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Healthcare Spending Is the

Biggest Driver of Federal Deficits

Projected Federal Spending, 2014-2024 (Billions)
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Federal Cost Containment

\CHQIR _ _
Policy Choices
Cut Services Cut Pay for
to Seniors? Providers?
% %
MEDICARE  _ SERVICES X PAYMENTS TO
SPENDING ~—  TO SENIORS PROVIDERS
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If The Choice Is Rationing or

\CHOR neR
Payment Cuts, Which is Likely?
Cut Services Cut Pay for
to Seniors? Providers?
% %
MEDICARE _ SERVICES X PAYMENTS TO
SPENDING ~  TO SENIORS PROVIDERS
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Guess which one
theyoll try to
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What Other Industry Tries to Cut
Pay for Key Professionals by 20%?

Cumulative Increases Since 2001
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Repealing SGR Is Seen as Higher

\CHQIR |
Payment That Increases Spending
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\cHopm So to Pay for SGR Repeal,

Congress Looks for Other Cuts

Cut Pay for
Providers?
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Win-Lose Approaches Abound:

\CHOR e
PCPs vs. Specialists

Cut Pay for
Specialists?
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Win-Lose Approaches Abound:

\cram . .
Physicians vs. Hospitals

Cut Pay for
Hospitals?
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Government Cuts Lead to

\CHQR
Cost-Shifting to Private Payers
Hospital Payment-to-Cost Ratios

for Private Payers, Medicare, and Medicaid, 1988 17 2008
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Source: Avalere Health analysis of American Hospital Association Annual Survey data, 2008, for community hospitals.
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What Physicians Can Do

\CHQIR
That Congress & CMS Ca n 0
MEDICARE  _ SERVICES X PAYMENTS TO
SPENDING ~  TO SENIORS PROVIDERS
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What Physicians Have to Do,

\CHQIR
Because Congress & CMS Wo n «

MEDICARE  _ SERVICES X PAYMENTS TO
SPENDING TO SENIORS PROVIDERS
Control or | |
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Spending Good Care
< 7 Without Financially
Harming Viable for
Quality Physicians
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Only Win-Win-Win Approaches

\CHOR |
Are Sustainable
Win for Win for Win for
Payers Patients Providers
MEDICARE _ SERVICES X PAYMENTS TO
SPENDING ~  TO SENIORS PROVIDERS
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Reducing Costs Without Rationing:
Can |t Be Done?
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Reducing Costs Without Rationing:

\CHQR |
Prevention and Wellnhess
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Reducing Costs Without Rationing:

\cHam . o
Avoiding Hospitalizations
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Reducing Costs Without Rationing:
Efficient, Successful Treatment
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\CHQR
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Reducing Costs Without Rationing
Is Also Quality Improvement!

[ Healthy CContinued | Better Outcomes/Higher Quality
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Instead of Starting With How to

\CHQIR e
LmtCare for Pa

Contributors to Healthcare Costs
How Do We Limit:
ANew Technologies
AHigher-Cost Drugs

APotentially Life-Saving
Treatment

>
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We Should Focus First on

\CHQR |
How to Improve Patient Care

Contributors to Healthcare Costs
How Do We Help:
APatients Stay Well

AAvoid Preventable Emergencies
and Hospitalizations

ow Do We Limit:

AEliminate
Errors and Safety Problems

AReduce Costs of Treatment

AReduce Complications and
Readmissions
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How Big Are the Opportunities?
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\CHQR

5-17% of Hospital Admissions

Are Potentially Preventable

Source:
AHRQ
HCUP
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Millions of Preventable Events

I\CHQR

\ Harm Patients and Increase Costs
# Errors | Cost Per
Medical Error (2008) Error Total U.S. Cost

Pressure Ulcers| 374,964 $10,288 $3,857,629,632
Postoperative Infection| 252,695| $14,548 $3,676,000,000
Complications of Implanted Device 60,380 $18,771| $1,133,392,980
Infection Following Injection 8,855| $78,083 $691,424,965
Pneumothorax 25,559 | $24,132 $616,789,788
Central VVenous Catheter Infection 7,062 $83,365 $588,723,630
Others| 773,808 $11,640| $9,007,039,005
TOTAL| 1,503,323| $13,019| $19,571,000,000

3 Adverse Events Every Minute

Source: The Economic Measurement of Medical Errors, Milliman and the Society of Actuaries, 2010
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Many Ways to Reduce Tests &
Services Without Harming Patients

American Society of Nephrology

---.:--f

American Academy of Allergy, Asthma & Immunoclogy

= Choosing
.W|sely

The American Society of Clni
and defivery of high-quality p:
of patients with cancer. After
use and ciinical value are not
carefully considered i their us
may be part of the trial protac

American Society of Clinical Oncology

ASC@)

__ﬂluunnuu!

2Phancing

American Society of Nuclear Cardiology

American College of Radiology

\BIM

)Il\-—:
1

\ le fc
ancer treg
Studies show £
Exceptions inch
" e, muation
Implementatior]

Don't perf
at low risk|
-+ imaging with P

evaluation of |
- Evidence doss

antigen (PS4 <
- Unnecessary i

Don't perf
at low risk
+ Imaging with P}

evaluation of |
- Inbreast cance|

individuals with
+ Unnecessary inl

Don't perf
bone scan|
curative in|
+ Surveillance ted

cancar that has]

tumor markers
- False-positive |

Don't use
patients w

- ASCO guideiing
regimen.

+ Exceptions s

= Choosing
.Wlsely

American Academy of Family Physicians

o

Red flags Include, but are not Iimited o, severe or progr
are suspected. Imaging of the lower spine before six we
common reason for all physician vists.

Don't routinely prescribe ar
sinusitis unless symptoms |
worsen after initial clinical i

Symptoms must include discolored nasal secretions and
1o aviral Infection that will resolve on Its own. Despite o
percent of ouipatient visits for acute sinusitts. Sinusitis a

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

DEXA 15 not cost effective In younget, low-risk patients, b

Don’t order annual electroqg
screening for low-risk patie|

There Is ittle evidence that detection of coronary artery
ourtcomes. False-positive tests are likely to lead to harm
harms of this routine annual screening exceed the poten}

Don't perform Pap smears
had a hysterectomy for non|

Most cbserved abnormalties In adolescents regress sponf
addiional testing and cost. Pap smears are not helpful In
improved outcomes.

dck pain within the first six we

HYSICIANS

Five Things Physicians
nd Patients Should Question

eks, unless

ssive neurological deficts or when serious underlying conditions such as osteomyeltis
ks does not mprove outcomes, birt does ncrease costs. Low back pain s the fifth most

tibiotics for acute mild-to-moderate
hst for seven or more days, or symptoms
mprovement.

facial or dental tendemess when touched. Most sinusitis In the ambulatory setting 15 due
isistent recommendations to the confrary, antibiotics are prescribed in more than 80
counts for 16 million office visits and $5.8 billion In annual health care costs.

absorptiometry (DEXA) screening
ounger than 65 or men younger than

it 15 cost effective In clder patients.

ardiograms (EKGs) or any other cardiac
hts without symptoms.

tenasis in asymptomatic patients at low risk for coronary heart disease Improves healtn
Jhrough unnecessary freatr Potential
12l beneft

n women younger than 21 or who have
-cancer disease.

faneously, therefare Pap smears for ths age group can lead to unnecessary anxiety,
omen after hysterectommy ffor non-cancer disease) and there Is litte evidence for

= Chancine .

American College of Cardiology

American College of Physicians

Five
and Patig

ardiac ir
uation o
sk markers are pres

Asymptomatic, low-risk patients account for up to 45 percent of unnecessary

findings ara present: diabetes In patients older than 40.years-old; penpharal 3
heart disease events.

Don't perform annual stress cardiac i
non-invasive imaging as part of routin
asymptomatic patients.

Performing stress cardiac maging of advanced nonnvasive Imaging in patierf:

fo two years or at a heart procedure anniversary) rarely results n any meanin
unnecessary Invasive procedures and excess radiation expasure without any
b for patients more than five years after a bypass operation.

Don't perform stress cardiac imaging
imaging as a pre-operative assessmel
undergo low-risk non-cardiac surgery,

AMERICAN

COLLEGE of

CARD]OLOG‘:’

Ihings Physicians
znts Should Question

dvanced non-invas
nts without cardiac symptoms

creening " Testing shouid be perfommed only when the folowing
ftenial disaase; or groater than 2 percent yearly sk for coronary

haging or advanced
e follow-up in

s without symptoms on a serial or scheduled patter (2.9, every one
pful change In patient management. This practice may, In fact, lead to
Jroven impact on patients' outcomes. An exception to this rle would

pr advanced non-invasive
ht in patients scheduled to

g Is not seful for loweisk
the patient's chnical management or outcomes and wil rasult In Increased co:

Don't perform echocardiography as rd
asymptomatic native valve disease in
signs or symptoms.

Patients with natwe valve discasa usuall have years without symptoms befor}
yearly unless there I a change n dlinical status.

Den't perform stenting of non-culprit
coronary intervention (PCI) for uncomj
ST-segment elevation myocardial infa
Stent placemeant In a noninEarct artery during pamary PCIfor STEMIn a

. cataract removal. These types of tests do not change
=

utine follow-up for mild,
ladult patients with no change in

} the onset of detenoration. An echocardiogram is not recommended
lesions during percutaneous

plicated hemodynamically stable
ction (STEMI).

complications. While potentallybenefical In patients with hemodynamic compr
demonstzated benefit m chinical rtals to date.

atio patient may lead to
mise, intervention beyond the culprt lesion during primary PCI has not

Physicians
hould Question

Correce oF Paysicians™
juoiciw | Dactors for Adults

gram testing in
risk for coronary

q for coronary heart disease with exercise

non-specific

following a history and physical examination
scan, or magnetic resorance Imaging (MRY)

mal neurological
es (CT or MRI).

Jeurologic symptoms or signs, the lkelihood
e not Improved with brain imaging studies.

nous thromboembo-
heasurement as the
tudies as the initial

jtive high-sensitrvity D-dimer measurement
in the absence

bay.

Jny meaningful changes In managemant.

pse
lidated
expenso

prate

Ind certain
b, but
Jfirm or

hts

d by
yraph Is
rthan

pd
as

d hands.
results
wcellent

en are
quality
se fem

lowing
art

vea
ilar

asive
ents

rgaing
freased
rdiac

pedical
reduce

for this complication (due-to age, medical history, or disease characteristics).

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



