due to poor prenatal care |
= rvodables T~ =LAUse of hospitals instead of birth centers _ _
all Total - \ , AUse of unnecessarily-expensive drugs !
5|| spending|  ©ancer [\ ' AeR visits/hospital stays for dehydration !
' |
o for . \ and avoidable complications
of| Tra ] Avodable$ | <3 | AFruitless treatment at end of life |
|| Group | Back/Joint |, "w ALate-stage cancers due to poor screening
g||of Patients Pain *. ! AUnnecessary surgery |
3 Avoidable $ | S\ : AUse of unnecessarily-expensive implants |
----------------------- . Anfections and_complications_of surgery _ _i
Chronic | ! AER visits for exacerbations :
Diseases | °, : AHospital admissions and readmissions |
\, AAmputations, blindness .
NOTE:
ceen  Payer
g Spending

scale
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\eax And Many Other Opportunities

A TODAY
_Avoidable$ | | AUnnecessary/avoidable services :
Other - ~1 AOveruse of C-Sections :
g ~ Avoidable$ ! AEarly elective deliveries |
S Maternity '« | ALow birthweight due to poor prenatal care
= rvodables T~ =LAUse of hospitals instead of birth centers _ _
af| Total -t , ; AUse of unnecessarily-expensive drugs !
5|| spending|  ©@NCer |\ AER visits/hospital stays for dehydration !
o for a pA— \\ and avoidable complications :
off % .~ voidable$ | N 1 AFruitless treatment at end of life :
S| ©roup | BackiJoint |\ “w ALate-stage cancers due to poor screening _,
o||of Patients Pain *. ! AUnnecessary surgery |
& Avoidable $ | .\ : AUse of unnecessarily-expensive implants |
----------------------- . Anfections and_complications_of surgery _ _i
Chronic |\ 1 AER visits for exacerbations |
Diseases | ‘, ! AHospital admissions and readmissions |
\ AAmputations, blindness :

NOTE:
ceer  Payer

drawn
to
scale

Spending
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Lower Avoidable Spending Saves

\\CHQQ_R
Money Without Hurting Patients
A TODAY FUTURE
__Avoidahle $__. v ;;;e'r o
cher ! Savings |
- ___Avoidable$ : .
< Maternity | T _A_\cl_gi_dﬁb_l_e_$ ______
= : ther
S Totar | Avodables oo — Avoidable §.___.
5| spending|  Cancer Maternity
ainly . 1 Avoidable $ _____
O for a ____/_A\_\_/_O_I_C!ia_b_l_e__$ _____ Cancer
"cE: GFOUp BaCk/‘JOint Avoidable $
<||of Patients Pain “Back/Joint
3 Avoidable $ Pain
_____________________________ Avoidable $ _____
Chronic Chronic
Diseases Diseases
e Payer Payer
g Spending Spending
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How Do You Reduce

\CHQIR
Avoidable Spending?
A TODAY FUTURE
_Avoidahle $___ v ;;;e'r o
cher ! Savings |
- ___Avoidable$ : .
< Maternity | T _A_\cl_gi_dﬁb_l_e_$ ______
= : ther
S Totar | Avodables oo — Avoidable §.___.
5| spending | Cancer Maternity
ainly . 1 Avoidable $ _____
O for a ____/_A\_\_/_O_I_C!ia_b_l_e__$ _____ Cancer
% GfOUp BaIC:)k/JOInt Avoidable $
<||of Patients ain “Back/Joint
3 Avoidable $ Pain
_____________________________ Avoidable $ _____
Chronic Chronic
Diseases Diseases
ca  Payer Payer
davn Spending Spending
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Only Physicians Know How to

\CHQIR
Change Care to Reduce Costs
A TODAY FUTURE
__Avoidable $____ L I'D;;e'r o
cher '°/;J, | Savings :
- . Avodable$ Sty : !
= Maternity | p, s T AVGaBe S
B tor | Avocees % Other,
5|| Spending | Cancer Physig; Maternity
o : lang |- Avoidable $ ____
O for a ____/_A\_\_/_O_I_C!ia_b_l_e__$ _____ S Cancer
3)| Grour | Back/Joint Phyg; .. Avoidable $
g|[of Patients—Fain ~'lans | Back/Joint
3 Avoidable $ Pain i
_____________________________ Avoidable $ _____
Chronic Physicians Chronic
Diseases Diseases
n  Payer Payer
davn Spending Spending
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\® Primary Care C a n 0 tit Al@éne

A TODAY FUTURE
- Avsidable s v ;;;e'r o
; |
Acher “Mar, | Savings
I | I voidable$ Carayd l
= Maternity | “p, 2 Y AvoEes -
= - e Other
Sl Total . Avoidable $ w Avoidable $
a . Py: T T T T
5| spending | Cancer fimar,, Maternity
o Cal'ep ______ Avoidable $ _____
O for a ____/_A\_\_/_O_I_C!ia_b_l_e__$ _____ Cancer
5|| Group [ BackiJoint | Primgy, o |
<||of Patients Pain ae? RROTR P
] Back/Joint
3 Avoidable $ Pain
Avoidable $
T Primam, ~ |
Chronic "V Care> | Chronic
Diseases Diseases
ca  Payer Payer
g Spending Spending
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\ax Specialists Must Also Be Included

A TODAY FUTURE
_ === ——=- 1
_..-Avoidahle $ ____ I Payer .
Other Y |
e P S~ 1 Savings
Al LA voidable $ Y CCa) !
= Maternity | 498550 ° T Avoidabe s
= - eV Other
DCE_S Total _ Avoidable$ *On e Avoidable $
L : Cancer “Gag, 00y . Maternity
o|| Spending -pn.nfl‘ro,,ent Maternity
o - ary o Srolog,  |----- Avoidable $ ____
S| fora Avoidable $ 5 are -9y Cancer
T T LT T rt
=|[ Group BacI:Dk/Jomt ;/Dveuf}ggsglos EO——.

- ain *Pri ger A L S
o||of Patients Mary care. | Back/Joint
3 Avoidable $ Pain

....................... Endocrinology |__._Avoidable $
. ardiology )
Chl’OnIC Aulmonology ChI‘OI’]IC
Diseases Aorimary Care Diseases
ca  Payer Payer
g Spending Spending

scale
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An ACO/CCO Could

\\CHQQR
Facilitate TheseChanges
A TODAY FUTURE
: ACO/CCO/CIN o
_._-Avoidahle $ ____ I Payer :
oSk |
cher pn;?,@fsp | Savings
- __Avoidable$ Y CSChals !
= Maternity | 98550 ° T~ Andies
= - "Man Y Other
~ Avoidable $ . e _
o R )| I S i M ______ Avoidable $_____
S|l spending|  Cancer .pnf’;srro,%,;ie | Maternity
o f _ ary o fO/og |_____Avoidable $ ____
= olr &t ____'_A\_\_/E)_I_qul_e__$ _____ 'Ort a/'e v Cancer
-.?3 Group Back/Joint °Neu78pedi<:s .

: Pain *Prim, SUrge,y ______ Avoidable $ _____
g|(of Patients 1Y Carg Back/Joint
3 Avoidable $ Pain

....................... Endocrinology |_____Avoidable $
. ardiology )
Chl’OnIC Aulmonology Chronic
Diseases Aorimary Care Diseases
ca  Payer Payer
g Spending Spending

scale
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\CHQIR

But They Can Also Be Pursued

Separately for Many Conditions

Spending Per Patient

_____ Avoidable $.___|  fomer Specialties |-----Avoidable $
| pecialties
Other rimary Care Other
_____ Avoidable $ | ayp ~uN Avoidables ..
Maternity Borimary Care Maternity
_____ Avoidable $ | foncology __Avoidable$
AGastroenterology
Cancer Arimary Care Cancer
_____ AVOIdab|e$ AOrthopedics _____Avoidable $ _____
Back/Joint | ANeurosurgery Back/Joint
Pain Arimary Care Pain
Avoidable $
........................ %ndocrinology L_____Avoidable $ _____
. ardiology i
(_:hI’OﬂIC Aulmonology ChI’OnIC
Diseases Mrimary Care Diseases

NOTE:

Graph
Is not
drawn

scale
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The Problem:

\CHQIR
A TODAY FUTURE
_Avoidable$___ o I_D;);e_r S
cher Savings :
— . Avoidable $ !
S Maternity B = B Avoidable $
= - Other
Sl Totar | Avodabes o EE— Avoidable $ .
5|| spending|  Cancer FEE Maternity
o FOR B .. Avoidable $
of| fora | Avoidabies M SERVICE c
=|| Group | Back/Joint [l PAYMENT ancet
= f Pati Pain B =B - Avoidable $
of (0T Patients Back/Joint
3 Avoidable $ Pain
___________________________ Avoidable $ _____
Chronic Chronic
Diseases Diseases
ca  Payer Payer
g Spending Spending
scale © 2009-2015 Center for Healthcare Quality and Payment Reform www.CHQPR.org 27



| t 0s Not a Lack

\CHaR o .
But Barriers in Fee-for-Service

SAVINGS !

AVOIDABLE

SPENDING AVOIDABLE
SPENDING
FEE
FOR
SERVICE
PAYMENT

DESIRABLE

DESIRABLE SPENDING

SPENDING

© 2009-2015 Center for Healthcare Quality and Payment Reform www.CHQPR.org 28



Barrier #1: No $ or Inadequate $

\cHam . .
for High-Value Services

No Payment or
$ Inadequate Payment for:

APhysical examination,

! . diagnosis, and evaluation
i SAVINGS ! of test results
|

AVOIDABLE
SPENDING

' AServices delivered
S\ASIIPREINER  outside of face-to-face
SYEENBINER  visits with clinicians, e.g.,
phone calls, e-mails, etc.

AServices delivered by
non-clinicians, e.g.,
nurses, community health

DESIRABLE P BISSI IRV  workers, etc.

V4
SPENDING ’ SPEIPINE AConsultation and

coordination with other
physicians/providers

AAdditional _tirr]ne for I

7 patients with complex
| SLEJF'\Q'\S@ES 4 needs or language
EoTEsT T barriers
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Paying for Unpaid Services

\cHam . .
Could Still Reduce Total Spending

$ FOR UNPAID
SERVICES

AVOIDABLE
SPENDING

AVOIDABLE
SPENDING

DESIRABLE

DESIRABLE SPENDING

SPENDING

UNPAID
L SERVICES_ |
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\CHOR Barrier #2: Avoidable Spending is

Revenuef or t he Pr

AVOIDABLE
SPENDING

REVENUE

DESIRABLE
SPENDING

31



eCurrently Gen

\cHaR | |
(Small) Profit Margin

PROFIT

AVOIDABLE
SPENDING

COST
REVENUE OF
SERVICE

DESIRABLE DELIVERY

SPENDING
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When Avoidable Services

W\CHQR A
ArebDélti ver ed

PROFIT

AVOIDABLE SAVINGS

SPENDING
AVOIDABLE
SPENDING

COST
REVENUE OF
SERVICE

DESIRABLE DECIVERY DESIRABLE REVENUE

SPENDING SPENDING
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Revenues

Dec |

AVOIDABLE
SPENDING

DESIRABLE
SPENDING

REVENUE

AVOIDABLE
SPENDING

COST
OF

SERVICE

REVENUE
DECIVERY DESIRABLE

SPENDING
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e But Pr 6CGsolsdtesr sD

N\CHQR
Decrease Propo

AVOIDABLE

SPENDING
AVOIDABLE
SPENDING

C
REVENUE OF

SERVICE

REVENUE SERVICE
DESIRABLE DECIVERY DESIRABLE DELIVERY

SPENDING SPENDING
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eBecause FI xed

W\CHQR -
Even with Fewet
% 1 I\gﬂgrsr\%cgg "
Remain

................. E e When Volume
- PRQE Decreases

AVOIDABLE VARIABLE

SPENDING VARIABLE
(S:EF%-I/_I(?E AVOIDABLE COST OF

SPENDING SERVICE

REVENUE
FIXED

FIXED
REVENUE ~5sT

DESIRABLE COST DESIRABLE

OF OF
SPENDING CERVICE SPENDING SERVICE

DELIVERY DELIVERY
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N & Leavi ng Pr olbodsabe

PROFIT

AVOIDABLE :
SPENDING P P SESCEENE \/ARIABLE
SERVICE AVOIDABLE COST OF
SPENDING SERVICE

REVENUE

FIXED REVENUE EIXED

DESIRABLE COST DESIRABLE COST

PE OF OF
SPENDING SERVICE SPENDING SERVICE

DELIVERY DELIVERY
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N\CHQR

T hat 0 s-Loae A¢roach

PROFIT

AVOIDABLE

SPENDING Poplallis

COST OF
SERVICE

REVENUE

FIXED

DESIRABLE COST

OF
SPENDING cms e

DELIVERY

WIN-LOSE

SAVINGS

LOSS  (VIN=0N:1R=
COST OF
SERVICE

AVOIDABLE |
SPENDING

FIXED
REVENUE
DESIRABLE COST

OF
SPENDING SERVICE

DELIVERY

© 2009-2015 Center for Healthcare Quality and Payment Reform www.CHQPR.org
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By Adjusting Payment to

\CHQR
Adequately Cover (Lower) Costs..

AVOIDABLE PROFIT

AVOIDABLE
SPENDING P P = BENDING VARIABLE

ADJUSTED

REVENUE REVENUE

FIXED

DESIRABLE COST DESIRABLE

OF
SPENDING SERVICE SPENDING SERVICE

DELIVERY DELIVERY
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e Wi -NVins Are Possible for

W\CHQR -
Payers and Providers

WIN-WIN

AVOIDABLE PROFIT

AVOIDABLE
SPENDING P P = BENDING VARIABLE

ADJUSTED

REVENUE REVENUE

==p)
DESIRABLE COST DESIRABLE

OF
SPENDING SERVICE SPENDING SERVICE

DELIVERY DELIVERY
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\CHQR

A Payment Change | s Re&fdarm
Unless It Removes the Barriers

PAYMENT BARRIERS

AVOIDABLE
SPENDING

DESIRABLE
SPENDING

UNPAID
SERVICES

AVOIDABLE
SPENDING

4 DESIRABLE
’ SPENDING

AVOIDABLE

SAVINGS

SPENDING

DESIRABLE REVENUE

SPENDING

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.

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

« Services “covered” by
a bundled or global
ﬁ_ayme_nt for patients with
igherintensity needs

el \ARIABLE
COST OF
SERVICE

FIXED
COST

OF
SERVICE

DELIVERY

PAYMENT SOLUTIONS

$ FOR UNPAID
SERVICES
AVOIDABLE
SPENDING

AVOIDABLE
SPENDING

DESIRABLE

SEitis SPENDING

SPENDING

UNPAID
SERVICES

AVOIDABLE
SPENDING

ADJUSTED
PAYMENT

VARIABLE
COST OF
SERVICE

REVENUE

DESIRABLE
SPENDING

FIXED
COST
OF
SERVICE
DELIVERY
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\CHQR

Most nPayment Re

- Small Bonuses/Penalties on FFS

FFS

ANo payment for

services that
will benefit
patients

A ower
revenues from
reducin
avoidable costs

NnVal-Based .
Purchasingo

A PCP Quality Incentives

A Physician Value-Based
Modifier

A Hospital Quality Incentives

F- S A Hospital Readmission

Penalties

’S‘S“gwegggntehnattfor A Hospital-Acquired Condition

will benefit Penalties
patients

A ower
revenues from
reducin
avoidable costs
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D

O

Physi cl ans

N

AcHom . . .
to Deliver Higher Quality Care?
, | Pay eViéwsof
$ :nVaI—Buaesed Pa;i ent 0
i P4P i
: FFS :
V| FEs PayTent :
: Payment» Quality :
I Measures| |
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The Payer Only Sees Payment,

\CHQR
But The Provider Also Sees Cost

Provi iewd s

y |
Buaes ed Paymento fiValBuaesed Paymen
|

P4P

FFS
FES Payment
Payment Qu allty

Measures
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FFS
Payment

P4P

FFS
Payment

+
Quality
Measures

FFS
Payment
for
Current
Services

nVa l-Buaes e d

Costs
of
Current
Services

Provi iewd s

Pay me,n
1
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\CHOR

Higher Quality/Lower Spending

May MeanLower FFS Reve

FFS
Payment

y e Yiewsof
V a |-Buaes e d

P4P

FFS
Payment

+
Quality
Measures

Provi iewd s
nVa l-Buaes e d

|
me nt o
|
|
|
|
|
|
|
|
|
|
|
|
I FFS
I | Payment | Costs
: for of
|| Sorvices | Surrent
I ervices
|
|
|
|
|
|

O

Pay me,n
1
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e And

Added

Cost

\CHQR
the Higher Quality
, ! PayeViégwsof ' 1~ Provi diewds !
$ N Va |l-Buaes e d Pa;}m:ento iValBuaesed Paymen
I . I
: ! |
! Lo Added
: Pap : ! CoNsts of
' ew
: : : Services
: ! :
| [ : 1
! L !
| FFS ' 1| _FFs :
: EES Payment | : Pa;a;r;ent Co?ts Costs :
9) |
: Payment Quallty : : Current | Current ewer) |
I Measures| 1 | | Services | Services urrent |!
| 1 Services |!
I I I :
1 1 I :
| | I :
| ! |
| | I 1
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Even With the

-]

FFS
Payment

P4P

FFS
Payment

Quallty
Measures

" Pay eViewsof
a |-Buaes e d

FFS

for
Current

|

|

|

|

|

|

|

|

|

: Payment
|

| | Services
|

|

|

|

|

|

Current
Services

Costs

ewer)
urrent
Services
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6P4P May

Not

Of f

\CHQR
Added Costs & Revenue Losses
, ! PayeVYiéwsof ' 1 Provi Vewdis !
$ N Va |l-Buaes e d Pa;}m:ento iValBuaesed Paymen

I . I

| ! |

: P4P ! |

| . I

: : : Services :

| ! |

1 [ : |

! L !

| FFS ' 1| _FFs :

: EES Payment | : Pa;a;r;ent Co?ts Costs :

|

 |Tayment Quallty ! Current Cu?rent ewer) |

|

I Measures| 1 | | Services | Services urrent |!

| 1 Services |!

I I I :

| | I :

| | I :

| ! |

| | I |
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\CHQR

More Measures Every Yeatr,
With the Same Small Bonuses

AMammograms
AColon Cancer

Screening
AHbA1c Control
ALDL

P4P
Bonus

AMammograms

AColon Cancer
Screening

AFlu Vaccine

ATobacco
Counseling

AHypertension
Control
AHbA1c Control

ALDL

,§Eye Exams

AASpTTOse—>

P4P
Bonus

AMammograms

AColon Cancer
Screening

AFlu Vaccine
ABMI Screens

ATobacco
Counseling

AFall Risk
Assessment

AHypertension
Control

AHbA1c Control
ALDL

AEye Exams
AAspirin Use
ABeta Blockers

for CHF
>

P4P
Bonus
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\CHQR The End of Collaboration?

A In the CMS Value-Based Payment Modifier, bonuses are only
paid to physicians who have above average quality if penalties
are assessed on other physicians with below average guality

A To maintain budget neutrality, the size of bonuses depends on
the size of penalties

A Under this system, why would high-performing physicians
want to help under-performing physicians to improve?
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\CHQR

Over-Emphasis on Narrow Quality

Measures Can Harm Patients

Figure 2. Rates of Estimated Hospital Admissions for Hyperglycemia and Hypoglycemia

Among Medicare Beneficiaries With Diabetes Mellitus, 1999 to 2010

900 Hypoglycemia
. 820 .
o 8001 767 781 ks 1 Yr Mortality: 19.9%
3 ] 0 722 719 .
T 700] 5 S ONTTY 30 Day Readmits: 16.3%
Sg | o676 17 o 631 612
T = <
& & 600- % 5 o
SE - 592 O £ 76
3 2 5001 530 473
-8 416
v i - ') o u
52 3001 L MEEE) 335
SE -
% 200+ []95%Cls Hyperglycemia Hyperg|yCem|a
2 004 |[9s%as Hypoglycemia 1 Yr Mortality: 17.1%
N 30 Day Readmits: 15.3%
1999 2000 2001 2002 2003 2004 2005 2006 2007 2008 2009 2010
Year

Source: National Trends in US Hospital Admissions for Hyperglycemia and Hypoglycemia
Among Medicare Beneficiaries, 1999 to 2011 JAMA Internal Medicine May 17, 2014
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HHS Announced Goal to Move

\CHQR
Away From VBP & FFS+P4P

nVa l-Based HHS Goal
Pur chasi ngfor2018

nAIlIter
Payment
Models
Built on a

FFS FFS B\ A cwi s

ANo payment for ANo payment for

services that services that
will benefit will benefit

patients patients

A ower ALower
revenues from revenues from
reducin reducin
avoidable costs avoidable costs
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\CHQR

HHS Announced Goal to Move

Away From VBP & FFS+P4P

FFS

ANo payment for
services that
will benefit
patients

A ower
revenues from
reducin
avoidable costs

nVa l-Basad

HHS Goal

Pur chasi ngfor2018

FFS

ANo payment for
services that
will benefit
patients

A ower
revenues from
reducin
avoidable costs

What the heck

nNAIl t er
Payment IS an
Models ~
Built on a NAl ter n:
FFS
Archit e Payment Model
Built on FFS

Architec

And iIs that
better than
FFS+P4P?

FFS
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CMS nAlternati ve

\CHaR
Bulilt on FFS Arc
TYPE OF PROVIDER CMS PROGRAM PAYMENT STRUCTURE
~_Health Systems, Accountable Care FES
Mult-S Gll—icgét,yanéolllé%é (I\/IC:%r Sl}l(zgit(l)onnese 9] Att%\ﬁreedd_r%%\i/lin psegging
FES
Primary Care Comprehensive PMPM $ forAttJ[ibuted Patients

Primary Care Initiative Shared Savinas on
Attributed Total Spending
(for State or Region)

FFS
+
PMPM $ for Attributed Patients
+

Shared Savings on
Attributed Total Spending
(for 6-month window)

Bundled Payments for Discounted Bundles
Care Improvement +
Initiative Warranties

Specialty Care | Oncology Care Model

Hospitals and
Post-Acute Care
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\CHQIR

Mostly FFS With a New Add-On:

PMPM + Shared Savings

TYPE OF PROVIDER

CMS PROGRAM

PAYMENT STRUCTURE

~_Health Systems,
Multi-Specialty Groups,
HOs, and IPAs

Accountable Care
Organizations
(MSSP & Pioneer)

FFS
+

Shared Savings on
Attributed Total Spending

Primary Care

~Comprehensive
Primary Care Initiative

FFS
+
PMPM $ for Attributed Patients
+
Shared Savings on

Attributed Total Spending
(for State or Region)

Specialty Care

Oncology Care Model

FES
+
PMPM $ for Attributed Patients
+
Shared Savings on

Attributed Total Spending
(for 6-month window)

Hospitals and
Post-Acute Care

Bundled Payments for
Care Improvement
Initiative

Discounted Bundles
+

Warranties
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k\CHQRRThe First Specialty Payment Model:
Oncology

TYPE OF PROVIDER (CMS AENT STRUCTURE
Health Svstems Oncology Care Model FES
: i ’ (0) i d Application P
Multi-S %Ccl)a‘sltyanéol%%é verwew and Application Process \ared Savinas on

uted Total Spending

Centers for Medicare & FFS
Medicaid Services +

_ . Innovation Center (CMMI) b for Attributed Patients
Primary Care | +
/ February 19, 2015 -]ared SaV|n S On_
uted Total Spending
r State or Region)

FFS
+
PMPM $ for Attributed Patients
+
Shared Savings on

Attributed Total Spending
(for 6-month window)

Specialty Care | Oncology Care Model

- Bundled Payments for Discounted Bundles
Posli?ASceS?eISC%?g Care Improvement +
Initiative Warranties
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\CHQIR

Problems With Current Payments
For Oncology Practices

58



Today: Many Hours in Diagnosis,

\CHQR
Treatment Planning & Counseling
$2000“ New Patient: Diagnosis, Choosing Therapy, Counseling
$1500
$1000
$500
$0'
0
Dx




Today: Time to Deliver Treatment

\CHQR
& Help Avoid Complications
$2000“ New Patient: Diagnosis, Choosing Therapy, Counseling
$1500 / Treatment: Therapy & Preventing Complications
$1000 ( \
$500
$0
o1 2 3 4 5 6
Dx TREATMENT MONTHS
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Today: Many Months of Follow-Up

Monitoring & Survivorship Care

$2000 New Patient: Diagnosis, Choosing Therapy, Counseling

Treatment: Therapy & Preventing Complications
/ Post-Treatment: Monitoring & Support

$1500

$1000

$500 \

$0

1 2 3 4 5 6
TREATMENT MONTHS

/7 8 9 10 11 12 13 14 15
POST-TREATMENT CARE
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How Is an Oncology Practice

\CHOR . .
Paid for All of These Services?
$2000|
PHYSICIAN/STAFF TIME
$1500 FOR CANCER CARE

$1000
$500
$0

1

2 3 4 5 6
TREATMENT MONTHS

/7 8 9 10 11 12 13 14 15
POST-TREATMENT CARE
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$200-300 for the Most Critical

\CHQR | | |
Phase: Diagnosis & Planning
$2000 |
PHYSICIAN/STAFF TIME
$1500 FOR CANCER CARE
$1000
$500
$0'
I HOW ONCOLOGY
$2000 PRACTICE IS PAID
New Patient:
$1500 Small Payment for 1-2 Face-to-Face
Visits With Oncologist; No Payment for
$1000 Education and Squort_Serwces from
Staff of Oncology Practice
$500
$0!
oj1 2 3 4 5 6|7 8 9 10 11 12 13 14 15
Dx TREATMENT MONTHS POST-TREATMENT CARE
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Little Payment for Managing

\CHQR |
Treatment Using Oral Therapy
$2000|
PHYSICIAN/STAFE TIME
$1500 FOR CANCER CARE
$1000
$500
$0
1 HOW ONCOLOGY
$2000 PRACTICE IS PAID
$1500
$1000
$500
=2 K E - B
$0j w L L T w
0ol1 2 3 4 5 6|7 8 9 10 11 12 13 14 15
Dx TREATMENT MONTHS POST-TREATMENT CARE
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Most Revenue Is Dependent on

\CHQR _
Use of Expensive, Infused Drugs
$2000]

PHYSICIAN/STAFF TIME
$1500 FOR CANCER CARE
$1000

$500
$0!

1 HOW ONCOLOGY
$2000 - PRACTICE IS PAID
$1500 N 0 NS N 5‘25 ok fLar e.rPa%m(:elg]tS th

- — T0r INnTuse emotherapy,
$1000 3 1 B B B E Higher Payments for by
$500 £ Use of More Expensive Drugs
w0 A H H E .
ol1 2 3 4 5 6|7 8 9 10 11 12 13 14 15
Dx TREATMENT MONTHS POST-TREATMENT CARE
65
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Little Payment for Patient Care

\CHQR
After Treatment Ends
$2000 |
PHYSICIAN/STAFF TIME
$1500 FOR CANCER CARE

$1000
$500
$0!

I HOW ONCOLOGY
$2000 - I — PRACTICE IS PAID
$1500 5 ES = B B

== E E & Payment for Occasional Face-to-Face
$1000 Visits With Oncologist; No Payment for

Support Services from Staff

Infusion

\

o3
L |

/7 8 9 10 11 12 13 14 15
POST-TREATMENT CARE
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Significant Mismatch Between

\CHQR |
Payment and Patient Needs
$2000 |
PHYSICIAN/STAFF TIME

$1500 FOR CANCER CARE
$1000
$500
$0.

I HOW ONCOLOGY
$2000 . PRACTICE IS PAID
$1500 = B B B B B
$1000
$500 H HEHHEHHEE

= p= p= = p= =
R R : 2 m
1 4

9 10 11 12 13 14 15
POST-TREATMENT CARE

2 3 S 6|7 8

TREATMENT MONTHS
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Does the CMMI Oncology Model

$0'

\CHQR _
Fix the Payment System?
$2000 |
PHYSICIAN/STAFF TIME

$1500 FOR CANCER CARE
$1000
$500

$0.

I HOW ONCOLOGY
$2000 - I — PRACTICE IS PAID
$1500 = B = B B
$1000
$500 H E H H E

= = = S = =
Al I A H E 2 m
1 4

9 10 11 12 13 14 15
POST-TREATMENT CARE

-

ENT MONTHS
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More Money During Treatment

N\CHQR
$2000|
PHYSICIAN/STAEF TIME
$1500 FOR CANCER CARE
$1000
$500

HOW ONCOLOGY
PRACTICE IS PAID

$2000 o )] ol ol »
o=l o5 o=l =l =5 IN CMMI OCM PROGRAM
$1500 sSlAsE ] By B
$1000 A B A B B :
2 B 2 e $960 in New Payment (6 x $160)
$500 = = = = =
= p= = p= =
$0. il [ i i i w
1 2 4 S5 6|7 8 9 10 11 12 13 14 15
Dx ENT MONTHS POST-TREATMENT CARE
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\CHQR

More Money During Treatment +

$2000
$1500
$1000

$500

Dru

=M E&M Infusion

Marg‘qun $ wn

& &

¢

Margin
MDarPg%Jn $
Margh 8
M[g%?n

Infusion

E&M Infusion
E&M Infusion
E&M Infusion

IS E&M  Infusion

2 3 5 6
TREATMENT MONTHS

Dru
Margin

PHYSICIAN/STAFF TIME
FOR CANCER CARE

HOW ONCOLOGY
PRACTICE IS PAID
IN CMMI OCM PROGRAM

Shared Savings on Total Cost
$960 in New Payment (6 x $160)

o3
L |

/7 8 9 10 11 12 13 14 15
POST-TREATMENT CARE
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Extra Payments Are Made for
Fixed 6 Month Episodes

EPISODE

\CHOR

An Nnepisodeo st a

2000

$ s Be B2 B2 B2 Eo when chemotherapy starts
$1500 i EEEEE and lasts 6 months

$1000 even if chemotherapy ends sooner

$500
$0 | M

E&M Infusion
Eil  Infusion

LM E&N Infusion
o)l E&I  Infusion

bl E&I  |nfusion
ZNSBE&N |nfusion

]El_lﬁl_lul E [ m_I
9 10 11 12 13 14 15

3 5
POST-TREATMENT CARE

TREATMENT MONTHS
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\CHQR

What Happens If One of the
Pat |

ent 0SS

Treatr

$2000

EPISODE

$1500 S B B B EY =
$1000 2 K E e
$500 EtMERERNERERE
o/ ELIE B H H H H B B o s
o117 2 3 4 5 6|7 8 9 10 11 12 13 14 15
Dx TREATMENT MONTHS POST-TREATMENT CARE
EPISODE
N e Many Patients Have
$2000 [ C [ [y
sl sl o (ES to Delay a Treatment
$1500 05 = = = .
Because of Side Effects
$1000 = = sH s
$500 £ £ £l £
sol I | A HA A o
1 3 5 6|78 9 10 11 12 13 14 15
D REATMENT MONTHS POST-TREATMENT CARE
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\CHQR

Logl C
Longer (7 Month) Episode

Wo u |

d Say

$2000
$1500
$1000
$500
$0

$2000
$1500
$1000
$500
$0

EPISODE

Margh 9
Mg 9
Margh 9
Mg §
Margn 8
Mg

Imfusion
[nfusion
[Mfusion
[nfusion
Infusion
[nfusion

- 3
E&M
E&M

N =1
EM

o |20

2 3 5
TREATMENT MONTHS

E
7 8 9 10 11

| w
12 13 14 15
POST-TREATMENT CARE

(LONGER) EPISODE

Mg

Ve §

Margh 9

Margh 9

Margh 9

|rfusion
|rfusion
|rfusion
|rfusion
[nfusion

bl E &1

&
=
1]
5

I =

= =
o3 3
L L
4 6

NN E2 i

REATMENT MONTHS

Irfusion

~ ==

E
H o
L

o
8 9 10 11 12 13 14 15
POST-TREATMENT CARE
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\\ngRB ut CMMI  SNew Bpisbde

EPISODE
‘r ©“r ©“r ©“r © “r >
$2000 [ [ C [ = [
$1500 o B B B B B
$1000
=2 = =2 =R =l
$500 "B B B R B
-
o111 2 3 4 5 6|7 8 9 10 11 12 13 14 15
Dx TREATMENT MONTHS POST-TREATMENT CARE

EPISODE 1 EPISODE 2 ~ .
) ~ W fiepisoc

N v | If chemotherapy continues
s2000/ el WE PR MR R | more than 6 months
5000 I EEE EE after it starts, even for
$1000 a very short time
$500 £ £ £ £ £ = . -

$0 A F FE A EE A B

1 2 3 4 5 6|78 9 10 11 12|13 14 15
Dx TREATMENT MONTHS POST-TREATMBNT CARE
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\CHQRAnd Shared Savings Is More Likely
With Same Spending in 2 Episodes

EPISODE

No Shared Savings for 6
Month Episode

‘r & & o &©®r - -
$2000 [ [ [ [ = [
$1500 o B B B B B
$1000
=l E EEEE
$500 E E E £ E E
o I 5l Il [0 [ Il I HE m 2 m
o7 2 3 4 5 6|7 8 9 10 11 12 13 14 15
Dx TREATMENT MONTHS POST-TREATMENT CARE
EPISODE 1 EPISODE 2
Shared Savings for Shared Savings for
Episode Spending Episode Spending
$1500 = B B = =] |
$1000
$500 E E E E E =
= = = = & - - o
BB BHB=H=0=H:= - -
$0 L L L L 11} L i1} L
1 2 3 4 5 6|78 9 10 11 12|13 14 15
T

T

S

REATMENT MONT

POST-TREATMEBNT CARE
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Penalty

for Helping
Patients Avoid
Side Effects?

Incentive to
Stretch Out
Treatment?



W\CHQR

Problems with CMMI
NnOncol ogy Car ¢

AWhat 6s Good: $160/ month extr
AWhat 6s Bad:

Could encourage delaying treatments in order to receive more
PMPM payments & shared savings

Could penalize practices who have patients who respond better to
treatment

No change to underlying FFS structure, so some savings will also
reduce practice revenues

Oncology practice is accountable for all spending on their patients,
even for health problems unrelated to cancer

Target spending |l evel i1 s based or
own patients, so it rewards practices that are currently overusing and
managing patient care poorly

Methodology for adjusting spending targets to deal with new drugs, new
evidence about effectiveness of treatments, etc. has not been defined.
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The Right Way and Wrong Way

\CHQR !
To Define Better Payment Models

THE WRONG WAY

(BUT THE DOMINANT MODE TODAY)

Medicare and Physicians Have Patients and
Health Plans To Change Care Physicians
Define to Align With May Not

Payment Systems Payment Systems Come Out Ahead
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The Right Way and Wrong Way

\CHQR !
To Define Better Payment Models

THE WRONG WAY

(BUT THE DOMINANT MODE TODAY)

Medicare and
Health Plans
Define
Payment Systems

Physicians Have
To Change Care
to Align With
Payment Systems

Physicians
Redesign Care
and Identify
Payment Barriers

Patients and
Physicians
May Not
Come Out Ahead

N

Payers Change
Payment to
Support
Redesigned Care

N

Patients Get
Better Care and
Physicians Stay

Financially Viable
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\CHQIR

Oncologists Have Developed
a Better Approach to Payment

79



A Better Way: Monthly Payments

\CHQR
Instead of Current FFS Payments
$2000 |
PHYSICIAN/STAFF TIME
$1500 FOR CANCER CARE
$1000
$500
$0!
$2000“ ASCO PROPOSAL
$1500 Treatment Month Payments
v / Active Monitoring Month Payments
$1000| B B B &8 0 B B / .
SR B B B B B E&M-and-nfusion-Codes
%0 2 B2 E R e s R
1 4 6

2 3 5
TREATMENT MONTHS

/7 8 9 10 11 12 13 14 15
POST-TREATMENT CARE
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W\CHQR

Dramatic Simplification of

Coding and Billing

50+ Current Billing Codes

99211 Established Patient Office Visit i Level 1
99212 Established Patient Office Visit i Level 2
99213 Established Patient Office Visit i Level 3
99214 Established Patient Office Visit i Level 4
99215 Established Patient Office Visit i Level 5
99231 Subsequent Hospital Care i Level 1
99232 Subsequent Hospital Care i Level 2
99233 Subsequent Hospital Care i Level 3
96401 Subcutaneous chemotherapy administration
96402 Subcutaneous chemotherapy administration
96405 Intralesional chemotherapy administration
96406 Intralesional chemotherapy administration
96409 Push chemotherapy administration

96411 Push chemotherapy administration

96413 Infusion chemotherapy administration
96415 Infusion chemotherapy administration
96416 Infusion chemotherapy administration
96417 Infusion chemotherapy administration
96420 Intra-arterial push chemotherapy

96422 Intra-arterial infusion chemotherapy
96423 Intra-arterial infusion chemotherapy
96425 Intra-arterial infusion chemotherapy
96440 Pleural cavity chemotherapy

96446 Peritoneal cavity chemotherapy

96450 CNS chemotherapy

96521 Refilling and maintenance of portable pump
96522 Refilling and maintenance of implantable pump
96523 Irrigation of implanted venous access device
96542 Chemotherapy injection via subcutaneous reservoir
96549 Unlisted chemotherapy procedure

79005 Oral radiopharmaceutical therapy

79101 Radiopharmaceutical infusion

79200 Radiopharmaceutical intracavitary administration
79300 Radiopharmaceutical therapy

79403 Radiopharmaceutical therapy infusion

96365 Intravenous infusion, non-chemotherapy

96366 Intravenous infusion, non-chemotherapy

96367 Intravenous infusion, non-chemotherapy

96368 Intravenous infusion, non-chemotherapy

96369 Subcutaneous infusion, non-chemotherapy
96370 Subcutaneous infusion, non-chemotherapy
96371 Subcutaneous infusion, non-chemotherapy
96372 Injection, non-chemotherapy

96373 Intra-arterial injection, non-chemotherapy
96374 Intravenous push, non-chemotherapy

96375 Intravenous push, non-chemotherapy

96376 Intravenous push, non-chemotherapy

96379 Unlisted injection or infusion, non-chemotherapy
96360 Intravenous infusion, hydration

96361 Intravenous infusion, hydration

< 10 New Codes

ANew Patient
Payment

ATreatment
Month

(4-6 Levels)
APatient
characteristics

= ATreatment
characteristics

ATransitions
AClinical Trials

Aactive
Monitoring
Month
(2 Levels)
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N\CHQR

Better

Pay ment

CURRENT

RX
Margin

Practice

Expense Infusion

E&M
COSTS SPENDING

NOTE: Chart not drawn to scale

PROPOSED

Monitoring

_ Treatment
Practice
Expense
New Patient

Bundled Payments
Enabling Better
Care Management

COSTS SPENDING
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Better Payment

AcHam . .
But Higher Spending for Payers

CURRENT PROPOSED

Increased Cost of
Oncology Care

Monitoring

RX
Margin Treatment

Bundled Payments
Enabling Better
Care Management

Practice : Practice
Expense | 'nfusion Expense
E&M New Patient

COSTS SPENDING COSTS SPENDING

NOTE: Chart not drawn to scale © 2009-2015 Center for Healthcare Quality and Payment Reform www.CHQPR.org 83



Part 2 of Better Oncology Pmt;

\cram - .
Accountabllity for Reducing Costs
CURRENT PROPOSED
3 Savings
Lower Lower
Total Total
Sheniy Shenty

RX
Margin Treatment Bundled Payments

Practice Enabling Better

Practice :
Expense | 'nfusion Expense Care Management

New Patient
E&M

COSTS SPENDING COSTS SPENDING

NOTE: Chart not drawn to scale © 2009-2015 Center for Healthcare Quality and Payment Reform www.CHQPR.org 84



W\CHQR Step 1:
Identify Potentially Avoidable Costs

CURRENT PROPOSED

Hospital
Admits

ED Visits

Testing

Drug
Costs

Monitoring

RX
l\/largm . Treatment
Practice

Bundled Payments
Enabling Better
Care Management

Practice

Expense Infusion oo
E&M New Patient

COSTS SPENDING COSTS

NOTE: Chart not drawn to scale © 2009-2015 Center for Healthcare Quality and Payment Reform www.CHQPR.org o



I\CHOR Step 2:
Accountabillity for Drug/Test Costs

CURRENT PROPOSED
$
Hospital
Admits
ED Visits
Testi .
esting Testing
ASCO . |
Appropriate Accountability for Following
Use Drug ASCO-Developed Appropriate
Drug (Pgtr#\?vgas) Cosis Use Criteria for Drugs, _
Costs y Laboratory Tests, and Imaging
and End-of-Life Treatment
Monitoring

RX
Margln Treatment

Bundled Payments
Enabling Better
Care Management

Practice : Practice
Expense Infusion Expense

New Patient
E&M

COSTS SPENDING COSTS

NOTE: Chart not drawn to scale © 2009-2015 Center for Healthcare Quality and Payment Reform www.CHQPR.org 86



Starting Point for Appropriate Use:
ASCO Guidelines

\CHOER

. - American Society of Clinical Oncology
= Choosing ASCE
= Wisely

ABIM Foundation

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

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 the importance of evidence-based cancer care and making wise choices in the diagnosis and management
of patients with cancer. After careful consideration by i ists, ASCO highlights five of tests, proc whose comman
use and dlinical value are not supported by available evidence. These test and treatment options should not be administered unless the physician and patient have
carefully considered if their use is appropriate in the individual case. As an example, when a patient is enrolled in a clinical trial, these tests, treatments, and procedures
may be part of the trial protoced and therefore deemed nacessary for the patient's participation in the trial.

ons, not
of further anti-

= ent
« Studies show that cancer directed treatments are likely to be ineffective for solid tumor patiants who mest the above stated orteria.

« Exceptions include patients with functional limitations due to other conditions resulting in a low 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 appropriate palliative 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 radioruchide bane scans can ba ussfl inthe staging of specific cancer types. Howavar, thase tasts ara ofien usedin tha staging
evaluation of low-risk cancers, despite a lack of evidence supgesfing they improve detection of metastatic disease or survival.

» Evidence does not support the use of these scans for staging of newly diagnosed bow grade carcinoma of the prostate (Stage T1c/T2a, prostate-spedfic
antigen {PSA) <30 ng/ml, Gleason score less than or equal to &) with low risk of distant metastasis.

« Unnecassary imaging can lead to harm through invasive procedures, Aragtment, unnecessary radiation exposure, and misdiagnasis.

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 radionucida bone scans can ba useful in the staging of specific cancer types. Howevar, thess tests ara ofien usad in the staging
evaluation of low-rizk cancers, despite a lack of evidence supgesfing they improve detection of matastatic disease or sunival.

« 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 [DCIS), or clinical stage | or Il disease.
« Unnecessary imaging can lead to harm through e procedures, {reatment, 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 sarum tumor markers o imaging has been shown to have dinical value for certain cancers (e.g.. colorectal). However for breast
cancer that has been treated 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-positive tests can lead to hanm throwgh unnecessary invasive procedures, over-treatment, unnecessary 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.

+ ASCO guidelines racommend using white call stimulating factors when the risk of fabrile neutropenia, secondary to a recommended chematharapy
regimen, is approximately 20 percent and equally effective traatment 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 if it is determined that the patient is at high risk
for this complication (due to age, medical history, or disease characteristics).

Lo~ e [
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Most Oncology Drug Spending Is
Driven By a Few Expensive Drugs

Commercial Spending on Oncology Drugs Under Medical Benefits

for Breast, Colon and Lung Cancer Patients in Maine, 2012

Pre-Auth
HCPCS Unit Cost  Anthem Total Spending Cumulative

1 19035 INJECTION, BEVACIZUMAER, 10 MG 55,074 ¥ 55,728,632 17% 55,728,632 17%
2 125305  IMNJECTIOM, PEGFILGRASTIM, 6 MG 53,708 ¥ 54,971,854 14% 510,700,486  31%
3 19263 IMNJECTION, OXALIPLATIN, 0.5 MG 54,527 54,467,799 13% 515,168,285 44%
4 193535  INJECTION, TRASTUZUMAE, 10 MG 52,999 ¥ 54,000,865 12% 519,169,149 55%
5 19305 INJECTIOM, PEMETREXED, 10 MG 54,781 ¥ 52,576,902 7% 521,746,052 63%
6 19171  INJECTIOM, DOCETAXEL, 1 MG 52,979 51,673,928 5% 523,419,930 63%
712469 INJECTION, PALOMNOSETROM HCL, 25 5319 51,074,060 3% 524,494,040 71%
8 Jo641  INJECTION, LEVOLEUCOVORIN 41,769 4815,550 2% 425,309,590 73%
9 19055 INJECTIOM, CETUXIMAEB, 10 MG 53,757 ¥ 5807,772 2% 526,117,362 75%
10 J9395  INJECTION, FULVESTRANT, 25 MG $1,518 $759,090 2% 26,876,452 73%
11 19265 INJECTIOM, PACLITAXEL, 30 MG 5582 5667,329 2% 527,543,781 79%
12 19264  INJECTION, PACLITAXEL PROTEIN- §2,725 ¥ $659,403 2%  $28,203,184 81%
ALL OTHERS 5134 56,458,543 19% 534,661,727 100%

163 ALL DRUGS 4739 $34 661,727 100%

Significant savings possible through more appropriate use
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Step 3:

Accountabllity for ER/Hospital Use
CURRENT PROPOSED
’ Hospital
Admits Improved Accountability for Managing

Complications | Admits to Avoid Patient Need to Use
Testing |  ————|ED Visits Emergency Department and

ED Visits| Management of Hospital l Complications of Treatment

Testing Hospital
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and End-of-Life Treatment
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Result: Win-Win-Win

I\CHAR
for Payers, Patients, Physicians
CURRENT PROPOSED
S o T/ : : : :
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Hospital Savmgs; That Donot arln
M Inwwovedt ¢ | Hospital
- anagement o '
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estind Testing Practice Follows
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Use Pre-Defined Targets
Drug Criteria o9 on Avoidable Services
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NOTE: Chart not drawn to scale
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Practice Receives
Higher, More Flexible
Payments Than Today




Wil It Actually Save Money?

You Need Data on the
Total Cost of Care
to Figure That Out



Data on Actual Oncology

\CHQIR |
Spending from an RHIC

Commercial Spending on Healthcare Services During Treatment

for Breast, Colon and Lung Cancer Patients in Maine, 2012
1,546 Patients with Breast, Lung or Colon cancer receiving Chemotherapy

% of Average Per

Service Type Total Total Patient

E&M 3% 51,417 Only 10% of Spending
Infusion 7% 53,132 Goes to E&M/Infusion
New Payments

Mew Patient ($250)
Care Management (5225 x 9)

Testing 8% 53,857
Drugs 50% 522,586
Other 20% 59,279
Emergency Room 1% 5435
Inpatient Hospital Stays 10% 54,751
Total 100% $45,456
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Large New Practice Payments

\CHQIR |
= High Cost to Payers

Commercial Spending on Healthcare Services During Treatment

for Breast, Colon and Lung Cancer Patients in Maine, 2012
1,546 Patients with Breast, Lung or Colon cancer receiving Chemotherapy

% of Average Per

Service Type Total Total Patient Revised % Chg
EE&M 3% 51,417 51,417 0%
Infusion 7% 53,132 53,132 0%
MNew Payments
?New Patient ($250) 5250 <:< New Payrr_lents to

Care Management (5225 x 9) 52,025 Practice
Testing 8% 53,857 53,857
Drugs 50% $22,586 $22,586
Other 20% 59,279 59,279
Emergency Room 1% 5435 5435
Inpatient Hospital Stays 10% 54,751 51,751
Total 100% $45,456 $47,731  5.0%

Increase in Practice §:  Net Payer Saving5:<:£‘ Large Cost to
$3,517,150 ($3,517,150) Payer

© 2009-2015 Center for Healthcare Quality and Payment Reform www.CHQPR.org



Reductions in 3 Overused Drugs

\CHQR
Would More Than Cover New $

Commercial Spending on Oncology Drugs Under Medical Benefits
for Breast, Colon and Lung Cancer Patients in Maine, 2012

Pre-Auth
HCPCS Unit Cost Anthem Total Spending Cumuiative Reduction
1 INJECTION, BEVACIZUMAE, 10 MG 55,074 ¥ 55,728,632 17% 55,728,632 17% -51,145,726 -20%
2 J25305  IMNJECTIOM, PEGFILGRASTIM, 6 MG 53,708 ¥ 54,971,854 14% 510,700,485  31% 51,988,741 -40%
3 I EEHEAL-OX AL IPLATIM, 0.5 MG 54,527 51,467,799 13% 515,168,285 44%
4 9355 INJECTICONM, TEASTUFURABR 10 MG S2.088 24000855 120 519169 149 55% 50
@93&5 INJECTIOM, PEMETREXED, 10 MG 54,781 ¥ 52,576,902 7% 521,746,052 63% -5515,380 @
6 19171 INJECTTON DOCETAMES s il L e L o P T [ s S0
712469 INJECTIOM, PALOMOSETROMN HCL, 25 5319 51,074,060 3% 524,494,040 T1% 50
8 Jo641  INJECTION, LEVOLEUCOVORIN 41,769 4315,550 2% 25,309,590 73% 40
9 19055 INJECTIOM, CETUXIMAEB, 10 MG 53,757 ¥ 5807,772 2% 526,117,362 75% 50
10 J9395  INJECTION, FULVESTRANT, 25 MG $1,518 $759,090 2%  $26,876,452 73% 40
11 19265 INJECTIOM, PACLITAXEL, 30 MG 5582 5667,329 2% 527,543,731 T79% 50
12 19264  INJECTION, PACLITAXEL PROTEIN- §2.725 ¥ $659,403 2%  $28,203,184 81% 40
ALL OTHERS Siad $6-458-543—19% 534 651 727 100% S0
163 ALL DRUGS 4739 434, 661,727 100% -$3,649,348 -1D
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25%+ of Admissions Are Likely

\CHQR M
Complications of Treatment

Hospital Admissions for Breast, Colon, and Lung Cancer Patients
During and Immediately Following Oncology Treatment in Maine, 2012

Diagnosis Group Admits Diagnosis Adm

Neoplasms 111 32%/ \
Diseases of the Digestive System 35 /’gﬁ \

Persistent Vomiting 4 1%
Diseases of the Respiratory System 37 9%

Pneumonia 14 4%
Diseases of the Circulatory System AD 9%
Diseases of Blood and Blood-Forming Organs 29 8%

MNeutropenia 19 5%

Anemia/Pancytopenia 10 3%
Injury and Poisoning I 22 6%

Postoperative infection 18 5%
Symptoms, Signs and Ill-Defined Conditions 21 6%

Mausea with vomiting 8 2%

Fever 3 1%
V-Codes | 13 5%
Diseases of Nervous System and Sense Organs \14 4%

Septicemia 9 3%
Endocrine, Nutrition and Metabolic Disorders, and Immuni’ \Kl 4%

Dehydration 6 2%
Diseases of the Genitoruinary System B\ 3%

Acute Kidney Failure 4 1%
Diseases of Musculoskeletal System 5 \%
Mental, Behavioral, and Neurodevelopmental Disorders 3 1%\ /
Diseases of the Skin and Subcutaneous Tissue 3 1% \ /
Infectious and Parasitic Diseases 2 1% \ /
Congenital Abnormalities 1 0%
Complications of Pregnancy and Childbirth 0 0%
Conditions Originating in the Perinatal Period 0 0% J——
TOTAL 347 100% C 21%
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Big Opportunities for Savings

Through Changes in Several Areas

Commercial Spending on Healthcare Services During Treatment

for Breast, Colon and Lung Cancer Patients in Maine, 2012
1,546 Patients with Breast, Lung or Colon cancer receiving Chemotherapy

Service Type

E&M
Infusion
MNew Payments
New Patient ($250)
Care Management (5225 x 9)
Testing
Drugs
Other
Emergency Room
Inpatient Hospital Stays
Total

%of Average Per
Total Total Patient Revised % Chg
3% 51,417 $1,417 0%
7% 53,132 53,132 0%
$250 <:< New Payments to
$2.025 Practice
8% 53,857 | $3,664  -5% Offset by Savings in
50% 422 586 420,328 -10% Testin g and |
20% 59,279 59,279
1% 5435 9326 -25% éand Savi pg:s
10% 4751 83563 -25% ED Visits & Admits
100% 845 456 843984  -3.2%
Increase in Practice 5%: Met Payer Savings:
53,517,150 52,277,053

Win-Win
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Instead of Trying to Put More

\CHQR _
Bandaldsona Br oken ¢

N Va l-Based nNAPMs Built on
PurchasiFmg Architectureo

FFS

ANo payment for

services that
will benefit
patients

A ower
revenues from
reducin
avoidable costs

FFS

ANo payment for
services that
will benefit
patients

A ower
revenues from
reducin
avoidable costs

FFS

ANo payment for
services that
will benefit
patients

AL ower
revenues from
reducin
avoidable costs
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We Need True Payment Reforms:

\CHQR
Accountable Payment Models

N Va l-Based nNAPMs Built on
PurchasiFmg Architectureo

Accountable
Payment
Models

AFlexibility to
deliver services
patients need

AAccountability for
costs the provider
can control

AAccountability for
quality the
provider can
control

AAdequate
ayment for
igh-quality care
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Other Specialties/Conditions

\CHOR -F . .
Face Similar Kinds of Barriers

A Heart Failure

I Inadequate payment for time needed for
diagnosis and treatment planning

I Inadequate pa%ment for shared decision-making
with patients about appropriate treatment

I Inadequate payment for patient education and
medical management of cardiac conditions

I gg ayment for phone/email consultation with
S

I Dependence on testing and procedures to
subsidize other services

© 2009-2015 Center for Healthcare Quality and Payment Reform www.CHQPR.org 99



Other Specialties/Conditions

\CHOR -F . .
Face Similar Kinds of Barriers

A Heart Failure

I Inadequate payment for time needed for
diagnosis and treatment planning

I Inadequate pa%ment for shared decision-making
with patients about appropriate treatment

I Inadequate payment for patient education and
medical management of cardiac conditions

I gg ayment for phone/email consultation with
S

I Dependence on testing and procedures to
subsidize other services

A Musculoskeletal Pain/Arthritis

I Inadequate payment for time needed for
diagnosis and treatment planning

I Inadequate pa%ment for shared decision-making
with patients about appropriate treatment

i Inadequate payment for non-surgical
management of joint and back pain

I Dependence on surgery to pay for practice costs
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Physicians in Oregon

\cHaR . . .
Working to Design Solutions

A Heart Failure

I Inadequate payment for time needed for
diagnosis and treatment planning

I Inadequate pa%ment for shared decision-making
with patients about appropriate treatment

I Inadequate payment for patient education and
medical management of cardiac conditions

I gg ayment for phone/email consultation with
S

I Dependence on testing and procedures to
subsidize other services

PRELIMINARY DRAFT - FOR DISCUSSION
IMPROVING MUSCULOSKELETAL CARE
IN CENTRAL OREGON

A Musculoskeletal Pain/Arthritis e
i Inadequate payment for time needed for EEEEEL
diagnosis and treatment planning

I Inadequate pa%ment for shared decision-making
with patients about appropriate treatment

I Inadequate payment for non-surgical ; E——
management of joint and back pain : e 3
I Dependence on surgery to pay for practice costs
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