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INTRODUCTION

A. The New Health Care Is a Team Game - Building upon the momentum of other growing trends
toward changing payments to incentivize better population health and lower costs such as the Medicare
Shared Savings Program and movement of Medicaid and commercial payers to value-based contracts,
“MACRA,” the Medicare Access and CHIP Reauthorization Act of 2015, will radically change America’s
health care delivery landscape. The transformation of the delivery model has been progressing in recent
years from fee-for-service (which has had the unfortunate unintended consequence of paying more money
for more, not better care) to pay-for-value (which rewards better outcomes at lower cost). However, to
a large degree, the transformation has been slowly implemented. MACRA has fixed deadlines and
significant financial bonuses and penalties and should not only significantly impact provider Medicare
fee reimbursement, but motivate other payers to shift as well. A fundamental premise of value-based
care is to achieve better health status and reduced avoidable overall costs for patient populations. This,
in turn, is almost impossible to achieve if providers continue practicing in silos, within a fragmented
and uncoordinated “non-system.” Put another way, practicing in integrated care teams is the proverbial
low-hanging fruit in the new health care to drive “value,” defined for purposes of this Manual simply as
achieving the highest quality at the lowest costs.

Surveys show that the majority of affected providers with substantial Medicare Beneficiary populations
are either totally or mostly unfamiliar with MACRA." Anecdotally, it is clear that even fewer comprehend
that the now-delayed “cost” measurement upon which they will be graded within its Merit-Based Incentive
Payment System (“MIPS”) and the Advanced Alternative Payment Model (“Advanced APM”), components
of MACRA will generally judge them on the overall costs for the patients they touch, not just their own
costs. This is as radical as it is not understood. For example, as Mark McClellan, M.D., Ph.D. wrote
recently, though a primary care physician receives 6-8 percent of this sum, the patients of a typical primary
care physician in this country consumes roughly $10-million annually in health care costs.? The MACRA
MIPS model clearly requires and incentivizes coordinated care across the care continuum. Under the
Advanced APM category, all the qualifying models for Advanced APM call for integrated care. The impact
of MACRA virtually guarantees that value-based payment will be a dominant payment model.

Other private and public payment initiatives, like accountable care organizations, continue to grow, as
well. For example, the “accountable” part of “accountable care organization” denotes that all providers

" HIT Consultant, www.hitconsultant.net/2017/06/29/ama-kpmg-macra-gpp/ (June 29, 2017).
2McClellan, Mark, et al., Health Care Reform and Physician-Led Accountable Care: The Paradox of Primary Care Leadership, Brookings, www.brookings.edu/
opinions/health-care-reform-and-physician-led-accountable-care-the-paradox-of-primary-care-leadership/.
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are now dependent on each other, across specialties, to manage the health status and total overall costs
of its patient populations. No longer is doing well as an individual enough. The bottom line is that the
influence of MACRA removes all doubt that value-based care is inevitable and that thriving in such an
environment, where providers are compensated based on the overall costs of their patients, requires
interaction across specialties. The new health care is a team game.

For purposes of this Manual, the teams are generally termed accountable care organizations (“ACOs”)
or clinically integrated networks (“CINs”), but clearly can embrace any grouping of providers working
jointly under value-based payment models, including single tax ID multi-specialty entities, Independent
Physician Associations, and virtual networks.

B. MACRA Is Not Going Away — MACRA was passed by both chambers of Congress with strong
bipartisan support.® Implementing regulations have now been promulgated by both the Obama and
Trump administrations.*

C. Change Is Hard — We are moving inexorably to a team-oriented value-based payment model for
integrated population health. This will require a disruptive transformation of health care delivery. Such
a fundamental change is extremely difficult, and there is a natural tendency to resort back to fee-for-
service business practices even once in an integrated or alternative arrangement. Additionally change is
difficult even when there is universal support, which this movement has never purported to have. While
adaptation is occurring at different rates around the country, the state of things described by Harold Miller
in 2009 still holds true in many areas:

“IO]ne of the problems with healthcare in the U.S. is that there is little or no coordination between
primary care physicians and specialists, or between multiple specialists treating different
conditions affecting the same patient. This can result in problems such as duplication of testing
and conflicts between medications ordered by different physicians that lead to higher costs and
poorer outcomes. Moreover, a recent study suggests that many of the visits made to specialists
after initial referral are for routine or preventive care that could be more cost-effectively delivered
through the patient’s primary care practitioner. ...

“This is likely in part a result of the dysfunctional fee-for-service system in the U.S., which pays
each specialist independently for whatever they choose to do, including ordering duplicative
tests, but pays no one to provide coordination. In many cases, more coordinated care could be
provided by having the specialist consult with the primary care physician about how the primary

3 The Medicare Access and CHIP Reauthorization Act of 2015 (“MACRA”) as passed in April 2015 with a 92-8 Senate vote, and 392-3 House of Representatives vote.
4 During the Obama Administration, the Final Rule implemented by the law was published on October 14, 2106. During the Trump Administration, a Proposed Rule to
ease administrative burdens was published on June 30, 2017.
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care practice can comprehensively manage the patient’s care, rather than having the specialist
separately manage a portion of the care. Here again, the fee-for-service system is a barrier, since
the specialists are paid for face-to-face visits with patients, but are typically not paid when they
provide advice directly to the primary care physician.

“Clearly, one of the opportunities for improving the efficiency and effectiveness of healthcare in
the U.S. is rationalizing the roles of primary care physicians and specialists. ... [A] primary care
practice will need to have a good working relationship with specialists in order to avoid overlaps
and gaps in care and to achieve the best outcomes for their patients. ...

“The important factor will be the ACO’s ability to successfully work with a comprehensive set of
specialists to achieve the most coordinated, efficient care of the patients for whom the ACO is
accountable.”

As of this writing, it may be said that CINs, ACOs, and other value-based care teams are starting to
emerge from primary-care only prevention and wellness activities—ACO 1.0, as it were—to ACO 2.0, of
strategically utilizing value-adding specialties to address the diagnoses and process flaws of their patient
population. But, there is no question that, from a cultural standpoint, this is hard.

D. NCQA Patient-Centered Specialty Practice Program — Building upon the principles enunciated
by Mr. Millerin I.C. above, this program was designed to link specialties across the spectrum in coordinated
care. The NCQA states that: “Practices that become recognized will demonstrate patient-centered care
and clinical quality through streamlined referral processes and care coordination with referring clinicians,
timely patient and caregiver-focused case management, and continuous quality improvement.” ©

E. This Manual Is a Compilation of Single-Specialty White Papers — In what some may look back
on as remarkable prescience, beginning in 2011, different medical and health care facility professional
associations and societies pooled resources to develop multiple white papers to provide practical insights
for the members of each respective association to optimize their contributions to, and thus their rewards
from, the then new value-based care. This group, called the “Toward Accountable Care Consortium,”
(“TAC”) now includes over 40 members. The current membership can be found at www.tac-consortium.
org/about/members/. The white papers on each topic combined the “best of the best” national research
on what is working elsewhere with actual examples from practicing providers and leaders for each paper
assembled into “Accountable Care Workgroups” for their respective specialties. The practical insights
of these Accountable Care Workgroups will be referenced regularly throughout this Manual. The white

5 Harold Miller, How to Create Accountable Care Organizations, CHQPR, p. 13.
8 NCQA, Patient-Centered Specialty Practice Recognition, www.ncqga.org/programs/recognition/practices/pateint-centered-specialty-practice-pcsp (downloaded
December 2017).
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papers included general overviews of the essential elements for any successful CIN or ACO, in value-
based care, an analysis of legal issues unique to this new delivery model, merit-based shared savings
strategies, and special guidance for rural health care and the use of community health resources.

But, the core activity of the TAC over the six-year period was the creation of specialty-specific guides
addressing the best ways for each to contribute significantly in value-based integrated care environment.
The guides are as follows:

Specialty-Specific Toolkits

* The Anesthesiologist’'s ACO Toolkit

* Accountable Care Guide for Cardiologists

e Accountable Care Guide for Child Psychiatry

e Accountable Care Guide for Dermatologists

* Accountable Care Guide for Emergency Medicine Physicians
e The Family Physician’s ACO Blueprint for Success

e Accountable Care Guide for Gynecologists

e Accountable Care Guide for Hospice and Palliative Care
e Accountable Care Guide for Hospitalists

* Accountable Care Guide for Internal Medicine

e Accountable Care Guide for Nephrologists

* Accountable Care Guide for Neurologists

* Accountable Care Guide for Obstetricians

* Accountable Care Guide for Oncologists
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* Accountable Care Guide for Ophthalmologists

e Accountable Care Guide for Orthopaedists

* Accountable Care Guide for Pediatric Care

* Accountable Care Guide for Psychiatrists

* A Guide for Optimizing the Role of Health Departments in Accountable Care
e Accountable Care Guide for Pulmonologists

e Accountable Care Guide for Radiologists

e Accountable Care Guide for Rheumatologists

* Accountable Care Guide for Urologists

General Toolkits

e The Physicians Accountable Care Toolkit

* Rural Accountable Care Guide

e Accountable Care Guide for Community Health Partners

e Accountable Care Legal Guide

e The Bundled Payment Guide for Physicians

» Distribution Based on Contribution: A Merit-based Shared Savings Distribution Model
* The Physician’s CIN and ACO Contracting Guide

This undertaking required hundreds of hours of research and input by professionals. It was underwritten
by in-kind contributions from numerous contributors and the generous financial support of The Physicians
Foundation. The grant required that all work product be shared without charge. This Manual is a
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distillation of these more inclusive single-specialty efforts, and you may find resorting to them useful if
you need more detail or context. Unlimited free downloads of all the Toolkits, are available at http://www.
tac.consortium.org/resources/.

F. How to Optimize the Role of Specialists In, and Thus the Success of, Your CIN/ACO — The
pertinent substance of the compiled aforementioned white papers have been distilled into this Manual. It
may represent the first-ever collection of such strategies for CINs and ACOs. It is recommended that you
not just plunge into these, but follow a plan. You may consider the following approach:

* A primary care core is essential. Not only is it the only group of specialties required under
the Medicare Shared Savings Program (“MSSP”), but virtually all of the high-value initiatives
identified by TAC’s research—prevention, wellness, complex patient management, reduced
hospitalizations, etc.—are in primary care’s wheelhouse.

* Do a gap analysis. A gap analysis, sometimes called a “patient stratification,” identifies the
gaps in care and processes for your patient populations and the patients they impact. Where
are care costs and processes less than ideal? Who are these patients? This is a huge benefit
of value-based population health care versus fee-for-service where one was often relegated to
reacting to individuals who self-present for care. Find out what diagnoses and which processes
are amenable to improvement.

* Be strategic about which specialties to add. The gaps will reveal game plans and ideal care
teams to mitigate those gaps. Armed with that knowledge, you can then select which specialists
you will need and how many.
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Activity Expected Impact Time to Impact
Transitions of care management Reduce readmissions 3 months
Case management for high-risk patients | Reduce primary admissions and ED | 3-6 months
Effects with targeted conditions: diabetes,
Within heart failure, COPD
Months
Case management for other high-risk Reduce primary admissions and ED | 612 months
patients
Pharmacy management Increase generic use 6-12 months
Mursing home management Reduce readmissions)/primary 12-18 months
admissions
Effects
Withim More efficlent specialists and ancillary Decrease cost per episode of care 12-18 months
1-2 ¥ears providers
High-end imaging Reduce unnecessary testing 12-18 months
Interventions for low-risk chronic Improved control; avoid 2-5 years
disease patients: disease registries, complications
Effects chironic disease care optimization
Within
3-5+ Preventive care; scregning; lifestyle Earlier identification and 2-5+ years
Years change; wellness treatment; decrease incidence of
chironic diseases
Source: Geisinger

COMPLEX

CARE

Patients with multiple,
ongoing medical and soclal concerns.

CASE MANAGEMENT

Patients with acute, time-limited medical
needs.
DISEASE MANAGEMENT

Patients with single [or non-complicated) chronic
conditons.

California Quality Collaborative
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e Grade all specialties on performance. The subsequent chapters of this Manual will articulate
the best practices of each specialty and offer metrics where they have been credibly developed.
All participants in a CIN/ACO should be ranked according to highest-value. CINs/ACOs are
being selected by payers in “narrow networks.” Some are generating substantial performance
bonusesCompetition can be keen among specialty practices to be on those CINs/ACOs’ short
lists for referrals as high-value specialists. Within a network, performance payments should be
allocated based on relative value contributions, down to the individual physician. Chronically
low-performers should be dropped from the CIN/ACO if unresponsive to remediation; in fact,
CMS requires ACOs in the MSSP to take remedial action including the potential termination of
chronically low performing practices.”

The idea is not just to assemble a bunch of specialists, but rather to form your “dream team” of handpicked
people who possess the identified skillsets needed, and who “get it” and are on the same page as
you on optimum behavior to maximize their role in attacking the identified gaps in care. Many CINs/
ACOs have failed because they did not follow this approach—they followed the fee-for-service approach
of assembling as many physicians and specialties as possible, hoping for referrals. This Manual will
hopefully give you a roadmap to know how to strategically assemble that select team and the roles they
can play.

G. How to Use this Manual — The rest of this Manual is divided into chapters—one for each medical
specialty. Once you know the specialties involved in care of patients in your population that fall into the
identified avoidable gaps, then review the strategies offered for those specialties found in their respective
designated chapters. Multiple specialty strategies may be coalesced for particular disease states, such
as complex patients with multiple co-morbidities.

742 Part 425.116(7)
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A. ANESTHESIOLOGISTS

. Why and How You May Want to Utilize Anesthesiologists in Your CIN/ACO

A. Perioperative Process Improvement — A clear opportunity for your ACO is to use anesthesiologists
to lead perioperative process improvement. This includes primary care coordination to have the patient’s
diagnosis and preparation optimized, and all relevant data from the medical home presented preoperatively.
The anesthesiologist can be part of the perioperative team to schedule the surgery and the transition of
the patient from the outpatient to the inpatient setting.

Once in the perioperative setting, the anesthesiologist can lead development of pre-, intra-, and post-
operative protocols. Members of the Accountable Care Workgroup of the North Carolina Society of
Anesthesiologists, suggested a number of possible evidence-based best practice protocol steps to
improve the perioperative process:

e Develop preoperative screening criteria for specific procedures and/or complex patients (i.e.,
morbidly obese; ESRD or HD).

* Monitor and minimize anesthesiologist-related delays.

e Monitor and minimize surgeon-controlled delays.

* Enable and incentivize anesthesiologist frontline leadership in through-put.
e Ensure SCIP initiatives met.

e Postoperative pain control protocols and best practices.

e Optimal referrals without unnecessary costs or delays.

* Health Information Technology—includes real-time critical information, decision support
for best practices, which follows patient across care settings, “hardwires” ACO initiatives,
and support.

* Coordination to avoid duplication of tests, delays, insufficient referrals, or
compromised actions.
e Identify and correct delays in surgery because of equipment malfunction.

* Localized systems analysis to implement meaningful start time and through-put improvement.
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B. Inpatient Link to Medical Home — Primary care/medical home initiatives have been the first ACO
activities implemented in many areas. As the reach of these initiatives extends to the in-patient setting,
anesthesiologists can be utilized in leadership roles, particularly for patients who will be having surgery.
They are comfortable with systems, technology, protocols, clinical management, and working with diverse
health care providers. Their role in the preoperative evaluation and handoff from the Medical Home
present opportunities to become involved, if not lead. Is there a recurring frustrating type of surgical or
pain procedure? Are there patterns causing frequent delays, errors, bad results, and/or gaps in care?

Strategic Note: The value of the use of anesthesiologists is amplified if they help create the outpatient/
inpatient bridge. Their role in pre-operative assessment positions prepares them well for this role.

C. High-Impact Avoidable Adverse Events — In 1999, the Institute of Medicine published its landmark
study entitled To Err is Human, reporting that as many as 98,000 people die each year in hospitals as a
result of medical errors that could have been prevented.? As follow-up, the Office of Inspector General
(“OIG”) of the Department of Health and Human Services undertook a study entitled Adverse Events
in Hospitals, issued in November of 2010.° This analysis surveyed the adverse events of Medicare
patients, those that were avoidable, and ranked them according to the greatest harm. In the Winter of
2010/2011, the NCSA Accountable Care Workgroup reviewed these results and prioritized the avoidable
adverse events over which anesthesiologists might exert the greatest reduction. These are apt for ACO
targeting for the obvious health policy reasons, but also because the OIG recommended that “CMS look
for opportunities to hold hospitals accountable for adoption of evidence-based practice guidelines,” and
CMS commented that it will “aggressively pursue” lowering the incidence of these adverse events.

ACOs are targeting for the obvious health policy reasons, but also because the OIG recommended
that “CMS look for opportunities to hold hospitals accountable for adoption of evidence-based practice
guidelines,” and CMS commented that it will “aggressively pursue” lowering the incidence of these
adverse events.

D. Complex Obese Patient Pilot (“COPP”) Case Study — The COPP is an example of an initiative
that can be aided by anesthesiologists. The project was good for a case study in that: (a) it meets most
of the categories recommended for ACO targeting (b) it scores high using on the local project selection
criteria, and (c) when reviewing this against the recommended anesthesiologist ACO initiatives above, it
is clear that anesthesiologists can contribute in multiple ways.

8 To Erris Human: Building a Better Health System, Institute of Medicine (Nov. 1999).
 Adverse Events in Hospitals: National Incidence Among Medicare Beneficiaries, Department of Health and Human Services, Office of Inspector General (Nov. 2010.
(27% of patients suffered adverse events or temporary harm; 44% of those were clearly or likely preventable; $4.4 billion in added costs per annum.)
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What is the Complex Obese Patient Project (“COPP”)?

COPP is a replicable shared savings pilot project focusing on the complex obese patient population using
best practices across the continuum from diagnosis to discharge, created by a multi-disciplinary team with
the goal of increasing quality, patient satisfaction, and savings for this patient population. Initial thinking
has identified potential opportunities for (1) better information at the primary care diagnosis and treatment
design phase, (2) better information flow along the entire continuum of care, (3) improved transition
from the outpatient to the inpatient setting, (4) improved perioperative processes and outcomes, and (5)
improved post-op follow up. To align incentives to create the highest quality at the lowest overall cost, an
important feature of COPP would be a shared savings payment component, which would be in addition
to fee-for-service payments.

Why COPP Now?

* |t targets some clear disconnects in our current fragmented system. Significant savings are
anticipated in high-yield areas of: prevention, chronic disease management, care transitioning,
and process improvement.

* Champions from different specialties and hospital administration have been identified.

e Tackling the obesity epidemic and the cost impact of the “super-utilizers” are in the national
health policy forefront.”® It tackles this group, which is roughly 5% of the typical patient
population but consumes over 50 percent of that population’s total health care expenditures.

* A small pilot with champions and likely high-impact initiatives may be appropriate to spark a
“spiral of success” in working together in the future to achieve greater value in health care.

The prospects are reasonably high for there to be a meaningful shared savings pool. If this
happens, it will be much easier to generate buy-in for additional successful projects.

Executive Summary
e Diagnosis and Treatment Planning. The primary care physician, preferably in the Medical Home

model, will have better access to relevant data and evidence-based best practices. A complex
obese patient comprehensive data template will facilitate intake and later hand-offs. This will

10 “Two-thirds of adults and nearly one in three children are overweight or obese. ... The sobering impact of these numbers is reflected in the nation’s concurrent
epidemics of diabetes, heart disease, and other chronic diseases. ... This future is unacceptable.” (Message from the Surgeon General, The Surgeon General’s
Vision for a Healthy and Fit Nation, 2010, U.S. Dept. of Health and Human Services.) See, The Hot Spotters—Can We Lower Medical Costs By Giving the Neediest
Patients Better Care? (Atul Gawande, The New Yorker, January 24, 2011.) “Spending per capita for obese adults exceeded spending for adults of normal weight by
about 8% in 1987, and by about 38% in 2007.” (The Congressional Budget Office, How Does Obesity in Adults Affect Spending on Health Care?, September 8, 2010.)
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build upon existing hospital diabetes and other initiatives. A multi-disciplinary Complex Obese
Patient Support (“COPS”) team (nutritionist, mental health professional, orthopedic pain
management specialist, clinical pharmacist, case navigator, etc.) will provide real or virtual
access to specialized expertise for optimum diagnosis and treatment planning."

*  Wellness/Lifestyle Management. Continued access to the COPS team to manage and identify
co-morbidities and weight-loss techniques. Tools for patient education and engagement.
Relevant decision support and clinical data follows patient through virtual-provider workstation.

e Surgery.

o Non-Weight-Loss Surgery. These are often very difficult surgical candidates with many
medications, co-morbidities, sleep apnea, and other high-risk issues. However, they often
require surgeries due to poor health status. The multi-specialist team will have best
practices for pre-surgical evaluation, data transfer, anesthesia-specific pre-op, cardiac
evaluation, OSA screening, HTN screening, upper Gl if appropriate, patient-education,
airway assessment, and possible need for tracheotomy, etc. There will be enhances
transition coordination with the Medical Home. The surgery would follow
optimum perioperative process best practices and utilize the virtual-data workstation.
Post-op and post-discharge, the patient is transitioned back to the Medical Home. The
physicians have met several times to map out preliminary pathways from the initial visit to
three years post-surgery follow-up.

o Weight-Loss Surgery. Same as other surgeries, but would be recommended only if the
patient is unsuccessful losing weight by all other measures after a six-month + period,
the patient is otherwise a proper candidate (i.e., BMI and health status) and the surgery
otherwise comports with evidence-based best practices. A special post-weight-loss-surgery
patient follow-up protocol will be managed by the Medical Home physician with ongoing
support from the COPS team. Currently, the surgeon usually provides medical and lifestyle
management for these patients for up to three years.

* Reporting/Shared Savings. Appropriate quality, patient satisfaction, and cost-effectiveness
performance metrics will be established using nationally recognized benchmarks. If the quality
and satisfaction standards are met, and there are savings for this patient population enrolled with
a particular payer, 50 percent of those savings would be distributed to care providers roughly in

" “There is little or no coordination between primary care physicians and specialists, or between multiple specialists seeing the same patient ... rather than having
the specialist separately manage a portion of the care.” Harold Miller, How to Create Accountable Care Organizations, Center for healthcare Quality and Payment
Reform.
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proportion to their relative estimated contributions to the savings pool. Financial predictive modeling
is anticipated.

Preliminary “SWOT” Analysis

» Strengths — Chances for success high—targets four of the top five recommended areas for
collaborative care (prevention/wellness, chronic disease management, transitions across fragmented
parts of system, and multi-specialty complex patient management. Would not likely impact the fifth
area: reduced hospitalizations). Natural collaboration and transition opportunities.

* Weaknesses — Physicians lose some independence. Hospital loses some control. Hasn’t been
done before. Participants already are too busy. Do | trust my partners enough? Do we have an
interested payer? Will this cost money? Will | lose volume?

*  Opportunities — Low-risk pilot. Good way to begin building culture and skills. Existing champions.
(Primary care, anesthesia, surgical, other.) Could build market share. Great potential ROI
documentation for bariatric surgery. Politically consistent with health policy objectives, image, and
community benefit.

* Threats — | might not get fair credit. The data and/or the money will be manipulated. Still in the
fee-for-service environment. This is too early to create a precedent that might reduce hospitalization
and surgical volumes even though this one won’t. | have other priorities. I'm wary of shared-savings
methods.

On the other hand, what is the threat of not doing this? Do we risk being unprepared when the transition
hits the tipping point of value-based reimbursement?

E. Other — Please see The Accountable Care Manual for Anesthesiologists, which may be
downloaded at http://www.tac-consortium.org/resources/

F. PCSP Standards — The NCQA Patient-Centered Specialty Practice standards regarding care
team and patient coordination are recommended generally for all specialists, including
anesthesiologists.
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Il. Metrics

A. Overview — After determining the initiatives involving this specialty that are most appropriate
for your CIN/ACO, to incentivize the desired behavior and outcomes, it is recommended that clinically-
valid metrics track adherence to the chosen activities and accomplishment of the desired results. Use
the available array of measures from various sources as a “menu” from which to start, and then tailor,
prioritize, and weight them to fit your incentivization goals.

B. Initiative — Perioperative Process Improvement

e General

Measure overall improvements in operating room through-put (i.e., “wheels in,
wheels out”).

Measure reduction in anesthesiologist delays.

Measure shorter recovery time trend.

Measure improved primary care and specialist coordination to avoid duplication of tests,
delays, inefficient referrals, or compromised outcomes.

Preoperative screening criteria by diagnosis.

* Specific Protocol Compliance Measurement

page 20

Preoperative readiness process.

Preoperative screening criteria by diagnosis.

On-time starts.

Reduce surgeon controlled delay; targeted cases with greatest time variability by surgeon.
Measure anesthesiologist frontline leadership.

Postoperative pain control process.

Intake process for efficient referrals—active communications with primary care physician.
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C. Inpatient Link to Medical Home — Performance metrics would address success in facilitating
specialist input to assist medical home physician in diagnosis; better admission and discharge
communications and coordination; protocols to smooth transitions; and collecting and delivering relevant
clinical data to the caregiver at the point of care across the continuum.

D. Adverse Events in Hospital — These “efficiencies” or savings, if you will, largely stem from better
quality and cost savings through avoided errors. Efficiency performance metrics will, at best, be incidental

to the quality protocols and metrics.

E. MACRA’s Quality Payment Program MIPS Measures Relevant to Anesthesiology

MEASURE NAME

MEASURE DESCRIPTION

Anesthesiology Smoking Abstinence

The percentage of current smokers who abstain from
cigarettes prior to anesthesia on the day of elective
surgery of procedurs

Coronary Antery Bypass Graft
(CABG): Preoperative Beta-Blocker
in Patients with Isolated CABG
Surgery

Percentage of isolated Coronary Artery Byvpass Graft
(CABG) surgenes for patients aged 18 years and older
who received a beta-blocker within 24 hours prior to
surgical incision

Documentation of Current
Medications in the Medical Record

Percentage of visits for patients aged 18 years and older
for which the eligible professional attests to
documenting a list of current medications using all
immediate resources available on the date of the
encounter. This list must include ALL known
prescriptions, over-the-counters, herbals, and
vitamin/mineral/dietary (nutritional) supplements AND
must contain the medications' name, dosage, frequency
and route of administration.
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Penoperative Temperature
Management

Percentage of patients, regardless of age, who undergo
gsurgical or therapeutic procedures under general or
neuraxial anesthesia of 60 minutes duration or longer for
whom at least one body temperature greater than or
equal to 35.5 degrees Celsius (or 95.9 degrees
Fahrenheit) was recorded within the 30 minutes
immediately before or the 15 minutes immediately after
anesthesia end time

Post-Anesthetic Transfer of Care
Measure: Procedure Room to a Post
Anesthesia Care Unat (PACU)

Percentage of patients, regardless of age, who are under
the care of an anesthesia practitioner and are admitted to
a PACU in which a post-anesthetic formal transfer of
care protocol or checklist which includes the key
transfer of care elements is utilized

Post-Anesthetic Transfer of Care:
Use of Checkhist or Protocol for
Direct Transfer of Care from
Procedure Room to Intensive Care
Unit (ICU)

Percentage of patients, regardless of age, who undergo a
procedure under anesthesia and are admitted to an
Intensive Care Unit (ICU) directly from the
anesthetizing location, who have a documented use of a
checklist or protocol for the transfer of care from the
responsible anesthesia practitioner to the responsible
ICU team or team member

Prevention of Central Venous
Catheter (CVC) - Related
Bloodstream Infections

Percentage of patients, regardless of age, who undergo
central venous catheter (CVC) insertion for whom CVC
was mserted with all elements of maximal sterile barrier
techmique, hand hygiene, skin preparation and, 1f
ultrasound 15 used, sterile ultrasound techniques
followed

Prevention of Post-Operative Nausea
and Vomiting (PONV) -
Combination Therapy

Percentage of patients, aged 18 vears and older, who
undergo a procedure under an inhalational general
anesthetic, AND who have three or more risk factors for
post-operative nausea and vomiting (PONV), wheo
receive combination therapy consisting of at least two
prophylactic pharmacologic antiemetic agents of
different classes preoperatively or intraoperatively

prophylactic pharmacologic antiemetic agents of
different classes preoperatively or intraoperatively

Preventive Care and Screening:
screemung for High Blood Pressure
and Follow-Up Documented

Percentage of patients aged 18 years and older seen
during the reporting period who were screened for huigh
blood pressure AND a recommended follow-up plan is
documented based on the current blood pressure (BF)

reading as indicated
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B. CARDIOLOGISTS

. Why and How You May Want to Utilize Cardiologists in Your CIN/ACO

A. Significant Coronary Costs Which Can Be Impacted Through Integrated Population Health —
According to the American Heart Association, coronary heart disease alone costs the United States
$108.9-billion each year when medical costs and lost productivity are considered.”? Yet only 27
percent of Americans recognize all the symptoms of a heart attack. The Advisory Board Company,

a consultancy, reports that since 97 percent of the highest-cost Medicare patients have at least one
cardiovascular condition, cardiovascular (“CV”) care management strategy should extend beyond the
cardiology service line but across every hospital institution.'

In addition to these high costs, an ACO is in position to inflect substantial reductions in cost while
improving quality. For example, the Heart Function Clinic in High Point, North Carolina, caused a
69 percent decrease in hospital admissions for heart failure and 75 percent reduction in emergency
department utilization for heart issues. Patient care was better, the cardiologists and patients were
happier, and the savings were substantial.

Payers are recognizing cardiologists who demonstrate this leadership through preferential
reimbursement and steerage. In recognition of the potential for high-value cardiologists’ contributions,
Blue Cross and Blue Shield of North Carolina has introduced its “Tiered Network” and cardiology
practices exceeding both quality and cost thresholds are included in their preferred “skinny” network
called “Tier 1.”** Data shows that there is considerable county-to-county variability in risk adjusted
congestive heart failure mortality, illustrating the substantial savings from reduced variability of

care. That 18 out of 48 episodes of care eligible for the Medicare bundled payment initiative relate

to cardiovascular care suggests much available “low-hanging fruit” for cardiologists in value-based
payment.

B. Recommended ACO Initiatives for Cardiologists — The Cardiology Accountable Care Workgroup
found that there are a number of high-impact readily achievable cardiology team contributions to
quality and patient population savings, heretofore not feasible under the fee-for-service system. The
cardiologists’ potential to add value in integrated care is underscored by some telling statistics:

2 Centers for Disease Control and Prevention, Heart Disease Facts, http://www.cdc.gov/heartdisease/facts.htm.

3 The Advisory Board Company, Cardiovascular Roundtable, Power Up Your CV Care Management Strategy, (Jan. 2, 2014), http://www.advisorycom/Research/
Cardiovascular-Roundtable/Resources/2013/Posters.

“ BCBSNC, Tiered Network Product (2014), http://www.bcbsnc.com/content/providers/quality-based-networks/tiered-network.htm.
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e Only 1.1 percent of the population meets all seven of the American Heart Association’s metrics
for ideal health (smoking, BMI, exercise, diet, cholesterol, blood pressure, and HbA1c)."®

* Cardiac-related procedures are 3 of the top 10 drivers of avoidable inpatient admissions.'®

e ACO-like systems of care for acute ST elevation myocardial infarction (STEMI), stroke, and
cardiac arrest have translated into measured quality improvement and cost reductions.!”

For a graphic regarding cardiovascular care management strategy see: http://www.tac-consortium.org/
wp-content/uploads/2014/02/27890_CR_CV_Infographic_Final.jpg.

The most promising and replicable initiatives follow:

There was consensus among the Cardiology Accountable Care Workgroup that avoiding unnecessary
hospitalizations presented the proverbial “low-hanging fruit.” They noted that the aforementioned
American Heart Association’s seven ideal health metrics and tools are very easy to use and can
produce significant savings. As noted, the cardiologist-led Heart Function Clinic reduced admissions by
69 percent.

C. Cardiologist and Primary Care Partnership — One cardiologist noted that her greatest
contribution to value may be as leader of a cardiac care team where “patients | never saw got the right
cardiac care.” The care team needs to coordinate, know their roles, practice to the top of their licenses
and be supervised by a cardiologist. “Supervision” is a carefully chosen role, as cardiologists need
to rationalize how they spend their time. They need to delegate, coordinate and supervise to avoid
managing multiple uncoordinated tasks related to a patient’s care. One Workgroup member noted that
it is inevitable to “make mistakes when you get overwhelmed,” by constantly getting pinged to perform
unrelated delegable patient care tasks.

The team should include primary care medical homes and community public health partners. One
Workgroup member noted that if supported by evidence-based best practices, “primary care physicians
need to measure [such things as] hypertension without a cardiologist.” Clear data feedback algorithms,
standing protocols, referral guidelines and periodic team service line meetings will all benefit team
coordination.

'® http://www.lifescoreprogram.com/what-are-the-american-heart-association-metrics-for-ideal-health.
6 The Advisory Board Company, The Population Health Manager's Playbook for Avoidable Costs, p. 32 (2012).
7 Rokos, Ivan, Creating “Turbo” Accountable Care Organizations for Time Critical Diagnoses, Circulation: Cardiovascular Quality and Outcomes, p. 647.
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This type of cardiologist/primary care partnership teaming to prevent acute cardiac events will
significantly improve health status while reducing hospital admissions. This is becoming the classic
ACO initiative involving many specialists, not just cardiologists. It would not be feasible under the siloed
and fragmented fee-for-service model.

The cardiologists at Cornerstone Health Care ACO based in High Point, North Carolina developed a
multidisciplinary Heart Function Clinic. It is a cardiologist-led collaboration including specially trained
nurses, psychologists, cardiologists, dieticians and frequently their home health and nursing home
providers. It is comprehensive and proactive with frequent office visits and telephone outreach to
patients. It has generated the previously-mentioned 69 percent reduction in admissions and 75 percent
reduction in emergency department utilization for heart issues.

The cardiologists at Piedmont Heart in Atlanta collaborated with Piedmont Healthcare to create
integrated multidisciplinary teams. “Most CV physicians divide their time among making clinic visits,
performing office-and-hospital-based procedures, reviewing diagnostic study results and rounding on
patients. That fragmented approach preserves the individual physician ‘ownership’ of the patient, but it
often results in inefficient time usage and does not encourage physicians to ‘play to their strengths’ and
work as an integrated team. ... [which] allows a physician to focus attention on one or two activities
rather than trying to manage multiple uncoordinated tasks related to a patient’s care.”’® Physician
extenders are utilized extensively to the full breadth of their licenses, further relieving cardiologists of
distracting tasks.

In another example, the heart and vascular institute at Summa Health System in Akron, Ohio involves
not only cardiologists but also primary care physicians and radiologists in a performance-based
clinical co-management agreement.’® The Advisory Board Company urges cardiologists to “work
collaboratively with PCPs to manage care; perform appropriate procedures only when necessary,’?°
and notes that coordinating with PCPs will ease the manpower concerns in coming years as the
number of elderly and chronic patients grows.”?" The consulting company also recommends better
referral patterns to streamline care processes.??

D. Emergency Department Triage and Diversion — Too often, the emergency physician is in
doubt regarding a patient’s chest pain, and that patient gets admitted to the hospital unnecessarily.
Sometimes, the admission is a default measure simply because no physician is available to take
responsibility for that patient. In the current fragmented system, the process of transition from
emergency department to cardiologist to discharge planning is complex and uncoordinated, leading

8 Molden, Michele, At the Heart of Integration: Aligning Physicians and Administrators to Create New Value, Frontiers of Health Services Management, Vol. 29, No. 4,
(Summer 2013), pp. 12-14.

'® The Advisory Board Company, Cardiovascular Roundtable, Securing Physician Alignment, slide 109 (2011).

20 [d., at slide 116.

2! Id., at slide 118.

22 |d., at slide 120-122.
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to substantial inefficiencies. An ACO savings strategy is for the highest-trained cardiovascular-trained
physician (cardiologist) to be involved in the decision-making and to take responsibility. Education,
telemedicine access, protocols and other alternatives to live presence suggest themselves to
accomplish these objectives.

e Example: ED Availability = Value. One ACO embeds a cardiologist in the hospital’s emergency
department to provide immediate access. The cardiologist does other things, but is instantly
available. This reversal from the traditional fee-for-service practice of the emergency department
contacting the cardiologist only for the highest acuity patients has generated surprisingly strong
results. The key is getting an accurate early diagnosis, as the ACO’s cardiologist stated, “before

a lot of money has been spent.” This early input allows acuity tracking to triage the low-risk
patients instead of admitting them, quicker cath lab access, and avoids unnecessary CT scans and
admissions. He noted another benefit in that with CT angiograms, the patient occasionally gets
lots of contrast and goes into renal failure. And, once the patient has been stabilized and is ready
for discharge in lieu of admission, if a physician is available to assume responsibility, an expensive
admission is avoided simply by that ACO cardiologist’s presence.

Obviously, a patient in an ACO with a non-acute problem should not go to the emergency department at
all. A functioning primary care team also with access to the cardiologist described above, should move
this patient to the appropriate cardiac care provider without resorting by default to the local emergency
department at all. An ACO patient should have, in hand, an appointment with their medical home
physician upon discharge.

E. Define and Develop Clinical Pathways — More clinically credible, evidence-based best practices
are emerging for cardiac care. Standardized observance of them would produce meaningful savings.
Members of the Cardiology Accountable Care Workgroup felt, and research supports, that reduction
in variation regarding guidelines for lipid and hypertrophy management would be particularly cost-
effective. The cardiologists could lead in selecting the most appropriate and impactful best practices,
interpret and remediate variation issues, and communicate and educate to effectively change behavior
in outliers. Outlier physicians must find the benchmarks and processes credible, trust the data and
accept the feedback in order to reduce treatment variability. When that happens and the identities and
data of physicians are shared, that is when one finds behavior change in an ACO.
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F. Organize By Disease State or Condition — Instead of the fragmentation of provider grouping by
provider specialty or hospital department, organize the multidisciplinary care team around the patient
disease state or condition. Candidates for such grouping are led by: arrhythmia, acute myocardial
infarction, chest pain, coronary therapeutics, general and preventive cardiology structural and valvular
heart disease and vascular. Advantages include fast-tracking subspecialty depth and expertise,
reduced variation in the care provided, better workflows, and ease in selection and monitoring of
clinically valid metrics. It is easier to bring cardiologists of similar subspecialties together to identify
best practices and metrics. A cardiovascular center for women could target cardiovascular disease
in women. In the Journal of Vascular Surgery, Dr. Phillip Goodman notes that “vascular surgeons will
need to continue to expand the role we play in improving the vascular health of populations at risk
beyond our current procedurally-based efforts toward disease-based care.” It is a good example of
the new model of accountable care: integrated services across the care continuum would include
evaluation, risk factor modification, nutrition counseling, exercise programs and structured individualized
medical plans, with the cardiologist expertise leveraged through allied providers and administrative
support. For example, Piedmont Heart in Atlanta determined, “Rather than organize by functional
departments, like a traditional hospital organizational structure, Piedmont Heart physicians organized
themselves along a continuum of patient care by disease state or condition.” This has resulted in
subspecialty depth and expertise, as each physician picks a ‘major,” thus reducing variation in care.

G. Harnessing Pharmacy and Supply Costs — Often the first initiative in cardiology accountable
care, hospital co-management arrangements or bundled payment projects, is to agree to a common set
of devices, supplies, and drugs, and negotiate a better volume discount rate. This will, of course, fail
unless led by practicing cardiologists, and the savings incentives flow to all participating cardiologists.
The Cardiology Accountable Care Workgroup noted savings and quality improvements through such
things as “Coumadin Clinics” and active anticoagulation management safely reducing utilization of
some very expensive drugs. Group sessions of patients using the same retail drug are proving cost-
effective. Multiple patients come in and meet with a provider, initially a cardiologist, but then the patient
is tracked by a non-physician.

H. Identifying and Managing High-Risk Patients — Ten percent of cardiology patients consume 50
percent of the cardiology dollars. ACO business intelligence can now pull data from disparate sources
to reveal the cohort of incipient future high-risk/high-cost “super-utilizer” patient with multiple co-
morbidities in addition to cardiac issues. Analytics can assist in structuring multidisciplinary continuity
of care work flow and coordination. Special focus can be placed on this vulnerable cohort for discharge

23 Goodman, Phillip, Roles for Specialty Societies and Vascular Surgeons in Accountable Care Organizations, J. Vas. Surg., pp. 875-882, (March 2012).
24 Molden, Michele, At the Heart of Integration: Aligning Physicians and Administrators to Create New Value, Frontiers of Health Services Management, Vol. 29, No. 4,
(Summer 2013), pp. 7-9.
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planning, post-discharge follow-up, self-management and engagement tools. Again, the cardiologist
should lead the design of this initiative and supervise the care management, but should not do all the
work. So, on the post-acute end of cardiac care, as noted for the preventive end of the spectrum, the
cardiologists’ greatest value contribution may be for the patient she never sees.

I.  Selection of Optimum Site of Service — This is an obvious result of adhering to evidence-based
best practices in the accountable care era. But it has historically not often been within the purview of
the treating cardiologist, so it is mentioned here as a separate initiative. Provision of care of equal or
better quality at a lower cost is fundamental to value-based care. It is, however, going to be one of the
most wrenching of the “disruptive innovations” necessary to transform our current health care delivery
system. It is inevitable.

J. Leverage Impact Through Technology — The above recommendations are feasible in large,
integrated environments, but what about locations where the cardiologists, emergency physicians,
primary care physicians, pharmacists and other providers are far apart, say in rural areas? While
fee-for-service “punished” use of available techniques and tools to allow collaboration—they would not
pay for them and it took away from fee-generating opportunities—value-based payment introduces
a significant “return on investment” or “ROI.” Telephone, email, referral algorithms, web-portals and
multidisciplinary service line meetings, real or virtual, all help bridge the distance between care team
members.

K. Other — Please see The Accountable Care Manual for Cardiologists, which may be downloaded
at http://www.tac-consortium.org/resources/

L. PCSP Standards — The NCQA Patient-Centered Specialty Practice standards regarding care
team and patient coordination are recommended generally for all specialists, including cardiologists.

2% Toward Accountable Care, The Advisory Board Company (2010)
30 Section 3022 of the Patient Protection and Affordable Care Act of 2010 (42 U.S.C. §§ 1395, et seq.). See also 76 Fed. Reg. 67976.
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Il. Metrics
A. Examples of Measures Which Serve Multiple Interests In the ACO Include:

e Preventive services measures such as influenza and pneumonia vaccination, tobacco
cessation counseling.

e Ambulatory sensitive admissions for CHF and for COPD.
e Acute care indicators such as aspirin for acute MI.

* Patient safety and care transition activities such as medication reconciliation, patient receipt
of transition records and fall risk assessment.

» Utilization and financial measures such as percentage of revisits to ED, pm/pm for ED care,
imaging rates (CT, MRI).

e ED utilization rates.

B. Examples of Metrics More Focused on Cardiac Care Include:
1. National Cardiovascular Data Registry

NCDR Risk-Adjusted and Composite Measures and Metrics:
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PCl=Percutaneous Coronary Intervention, ICD=Implantable Cardioverter Defibrillator,
AMI=Acute Myocardial Infarction, CAS=Carotid Artery Stenting, CEA=Carotid Artery
Endarterectomy, STEMI=ST Elevated MI, NSTEMI=Non-ST Elevated MI. 2

CathPC] Registry®

ACTION Registry®-

GWTGT™

ICD Registry™™

CARE Registry®

L[eas_ure.l"hletri:

Risk-Adjusted
PCI In-Hospital Mortality

+ All PCI Patients

+« STEMI Patients

+ NSTEMI Patients

PCI Bleeding

PCI 30-Day Readmission
AMI In-Hospatal Mortality

AMI Bleeding

Incidence of death or major
adverse event

Composite

Death, emergency CABG, stroke or
repeat target vessel,
revascularization

Therapy with aspirin, P2Y12

mhibitor, and statin at discharge
following PCI in eligible

Overall Performance

« AN
STEMI
NSTEMI
Orverall Defect Free Care

Therapy with ACE/ARDB and beta
blocker at discharge following ICD
implantation in eligible patients
F.eported separately for CAS and
CEA Patients:

« Incidence of stroke or death
for symptomatic patients

s Incidence of stroke or death
for asymptomatic patients

« Incidence of stroke, death, or
MI for symptomatic patients

+ Incidence of stroke, death, or
MI for asymptomatic patients

25 National Cardiovascular Data Registry, https://www.ncdr.com/WebNCDR/home/metrics-and-measures.
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2. BCBSNC Tiered Network Quality Measures

Cardiology Quality Measures

e Beta blockers and (ACEI or ARBs) prescribed after most recent MI.

* Beta-blocker treatment post-MI.

e Beta-blocker therapy for those with heart failure.

¢ Measurement of LC function for those with heart failure.

e Lipid-lowering therapy for those with CAD.

* Lipid profile for those with CAD.

e Warfarin prescription for those with heart failure and atrial fibrillation

* Angioplasty: Potentially avoidable complications.?®

3. MACRA’s Quality Payment Program MIPS Measures Relevant to Cardiology

Measure Name Measure Description

Atrial Fibrillation and Atrial Flutter: Chronic | Percentage of patients aged 18 vears and older
Anticoagulation Therapy with a diagnosis of nonvalvular AF or atrial
flutter whose assessment of the specified
thromboembolic risk factors indicate one or
more high-risk factors or more than one
moderate risk factor, as determined by
CHADS? risk stratification, who are
prescribed warfarin OR another oral
anticoagulant drug that is FDA approved for

26 BCBSNC, Tiered Network Product, http://www.babsnc.com/content/providers/quality-bnased-networks/tiered-network.htm.
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fhe prevention of thromboembolizm

Cardiac Stress Imagmg Mot heeting
Appropriate Use Criteria: Preoperativa
Evaluztion in Low Fizk Surgery Patients

Percentage of stress SFECT, MPI, streas
ECHO, CCTA, or CMME. performed in low
nizsk surgery patient= 18 years or older for
precperative evaluation during the 12-month
reporting period

Cardiac Stress Imagmg Mot heeting
Appropriate Use Criferia: Foufine Testing
After PCI

Percentage of all stress SPECT, MPL, strass
ECHOD, CCTA, and CME. performed in
patients aged 18 vears and oldar routinely
after PCI, with reference to timing of test after
PCI and syvmptom status

Cardiac Stress Imagmg Mot heeting
Appropriate Use Criferia: Testing in
Azyvmptomatic, Low-Fizk Patients

Percentage of all stress SPECT, MPL, strass
ECHOD, CCTA, and CME. performed in
asyvmptomatic, low CHD nizk patients 13
vears and older for mitial detection and rizk
azzazsment

Care Plan

Percentage of patientz aged 63 vears and older
who have an advance care plan or surrogate
decizion maker documented in the medical
record or documentation i the medical record
that an advance care plan was discuzsed but
the patient did not wish or was not able to
name a surrogate dacision maker or provids
an advance care plan

Closing the Feferral Loop: Feceipt of
Specializt Report

Percentage of patientsz with referrals,
raegardless of age, for which the referring
provider recerves a report from the provider to
whom the pafisnt was referred

Controlling High Blood Preszure

Percentage of patientz 13-83 vearz of ags whe
had z diagnosiz of hypertenzion and whose
blood preszure wasz adequately controllad
(=140 mmEz) during the measurement
pernied

CAD: ACE Inhibitor or ARB Therapy -
Dhabketes or Left Ventricular Systolic
Dryzfunction (LVEF = 40%3)

Percentage of patient= azed 18 vears and older
with a diagnoszis of coronary artery dizease
zeen within a 12 month period who alzo have
diabetas OF a current or prior LVEF < 40%%
who were prezenibed ACE inhikitor or ARE
thearapw
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Coronary Artery Dissaze: Antiplatelst
Therapy

Percentags of patient= aged 18 vearz and older
with a diagnoszis of CAD seen within a 12
month pericd who were prescribed aspinn or

clopudoerel

Coronary Artery Diseaze: Bata-Blocksr
Therapy-Frnior MI or Left Vantnicolar Svystolic
Dry=function (LVEF <40%)

Percentage of patient= aged 18 vears and older
with a diagno=is of coronary artery dizeasa
seen within a 12 menth period who also have
a prier MI or a current or prior LVEF <40%
who were prezcribad bata-blocker therapy

Diocumentation of Corrent Medications m the
Medical Fecord

Percentage of vizits for patients aged 18 years
and older for which the elizible profeszional
attests to documenting a list of current
meadications using all mmediate rezources
available on the date of the encounter. This
List munst inchode ALL known prescriptions,
over-the-countars, herbals, and
vitamin/mineral/dietary (mutritional)
supplements AND must contam the
meadications' name, dosage, frequency and
route of administration.

Heart Fatlure F: ACE Inhibitor or ARB
Therzapy for LVED

Percentags of patient= aged 18 vearz and older
with a diagnosis of HF with a current or prior
LVEF = 40% who were prazeribad ACE
imnhibitor or AR therapy either within a 12
month pericd when seen 1n the outpatient
setting OF at each hoszpital discharge

Heart Failure: Beta-Eleckar Tharapy for
LVED

Percentage of patientz aged 18 vearz and oldar
with a diagnosis of HF hwith a current or prier
LVEF = 40% who were prazcribad bata-
blocker therapy either within a 12 month
period when seen m the cutpatient zetting OR
at each hospital discharge

Izchamie Vascular Dhseaze: se of Aspinn or
Another Antiplatelet

Percentage of patientz 18 yearz of age and
older who were diagneosed with AWMI CABG
or PCI in the 12 months prior to the
meazuramant period, or who had an active
diagnozis of IVD during the measureament
peried, and whe had documentation of uze of
aspirin or ancther anfiplatalet during the
meazurement period.
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Preventive Care and Seresning: BMI
Sereening and Follow-Up Plan

Percentage of patient= aged 18 vears and older
with a BMI documented during the corrent
encounter or during the previous zix months
AND with a BMI cutside of normal
parameters, a follow-up plan 15 documented
during the encounter or during the previous
zix months of the current encounter MNormal
Parameters: Age 18 vears and older BRI
== 18.5 and = 25 kg'm2

Preventive Care and Screening: Screening for
High Blood Pressure and Follow-Up
Documented

Percentage of patientz aged 18 vearz and older
zeen during the raporting period who were
screened for hugh blood prezsure AND a
recommended follow-up plan is documented

bazed on the current blood prezsurs reading as
indicatad

Preventive Care and Seresning: Tobacce Use:

Screening and Ceszsation Intervention

Percentage of patient= aged 18 vears and older
who were screened for tobacco uze one or
more times within 24 months ARD who
racaived ceszation counseling intervention if
identifiad as a tobacco user

Preventive Care and Scresning: Unhealthy
Alechol Uee: Sereening & Brief Counszaling

Percentage of patient= aged 18 vears and older
who were screened for unhealthy alcohol use
using z systematic screening method at least
once withm tha last 24 months AND who
racaived brief counzeling if identifiad 25 an
unhealthy alcchol usar

Statin Therapy for the Prevention and
Treatment of Cardiovascular Dizease

Percentage of the followmg patients-all
considered at high nzk of cardicvaszcular
evantz-who were prescribed or were on sfatin
therapv duning the measurement pariod:
Adults aged = 21 vears who were previously
diagnoszed with or currently havre an active
diagnozis of climeal ASCVD; OF Adulki=
agad = 21 vears who have ever had a fasting
or diract LDL-C level = 190 mg/dl, or were
previcusly diagnosad with or currently hava
an active dizgmosiz of familizl or purs
hyperchelesterclemia; OK Adults aged 40-75
wearz with a dizgnosis of dizbetes with a
fasting or direct LDL-C lavel of T0-185
mg'dl
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Tobacco Use and Help with Quitting Among | The percentage of adelescent= 12 to 20 years
Adolezcents of age with a primary care visit during the
msasurament vear for whom tobaceo uze
status was documented and recerved help with
quitting if 1dentified as a2 tobacco user

AWI = acute myvocardial infarction; ACE = angiotensin-converting enzyme; ARB = angiotensin-
racaptor blocker; ARCVD = atherosclerotic cardiovazcular dizeass; AF = atnial fibnllation; BRI

= body massz mdex; CCTA = cardiac computed tomographv angiography; CME = cardiac

magnetic resonance; CABG = coromary artery bypass graft; CAD = coromary artery dizeasa;

CHD = coronary heart diseaze; ECHO = echocardiogram; HF = heart failure; IVD = ischemic

wvascular dizeasze; BMPI = myocardial perfuzion mmaging; LVEF = laft ventricular sjection fraction;

LVED = laft ventricular =y=tolic dyefunction; LDL-C = low-density lipoprotemn cholasterol; Ml =

myccardial infarction; PCI = percutanecus coronary imfervention; SPECT = zimmgls-photon

emilzsion computed t:::-r:l:u:lgnll::-]-ljr27

27 BCMS, Quality Payment Program: Quality Measures, https://qpp.cms.gov/mips/quality-measures.
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C. CHILD PSYCHIATRISTS

. Why and How You May Want to Utilize Child Psychiatrists in Your CIN/ACO

The development of CIN/ACOs have been largely focused on adult care initiatives because they have
been driven by the Medicare Shared Savings Program, which includes only adults 65 and over. But the
movement of state Medicaid programs to value-based payment for integrated population health thrusts
pediatric care generally, and pediatric behavioral and mental health care specifically, from being an
afterthought, to the forefront of value-based care innovation and opportunity. The opportunity arising
from this movement regarding increased payer attention to care management for children is leveraged
even more for child psychiatry as the benefits of integration of mental and physical health are also being
better recognized. However, there is a national shortage of child psychiatrists. The following prioritized
strategies for CIN/ACOs are designed to maximize the aforementioned potential and minimize the
provider shortage issue.

A. Integrate Physical Health and Mental Health for Children — “The ACO payment mechanism
gives health care providers a new opportunity and incentives to rebuild the health care system
in a way that reverses the separation between primary care and behavioral health care. ... If
ACOs can effectively integrate behavioral health services into their care and connect patients to
these services, they may be better positioned to reach both cost and quality benchmarks.”28

There was no hesitation by the Child Psychiatrists Accountable Care Workgroup to include integration
of mental health and pediatric primary care as an obvious and prioritized initiative. In fact, this care
model is desirable to improve care delivery and reduce both behavioral and physical health care costs
in all settings. The Workgroup concurred with the conclusion of a study reported in Health Affairs, that,
“ACOs could identify [integration] approaches that other providers may wish to emulate.”*® This model
is also referred to as the “pediatric health home” by the American Academy of Child and Adolescent
Psychiatry.

First, there is significant unaddressed need that negatively impacts quality of care and increase medical
utilization. For example, just looking at depression, by age 18, 20 percent of youth have experienced at
least one episode of major depression, with increased risk for suicide, school failure, substance abuse,

28 Lewis, V., et al,, Health Affairs, Few ACOs Pursue Innovative Models That Integrate Care for Mental lliness and Substance Abuse with Primary Care, Hith. Aff. 33,
No. 10, p. 1814 (Oct. 2014).
2 d.
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nicotine dependence, early pregnancy and social isolation. Long term, they are at risk for poor health
and mental health episodes. However, many depressed adolescents do not receive treatment.*

Second, integrated care works. Primary care physicians are often the first point of contact for these
patients and, if properly trained, have the opportunity to identify and guide treatment of depression.
Unfortunately, the traditional fragmented approach tends to squander this opportunity, but the
collaborative care model has been proven to generate “significant improvements in depressive
symptoms and functional impairment.”®' One study showed that approximately 40 percent of parents
of children with mental health conditions who reported a need for care coordination also reported that
their need was unmet.®?

Third, the “ROI” (or Return on Investment) through the ACO’s employment of the collaborative model
is quite positive. Put another way, inadequate care through lack of utilization of this best practice
treatment model contributes to poor physical health outcomes and high costs.®?

The ACO model aligns the financial and professional incentives and motivators to allow integration of
mental and physical pediatric care. As the National Alliance on Mental lliness bluntly puts it in its family
guide, Integration of Mental Health and Pediatric Primary Care, “As individuals, we are not fragmented,
we are whole people.”®* This initiative fits the ACO targeting model for selecting the biggest bang for
the buck. However, even with these major financing obstacles removed by the shared savings model,
optimum integrated pediatric care still faces significant barriers. Despite the existence of guidelines,
primary care and child psychiatrists often lack awareness and understanding of the possibilities. This
is out of the traditional practice comfort zone for many, and there are limited shared traditions. With
this Manual and those like it in the hands of physician champions, these remaining barriers can be
overcome. This is a prime example of why physician leadership is so vital to ACO success.

* | Get It—We Need to Integrate, but How? Incorporating behavioral and physical care for adults
and children in the ACO model is relatively new, as of the date of this Manual. However, CIN/ACOs can
build on established principles of collaborative care and early ACO initiatives to fashion the structure
most appropriate to your patient population, payer contract, access to skilled providers in your region,
and cultural readiness.

30 Richardson, L., et al., General Hospital Psychiatry, Collaborative Care for Adolescent Depression: A Pilot Study, Gen. Hosp. Psych. 31, pp. 36-45, (Sept. 2008).
31 d.

32 Brown, N., et al., Pediatrics, Need and Unmet Need for Care Coordination Among Children with Mental Health Conditions, http://pediatrics.aapublications.org/
content/133/2/e530.full.html.

33 Scott, D., et al., Issues Mental Health Nursing, The High Prevalence of Poor Physical Health and Unhealthy Lifestyle Behaviors in Individuals with Severe Mental
lliness, Issues Ment. Hith Nursing No. 9, pp. 589-97 (2011).

34 Gruttadaro, D., et al., NAMI, Integrating Mental Health and Pediatric Primary Care, (Nov. 2011).
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* Awareness — It is essential to push the knowledge of child psychiatrists and other experts to
primary care, other providers and patients. At present, there is wide variance in exposure to child and
adolescent mental health training in medical schools.®** JAMA reported, “Pediatric PCCs [primary
care clinicians] often cite concerns about inadequate training and time to comprehensively address
adolescent mental health needs.”®

There are various approaches being undertaken to close this gap in knowledge. In New York, five
academic child and adolescent psychiatry divisions are collaborating to provide education and
consultation to primary care physicians around the state via telephone, face-to-face and tele-psychiatry
modalities. They are also partnering to provide a formal “mini-fellowship” over a three-day period.

Often an ACO’s options for pushing pediatric mental health care knowledge must be simpler and more
pragmatic. The following approaches are recommended for consideration:

o Incorporating child psychiatrists in all pediatric care planning.
o Creating written ACO protocols and guidelines on collaborative child care.

o Scheduling periodic multi-disciplinary “lunch and learn” or service-line meetings to cross-
pollinate approaches and foster new shared traditions.

For more ideas on pushing knowledge to primary care, see the American Academy of Child and
Adolescent Psychiatry’s Facts for Families, educational handouts, website resources, its Manual to
Building Collaborative Mental Health Care Partnerships in Pediatric Primary Care, its guidelines on
When to Seek Referral of Consultation with Child and Adolescent Psychiatrists, and its Strategies for
System Change in Mental Health: A Chapter Action Kit.

* Integration Models

o Lessons from the IMPACT Model — One Child Psychiatrist Accountable Care Workgroup
member stated that, “We can be leaders in primary care by supporting the institution of the IMPACT
Model of collaborative care of mental disorders in primary care offices. | participate in such a program
and can attest to its effectiveness in three ways: (1) medication management is more successful in this
model than in usual care; (2) we are getting more people into psychotherapy; and (3) we are identifying
patients with serious mental disorders who require referral to specialty care. Almost all my work is non-
billable, but the ACO that employs me sees me as an important part of overall quality improvement and

3% Gabel, S., The Integration of Mental Health Into Pediatric Practice: Pediatricians and Child and Adolescent Psychiatrists Working Together in New Models of Care,
Commentary.
% Reeves, G., et al., A Practical and Effective Primary Care Intervention for Treating Adolescent Depression, JAMA, 312, No. 8, p.798 (Aug. 27, 2014).
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cost control.” The IMPACT Model essentially is comprised of collaborative care among primary care,
psychiatry and a case manager; outcomes measurement, such as PHQ-9 for depression; and stepped
care—that is, care regularly adjusted based on clinical outcomes and an evidence-based algorithm.
Consistent with our Workgroup member’s experience, studies have shown the IMPACT model to
improve care and lower costs, especially in patients with co-morbidities.*”

o Lessons from ACOs — The Health Affairs survey of behavioral and physical health
integration (undifferentiated between adults and children) in ACOs revealed several common models,
congruent with the IMPACT Model and similar collaborative care models. Most used what they called
the “primary care expansion model” and a few used the “reverse integration model.” All were viewed as
viable and appropriate to the circumstances of each ACO. Use the approach that works for you.

1. Primary Care Expansion Model — The goal is to empower the Patient-Centered Medical Home
primary care physicians to expand their care capabilities and to know when to refer the more complex
behavioral health services. They fall into one of three categories:

a. Consulting Model — A consulting service is developed for the primary care physician with local
psychiatrists, usually off premises. For example, the pediatric ACO University Hospitals Rainbow
Care Connection in Cleveland, Ohio, integrates behavioral health services with primary care using
social workers and tele-psychiatry modalities.

b. Co-Location Model — Primary care and psychiatry share a physical space. Degrees of
connectivity can vary from consultations to “warm hand-offs.”

c. Embedded Model — The psychiatrist works directly with the primary care team.

Strategic Note: The ACQ’s incentive to lower overall patient population costs now makes it
financially feasible to extend the reach of the consultation model through standing protocols, phone
calls, texts and tele-psychiatry. These were not compensated in the fee-for-service system, but
may well present a positive “ROI” (or Return on Investment), particularly in underserved areas. One
surveyed ACO leader stated that they, like our Workgroup member’s experience related in the IMPACT
Model section, paid the psychiatrist his or her fee-for-service hourly rate equivalent not to schedule
patients so as to be accessible for consultation.

37 The AIMS Center, U. of Wash., “IMPACT”, http://impact-uw.org.
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2. Reverse Integration Model — Primary care providers are integrated into existing behavioral
health programs. The relatively few ACOs using this model had Medicaid contracts, and also had large
disadvantaged populations or a high burden of severe mental iliness.

* Now Let’s Apply This to Child Care in An ACO - In its family guide on integrating pediatric care,
the National Alliance of Mental lliness states that of the various models, “There is no single right
way to integrate services and supports.” But it does make the general recommendation that,
“for most youth, the pediatric primary care setting is the most practical location for the integrated
care because most families and youth access care in primary care offices, while youth with
serious mental health issues should be referred.”®® A corollary for Medicaid children for locating
at the first point of contact might be the health department in some settings.

B. Co-Management of Complex Patients — Complicated mental health issues should be recognized
early through the integration models outlined above, and then referred to the child psychiatrist through
an organized process. After the referral, the psychiatrist helps the primary care team identify the child’s
clinical needs and advises on interim management issues, such as medication and crisis management.
A care coordinator should be involved and should share updates with primary care on such things
as current psychotropic medications and psychotherapeutic interventions. The child psychiatrist
should lead discharge planning and decisions on intervention with various agencies and providers.
Throughout, the primary care practice maintains a critical role in ongoing communication on the child’s
condition to ensure complex care coordination and family liaison.

Strategic Note: Use Co-Management Plan Agreements — Co-management agreements are
important to ensure partnerships between consultants, primary care, child psychiatrists and other
specialists in any ACO arrangement. Clear plans for co-management align both the approach to
care and provide a framework for quality and cost-effective care. Particularly in pediatrics, specialists
and specialized care teams for children with chronic and complex illnesses are often in centralized
locations such as children’s hospitals, geographically separated from the community where patients
live. Centralization of specialty resources evolved because of the small number of children in treatment
and the limited numbers of pediatric specialists. It is important to ensure patients attributed to the ACO
get coordinated care through their medical home or are organized through the pediatric specialist,
with communication links to the primary care physician, specialists and family. Inclusion of the family,
patient, primary care physician and specialists in these decisions developing the best care structure
for the patient is critical in preventing supplication of services, utilization of higher cost services (e.g.,
emergency departments at children’s hospitals for illnesses treatable in the community) and access to
care. For example, a child with diabetes may have the management of diabetes on a day-to-day basis

38 Gruttadoro, J.D., et al., National Alliance on Mental lliness, Integrating Mental Health and Pediatric Primary Care, (Nov. 2011).
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from a nurse or other individual at the pediatric endocrinologist’s office, but routine care for well child
visits and acute illnesses will be managed in the primary care medical home. Careful development of
co-management agreements, formal or informal, between the specialists and primary care physicians,
including the family in the planning, will allow access to care at the most appropriate site tailored to the
individual child and medical needs.

C. Best Practices — Clinically-valid practices work. One member of the companion Pediatrics
Accountable Care Workgroup noted that “Even in the high-cost areas, we need to use what evidence
we have. Don't just throw the kitchen sink at it.” Another stated simply that, “Many things can be
protocolized. That translates into lower costs.”

One example of evidence-based best practices may be found in the Choosing Wisely® Initiative:

¢ Don’t routinely prescribe an antipsychotic medication to treat behavioral and
emotional symptoms of childhood mental disorders in the absence of approved or evidence
supported indications. There are both on and off label clinical indications for antipsychotic use in
children and adolescents. FDA approved and/or evidence supported indications for antipsychotic
medications in children and adolescents include psychotic disorders, bipolar disorder, tic disorders,
and severe irritability in children with autism spectrum disorders; there is increasing evidence
that antipsychotic medication may be useful for some disruptive behavior disorders. Children
and adolescents should be prescribed antipsychotic medications only after having had a careful
diagnostic assessment with attention to comorbid medical conditions and a review of the patient’s
prior treatments. Efforts should be made to combine both evidence-based pharmacological and
psychosocial interventions and support. Limited availability of evidence-based psychosocial
interventions may make it difficult for every child to receive this ideal combination. Discussion of
potential risks and benefits of medication treatment with the child and their guardian is critical. A short-
and long-term treatment and monitoring plan to assess outcome, side effects, metabolic status and
discontinuation, if appropriate, is also critical. The evidence base for use of atypical antipsychotics in
preschool and younger children is limited and therefore further caution is warranted in prescribing in
this population.

* Don’t prescribe antipsychotic medications to patients for any indication without
appropriate initial evaluation and appropriate ongoing monitoring. Metabolic, neuromuscular
and cardiovascular side effects are common in patients receiving antipsychotic medications for any
indication, so thorough initial evaluation to ensure that their use is clinically warranted, and ongoing
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monitoring to ensure that side effects are identified, are essential. “Appropriate initial evaluation”
includes the following: (a) thorough assessment of possible underlying causes of target symptoms
including general medical, psychiatric environmental or psychosocial problems; (b) consideration

of general medical conditions; and (c) assessment of family history of general medical conditions,
especially of metabolic and cardiovascular disorders. “Appropriate ongoing monitoring” includes
re-evaluation and documentation of dose, efficacy and adverse effects; and targeted assessment,
including assessment of movement disorder or neurological symptoms; weight, waist circumference
and/or BMI; blood pressure; heart rate; blood glucose level; and lipid profile at periodic intervals.

* Don’t routinely prescribe two or more antipsychotic medications concurrently.
Research shows that use of two or more antipsychotic medications occurs in 4 to 35 percent of
outpatients and 30 to 50 percent of inpatients. However, evidence for the efficacy and safety of
using multiple antipsychotic medications is limited, and risk for drug interactions, noncompliance
and medication errors is increased. Generally, the use of two or more antipsychotic medications
concurrently should be avoided except in cases of three failed trials of monotherapy, which included
one failed trial of Clozapine where possible, or where a second antipsychotic medication is added with
a plan to cross-taper to monotherapy.

D. Other — For more detail on the above-prioritized initiatives and information on others, please
refer to the Accountable Care Manual for Child Psychologists at www.tac-consortium.org/resources/.

E. PCSP Standards — The NCQA Patient-Centered Specialty Practice standards regarding
care team and patient coordination are recommended generally for all specialists, including child
psychiatrists.

Il. Metrics

A. Overview— After determining the initiatives involving this specialty that are most appropriate for
your CIN/ACO, to incentivize the desired behavior and outcomes, it is recommended that clinically-
valid metrics track adherence to the chosen activities and accomplishment of the desired results.
Starting with the MACRA measures at Section I1.B. below, use the available array of measures from
various sources as a “menu” from which to start, and then tailor, prioritize, and weight them to fit your
incentivization goals.
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B. MACRA’s Quality Payment Program MIPS Measures Relevant to Child Psychiatry

MEASUREE NAME MEASTURE DESCEIPTION

ADHD: Follow-Up Care for Percentags of chuldren &-12 vearz of age and newly dizpenzad
Children Prezcribed Attsntion- a madication for attention-deficithyparactivity disorder
Deficit Hyperactivity Disorder (ADHD) who had appropriate follow-up care. Two ratez are
(ADHD) Medication raported. a. Percentage of children who had one follow-up

vzt with a practitioner with presenibing authority during the
A0-Day Initiation Phase. b. Percentaze of childran who
remaimed on ADHD medication for at least 210 day= and
who, n addition to the visit in the Infiation Phase, had at
least two additional follow-up vistts with a practitioner
within 270 davs (9 months) after the Intiation Phase ended.

Anti-Deprezzant Medication Percentage of patientz 18 vears of ags and older who were
MManagement traated with antideprazsant medication, had a diagnosiz of
major dapression, and whe remained on an antideprassant
medication treatment. Two rates are reported. 2. Percentaga
of patients who remamed on an antidepreszzant meadication for
at least 84 days (12 weeks). b. Percentage of patients who
remained on an antidepressant medication for at least 180
days (6 months).

Care Plan Percentage of patient= aged 63 vears and older who have an
advance cars plan or surrogate decision maker documentad m
tha mediczl record or documentation in the madical record
that an advance care plan was discuszsed but the patient did
not wizh or was not able to name a swrogate decision maker
or provide an advance care plan

Child and Adolascent MMajor Percentage of patiant visits for thoze patients agad 6 through
Deeprezsmve Dizorder (RDD: 17 wears with a diagno=is of major depressive disorder wnth
Suicide Risk Asseszment an aszeszment for suicide nizk

Tobacco Use and Help with Quitting | The percentage of adolescents 12 to 20 years of age with a
Among Adolezcents primary care visit during the measurement vear for whom

tobacco use status was documented and recerved help with
guitting 1f 1dentifiad as 2 tobacco user

Weaight Aszeszment and Counsaling | Percentage of patientz 3-17 vears of age who had an

for Mutrition and Physical Activity outpatient visit with 2 Primary Care Phyzician (PCP) or

for Chuldren and Adolescants Obstetrician/'Gynecologist (OB/GTH) and who had evidancea
of the following during the mesasurement period. Three rates
ars reported. - Percentage of patients with haight weizht,
and body mazs mdex (BLMI) percentile documentation -
Percentags of patientz with counzeling for matrition -
Percentags of patientz with counzeling for phvzaical activity
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D. DERMATOLOGISTS

I. Why and How You May Want to Utilize Dermatologists in Your CIN/ACO

A. Primary Care/Dermatologist Coordination — Perhaps the most practical utilization of
dermatologists in value-based care is implementation of the following proven approaches involving
coordination between the ACO patient’s primary care physician and the dermatologist:

1. Early detection of systemic diseases. Many diseases are identifiable by dermatologic
diagnosis. If the dermatologist knows to alert the attributed patient’s treating physician, and uses the
ACO’s digital access to their medical record to better evaluate the diagnosis, then a material number of
early diagnoses can result and help to optimize treatment.

2. Dermatologists support treating primary care physicians, especially regarding skin cancer.
While the incidence of skin cancer is increasing, so is the shortage of dermatologists. Primary care
physicians can be better informed on indicators of skin cancer and other diseases, follow basic criteria
of when to refer or when not to, and to co-manage with the dermatologist.®® Value-based care has
unleashed technological aids to this coordination, from standing protocols, telephone accessibility, to
teledermatology. Teledermatology is one of the fastest-growing areas of telemedicine today, both store-
and-forward and full-motion interactive video modalities.*°

B. Site-of-Service Optimization, Especially Mohs Surgery — Moving procedures to lower-cost sites
when consistent with best practice is the proverbial “low-hanging fruit” for all providers in value care,
including dermatologists. One particularly viable initiative is the single visit in-office pathology, surgery
and reconstruction for appropriate Mohs surgery.

C. Use of Best Practices — A core set of evidence-based guidelines for dermatologists is
recommended in ACOs. This practice will improve quality, which lowers costs. The Choosing Wisely®
guidelines of the American Academy of Dermatology, and “Improving Wisely” guidelines of the
American College of Mohs Surgery are recommended for consideration.

3 Sample Basic Criteria:
*Is the differential diagnosis list long?
*Does the diagnosis involve morbidity or mortality?
*Has the patient failed initial therapy?
*Does the treatment have a significant risk of adverse effects?
0 Practice Manuallines for Teledermatology, The American Telemedicine Association, December 2007.
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1. Don’t prescribe oral antifungal therapy for suspected nail fungus without confirmation of
fungal infection.

2. Don’t perform sentinel lymph node biopsy or other diagnostic tests for the evaluation of
early, thin melanoma because they do not improve survival.

3. Don't treat uncomplicated, non-melanoma skin cancer less than 1 centimeter in size on the
trunk and extremities with Mohs micrographic surgery.

4. Don’t use oral antibiotics for treatment of atopic dermatitis unless there is clinical evidence of
infection.

5. Don’t routinely use topical antibiotics on a surgical wound.
Don’t use systemic (oral or injected) corticosteroids as a long-term treatment for dermatitis.

7. Don’t use the skin prick tests such as the radioallergosorbent test (RAST) for the routine
evaluation of eczema.

Don’t routinely use microbiologic testing in the evaluation and management of acne.

9. Don’t routinely use antibiotics to treat bilateral swelling and redness of the lower leg unless
there is clear evidence of infection.

10. Don’t routinely prescribe antibiotics for inflamed epidermal cysts*!

D. Other — For more detail on the above-prioritized initiatives and information on others, please
refer to the Accountable Care Manual for Dermatologists at: http://www.tac-consortium.org/resources/

Il. Metrics

A. Overview — After determining the initiatives involving this specialty that are most appropriate
for your CIN/ACO, to incentivize the desired behavior and outcomes, it is recommended that clinically-
valid metrics track adherence to the chosen activities and accomplishment of the desired results. Use
the available array of measures from various sources as a “menu” from which to start, and then tailor,
prioritize, and weight them to fit your incentivization goals. The measures in Section I.B. may be one
such body of measures to consider.

4 http://www.choosingwisely.org/societies/american-academy-of-dermatology/:
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B. MACRA’s Quality Payment Program MIPS Measures Relevant to Dermatology

MEASURE NAME

MEASUEE DESCEIPTION

Biopsy Follow-Up

Percentage of new patients whose biopzy resuliz have
besn reviswead and communicated to the primary
cara'referring physician and patient by the performing
physician

Clozing the Feferral Loop: Fecerpt
of Specialist REaport

Percentage of patients with referrals, regardlesz of age,
for which the refarming provider receivesz a report from
the provider to whom the patient was referrad

Diocumentation of Cuorrent

Medications in the hedical Record

Percentage of vizits for patientz aged 18 vearz and older
for which the eligible professional atftests to
documenfing a list of current medications using all
immeadiate rezources availzkle on the date of the
encountar. Thiz list must include ALL known
prescriptions, over-the-countars herbals, and
vitamin/mineral dietary (nutntional) supplemends AT
must contaim the medications' nams, dozage, frequancy
and route of administration.

Melanoma: Contimuty of Care -
Eecall Sy=tem

Percentage of patientz, regardlaszs of age, writh a current
diagnoszis of melanoma or a2 history of melanoma whose
mformation waz entered, at least ones within 2 12 month
peried, into a recall svstem that meludes: A target date
for the next complete physical skin exam, AND A
process to follow up with patients who erther did not
make an appointment within the specified imeaframe or
who mizzed a scheduled appointment

MMelanoma: Coordination of Cars

Percentags of patient visits, regardlesz of age, with a
new occurrence of melanoma who have a treatrnent plan
documentad m the chart that was commumicated to the
phvsician(s) providing confinung care within one
month of diagnos=is

Melanoma: Overutilization of

Imagzmg Studies: in Melanoma

Percentage of patientz, regardless of age, with a current
diagnozis of Stage 0 throwgh IIC melanoma or a history
of melanoma of anv stage, without sizns or symptoms
suggesting systemic spread, seen for an office vizt
during the one-vear mezsurement period, for whom no
diagnostic imaging studies wera orderad

page 47

©2019 Smith, Anderson, Blount, Dorsett, Mitchell & Jernigan, L.L.P.




THE ACO SPECIALIST MANUAL

Preventive Care and Scresmng:
Screeming for High Blood Preszurs
and Follow-Up Documented

Percentags of patient= aged 18 vears and older saen
during the reporting period who ware screened for high
blood preszure ANWND a recommended follow-up plan 1=
documentad bazed on the current blood prezsure (BE)
reading az mdicated

Prevaentive Care and Scresning:
Tobaceo Use: Bcreening and
Cezzation Intervention

Percentage of patient= aged 18 vears and older who were
screened for tobacco use one or more times within 24
months AND who received ceszation counszeling
intervention if identified az a tobacco uzar

Psoriasiz: Clhinical Eezponsze to Oral

Swetemic or Biclogic Madicafions

Percentage of prorizzis patients recerving oral svstemic
or biologic therapy who meet minimal phyvsician-or
patient- reported dizease activity levels. It 1s impliad that
establizhment and mamtenancse of an establizhad
miminyum level of dizease control 2z meazured by
phvsician-and'or patient-reported cutcomes will
mcreaze patient satisfaction with and adhsrence to
traatrment

Tobaceo Use and Help with Qurtting
Among Adolescents

The percentage of adolescentz 12 to 20 yvears of aze with
a primary care visif dunng the measurement year for
whom tobacco uze status was documented and received

help with quitting if identifiad a=z a tobacco usar

Tuberculozis (TEB) Preventon for
Psoriasis, Psornatic Arthritis and
Eheumatoid Arthnitis Patients on 2

Biclogical Immune Response
Modifier

Percentage of patients whosa providers are ensuring
actrive tuberculosis pravention either through vearly
negative standard tuberculosis sereening tests or are
raviewing the patient's history to determme if they have
had appropriate managsment for 2 recent or prier
positive test
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E. EMERGENCY PHYSICIANS

. Why and How You May Want to Utilize Emergency Physicians in Your CIN/ACO

The Emergency Medicine Work Group found that there were significant ACO opportunities that
are concrete, high-impact, and were not available in the fee-for-service setting. The fundamental
differences opening the door for this change are:

e Linking with the ACQO’s primary care members, emergency medicine physicians are no longer
as isolated in trying to coordinate for patients entering and departing their Emergency
Department, but now stand at the center of a full continuum of care. The newly-available
opportunities create a compelling reason any ACO should seek out, and reward, emergency
physicians.

e Switching to value-based reimbursement provides strong financial support for primary care to
provide access and coordination both before and after ED admission. This is particularly
important now that significantly more newly-covered patients under the Affordable Care
Act are expected to seek non-emergent care through their local ED unless alternative
access to primary care is made available.

These themes are reflected in the recommended initiatives that follow. For ease of understanding, the
recommended initiatives follow the care continuum. Note, however, that the Emergency Medicine ACO
Work Group believes that the “biggest bang for the buck” for emergency physicians will be in controlling
the transition of patients back to the ACO upon discharge.

A. Pre-Emergency Department Referral

1. Staff Alternative Urgent Care Sites and Triage Hotlines — Who better than emergency
physicians to see patients with urgent but less acute conditions? Emergency physician practices
should contemplate setting up and/or staffing urgent care clinics and handling after-hours referrals from
the ACO member practices. One North Carolina ACO saw a direct correlation in decreased ED use
with the opening of their after-hours clinic.
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Similarly, nurse coordinators you train can staff an ED triage hotline, with access to an emergency
physician. One study showed this practice leading to a 24 percent reduction in Levels 3, 4, and 5 acuity
ED visits.*

The American College of Emergency Physicians notes, “Ultimately, in order to improve [ACO] care
coordination, emergency medicine may need to diversify the options available for the management of
inpatients. Observation units are an expanding area of growth as are ED-run follow-up clinics and call
centers. .3

2. Leadership on ACO ED Utilization Clinical Subcommittee — Several of the biggest
opportunities to optimize ED utilization must be driven by primary care providers in the community.
Heretofore, the emergency physician could have little impact on mis-referrals or default self-referrals
due to lack of alternative access. The ACO setting changes all of that. If emergency physicians
simply plug into an ACO'’s clinical team working on ED utilization, they can lead creation of the valuable
continuum of care bridge missing for all these years. You are on a team now, not in a silo. Most
basically, the ACO’s patients must have access to care other than having to default to the ED. Under
shared savings, ACO physicians are not highly financially incentivized to see these patients. They also
are incentivized to provide after-hours care and make available urgent care alternative sites (perhaps
run by emergency physicians as noted in V.A.1). Topics emergency physicians can help refine include:

* Urgent care clinic — access to emergency physician diagnostic support.

* Integration of data-flow so referred patient accompanied by relevant information and
designation of a contact person.

* Redirection.

e Transportation issues stifling access to alternative sites.

e Education of primary care physicians on appropriate referrals.
* Referral management protocols.

* Alternative access to emergency physician diagnostic and treatment decision support (such
as telephone, e-mail, video conference, telemedicine). “Patients with certain medical
conditions (e.g., COPD, CHF, and cellulitis) tend to have recurrent exacerbations of their
condition that lead to frequent ED utilization. By working with ACOs to determine goals
of ED care including alternatives to admission, such as observation admissions or next-day

“2 The Advisory Board Company, Is Your ED Consumed with Non-Emergent Visits?, http://www.advisory.com/research/physician-executive-council/expert-
insights/2012/is-your-ED-consumed-with-non-emergent-visits.
4 American College of Emergency Physicians, Accountable Care Organizations: What Do They Mean for Emergency Medicine?, p. 4, (Sept. 2012).
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community follow-up plans, EDs may be able to provide just as good, if not potentially better,
care at a much lower cost.™*

e Help develop patient education materials regarding tools available and site-of-care
alternatives.

3. Increase Access by Primary Care for Complex Urgent Issues Diagnosis and Treatment Support
— A RAND study recently found that office-based physicians increasingly rely on EDs to evaluate
complex patients.*® Obviously, in many cases, this evaluation function could be performed without
referral of the patient to the ED and its associated costs. The primary care physician in an ACO should
have better access to multiple specialties, including the emergency physician. Alternative means of
accessing your knowledge, previously discussed, such as following your standard protocols on proper
referral, e-malil, telephone, using taped talks by you to educate other physicians or patients, etc. seem to
present efficiency and time-saving opportunities.

4. Skilled Nursing Facility Referral Management — Often a skilled nursing facility (“SNF”) will not
fully understand when a patient truly should be admitted to a hospital or rushed to the ED. On the other
hand, the ED may not know the care capabilities of the SNF and err on the side of caution in accepting
non-acute referrals. The patient is often not articulate and the transfer often lacks background
information or contact person information. Prior to ED referrals from an SNF, emergency physicians can
develop protocols and exercise due diligence on SNF capabilities to better manage patient referrals and
treatment.

B. Intra-ED Initiatives

Emergency physicians can show value in the new health care by streamlining the care process once
the patient has been referred to the ED and connecting them to the ACO care continuum. For example,
at Aurora Sinai Medical Center in Milwaukee, all patients are triaged by a physician, nurse practitioner,
or physician assistant. Non-emergent patient are educated about appropriate ED use to reduce
unnecessary future visits and actually are scheduled for a follow-up appointment with a primary care
physician. This accounted for a 23 percent reduction in annual ED visits.*®¢ Suggested intra-ED ACO
initiatives include:

“Id, p.5.
“ RAND, The Evolving Role of Emergency Departments in the United States (2013).
4 American College of Emergency Physicians, op. cit.
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e Patient education and engagement.

* Nurse navigator in the ED.

* Low acuity fast track.

e Expedited triage.

* Check-in kiosks.

e Split-flow management.

e Containment of inappropriate hospital admissions using evidence-based best practices.

e Connection upon discharge to ACQO’s primary care network.

C. ED Discharge Management

Of all the significant ACO opportunities available to emergency physicians, the ones presenting
themselves at the moment of discharge are the most potent. Before, and probably now if you are
reading this in 2013, you often had a very frayed safety net or care network to which to connect your
patient. They then sadly, and expensively, became “frequent fliers” due to the lack of access. Because
of the change incentives, with an ACO network that has incorporated as many community health
resources as feasible (this is required by the MSSP), you should for the first time have a place to hand
off your patient, their health information, and their care plan.

1. Discharge Handoff to ACO Medical Home — Often, under fee-for-service, physicians would
not accept new Medicare patients or the wait times (Boston*’) effectively precluded realistic follow-up
care. For ACO patients, it should be a goal for every one of them to walk out of the ED with a primary
care appointment in hand. The ACO data system should pass along relevant medical information
and your suggested chronic care plan. This sounds naive until we remember that the cost difference
between a primary care and ED visit is on the order of 10:1 and up to 40:1. Avoided hospital and
intensive care admissions through meaningful follow-up only increase those savings. With primary care
participating in this considerable portion of those savings, under ACOs, they have a huge incentive
to take these patient hand-offs. The American College of Emergency Physicians even suggests that
emergency physicians consider providing home health services to improve transitions of care.*®

47 The Advisory Board Company, Is Your ED Consumed with Non-Emergent Visits?, op. cit.
“¢ American College of Emergency Physicians, Accountable Care Organizations: What Do They Mean for Emergency Medicine?, op. cit., p. 4.
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2. Management of Drug-Related “Frequent Fliers” — There are a number of effective strategies
available in an ACO setting to address the “frequent flier” problems related to drug usage. Worse,
many should never have been an ED patient ever. Multiple EDs should track patient usage, as
these frequent fliers often use multiple EDs. Prescription monitoring programs help differentiate the
dependent or entrepreneurial patient from the one truly experiencing severe pain for which an opiate is
appropriate. The ED can involve the patient in dependency counseling, connecting the patient to pain
clinics, psychiatric help, or analgesic services.

D. Awareness/Leadership/Urgency: Emergency Medicine’s Role in Guiding Change

Emergency medicine physicians need to know what an ACO is, how to recognize one with a likelihood
of success, and the professional opportunities and risks involved (the purposes of this Accountable
Care Manual for Emergency Physicians). A number of leaders need to get up to speed and be
catalysts for this transformative change. These champions need to act with confidence, but also with a
sense of urgency. This is mentioned as a strategy in and of itself because the biggest risk of failure of
the accountable care movement and either collapse of Medicare and Medicaid or default to Draconian
alternatives is lack of informed physician leadership. If you do not become involved, there is a good
chance that the roles of emergency medicine will be missed and, like some early ACOs, you will not
be involved at all in the shared savings pool distribution. Every successful ACO starts with a few
champions. Why not have one be an emergency physician? As Bert Coffer, M.D., said: “If you don’t
have a seat at the table, you are on the menu.”

E. Avoidance of Expensive Drugs and Procedures with Marginal Value

Opportunities for improved care and cost also exist in pharmacy and procedure selection. Again,
staying with the evidence base, think about the most cost-effective medications. This value-based
thinking will benefit the patients clinically and financially and benefit the shared savings. Choosing
Wisely®, an initiative of the American Board of Internal Medicine (“ABIM”) Foundation, is a resource
“to help physicians and patients engage in conversations to reduce overuse of tests and procedures
and support physician efforts to help patients make smart and effective care choices.” (See, http://
wwwabimfoundation.org/initiatives/choosing-wisely.aspx.) The recommendations of the American
College of Emergency Physicians to the Choosing Wisely® initiative can be accessed at: http://www.
choosingwisely.org/doctor-patient-lists/american-college-of-emergency-physicians/.
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Il. Metrics

A. Overview — After determining which initiatives involving this specialty that are most appropriate
for your CIN/ACO, to incentivize the desired behavior and outcomes, it is recommended that clinically-
valid metrics track adherence to the chosen activities and accomplishment of the desired results.
Perhaps use the following array of measures from various sources as a “menu” from which to start, and
then tailor, prioritize, and weight them to fit your incentivization goals.

B. MACRA Quality Payment Program MIPS Measures Relevant to Emergency Medicine

1. Quality - 50% of total score: Select 6 measures including one Outcome measure (or high
priority measure if an outcome measure is not applicable) and report each on at least 60% of eligible
Medicare and non-Medicare patient/visits for the entire year. Suggestions for your specialty include but
are not limited to the following:

o #1 Diabetes: Hemoglobin Alc Poor Control - High Priority
o #65 Appropriate Treatment for Children with Upper Respiratory Infection (URI) - High Priority
0 #66 Appropriate Testing for Children with Pharyngitis* - High Priority

0 #76 Prevention of catheter-related bloodstream infections (CRBSI) — central venous catheter
insertion protocol - High Priority

o #91 Acute Otitis Externa (AOE): Topical Therapy* - High Priority

o #93 Acute Otitis Externa (AOE): Systemic Antimicrobial Therapy — Avoidance of Inappropriate
Use* - High Priority

o #116 Avoidance of Antibiotic Treatment in Adults With Acute Bronchitis* - High Priority

o #130 Documentation and Verification of Current Medications in the Medical Record - High
Priority

o #187 Stroke and Stroke Rehabilitation: Thrombolytic Therapy*

o #254 Ultrasound Determination of Pregnancy Location for Pregnant Patients with Abdominal
Pain*

o #255 Rh Immunoglobulin (Rhogam) for Rh-Negative Pregnant Women at Risk of Fetal Blood
Exposure Pain*
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#317 Preventive Care and Screening: Screening for High Blood Pressure and Follow-Up
Documented*

#326 Atrial Fibrillation and Atrial Flutter: Chronic Anticoagulation Therapy
#331: Adult Sinusitis: Antibiotic Prescribed for Acute Sinusitis (Appropriate Use)* - High Priority

#332: Adult Sinusitis: Appropriate Choice of Antibiotic: Amoxicillin Prescribed for Patients with
Acute Bacterial Sinusitis (Appropriate Use)* - High Priority

#333: Adult Sinusitis: Computerized Tomography (CT) for Acute Sinusitis (Overuse)* - High
Priority

#415 Emergency Medicine: Emergency Department Utilization of CT for Minor Blunt Head
Trauma for Patients Aged 18 Years and Older* - High Priority

#416 Emergency Medicine: Emergency Department Utilization of CT for Minor Blunt Head
Trauma for Patients Aged 2 through 17 Years* - High Priority

#419 Overuse Of Neuroimaging For Patients With Primary Headache And A Normal
Neurological Examination - high Priority

*These 13 measures (plus EHR-only measure 107) make-up the Emergency Medicine Specialty
Measures Set

Pl: Promoting Interoperability (formerly ACI) - 25 percent of total score: Replaces the Medicare

EHR Incentive Program also known as Meaningful Use. A minimum of the following base measures
are required if reporting this category. Note that EHR’s certified to a 2014 edition report a different set of
measures.

O O O O O

3.

Conduct security risk analysis
ePrescribe

Provide patient electronic access
Send a summary of care
Receive/accept a summary of care

IA: Improvement Activities - 15 percentof total score: Attest that you completed up to 2 high-

weighted activities or 4 medium-weighted activities for a minimum of 90 days. Groups with 15 or fewer
participants or if you are in a rural or health professional shortage area, attest that you completed 1
high-weighted or 2 medium-weighted activities for a minimum of 90 days. There are over 90 possible
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measures to choose from. The following are suggestions only:

Collection and use of patient experience and satisfaction data on access (medium weighted).
Annual registration in the Prescription Drug Monitoring Program (medium weighted).
Engagement of new Medicaid patients and follow-up (high-weighted).

Engage patients and families to guide improvement in the system of care (medium weighted).

O O O O O

Implementation of documentation improvements for practice/process improvements (medium
weighted).

o Implementation of improvements that contribute to more timely communication of test results
(medium weighted).

4. Other resources from CMS - MIPS Measures Guide for Emergency Medicine Clinicians: Offers
a non-exhaustive sample of measures and activities for the Quality, Improvement Activities, and
Advancing Care Information performance categories that may apply in 2017 to these specialists.
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F. GYNECOLOGISTS

. Why and How You May Want to Utilize Gynecologists in Your CIN/ACO

NOTE: As the contributors in value-based care are distinctly different for physicians practicing
obstetrics, a separate treatment for obstetricians is found at Chapter Il.I.

A. As Primary Care First Point of Contact for Many Women — Many women view their OB/GYN
as their only physician or as their primary care physician. This may be by choice, but it may be by
necessity, particularly in rural areas. In the Medical Economics article entitled Young Minority Women
Bypass Primary Care for OB/GYN, survey results reported the following:

* More than half the women aged 18 to 40 years say their OB/GYN is the only physician they see
on an annual basis.

* 68 percent of women 41 and over also saw primary care physicians.

* Roughly 40 percent of the women surveyed reported having chronic conditions such as
diabetes, obesity or hypertension.*®

One Gynecology Accountable Care Workgroup member commented that gynecologists are often the
“first contact for women.” In a rural area without primary care access, they will remain the primary
care physician by default, but in an ACO setting with access to a primary care-led Patient Centered
Medical Home (“PCMH?”), primary care treatment will often be commenced, then an appropriate referral
made to the PCMH. Another Workgroup member stated that, “If they are unassigned, we try to keep
them in the ACO” by facilitating a physician/patient relationship within the ACO. The savings alone in
avoided emergency department visits would justify this initiative. “ACOG [The American Congress of
Obstetricians and Gynecologists] has long said ob-gyns have a tradition of providing preventive care to
women and that the specialty knows how to provide women a point of entry to the health care system.”
%0 Jeffrey Cain, M.D., a former Chairman of the American Academy of Family Physicians, has stated
that he expects gynecologists to start working more closely with primary care physicians as we move
towards team-based care.?

4 Zimlich, R., Medical Economics, Young Minority Women Bypass Primary Care for OB/GYN, (March 2013).

50 Askren, H., WomensNews, Health Question for Women: Two Doctors or One?, http://womensnews.org/story/medicine/121121/health-question-women-two-
doctors-or-one (Nov. 26, 2012).4.

5t /d.
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One physician noted, “If the gynecologist is the primary care physician, he/she must provide
COMPREHENSIVE primary care (i.e., wellness and prevention, GYN services) AND care for simple
chronic management (i.e., htn, obesity, diabetics, screening, complete immunizations, etc.)” A proactive
coordinated relationship with a primary care physician is recommended. This avoids a default to
multiple specialist referrals, further fragmenting the patient’s care.

Strategic Note: Use Co-Management Plan Agreements — When the gynecologist is assuming
primary care duties, co-management plan agreements are important to ensure partnerships between
gynecologists, primary care physicians and other specialists. Clear plans align the approach to care
and a framework for efficient coordination of care. It creates pathways for communication, feedback
and transition management. The patient should be included in the planning of these protocols. The
gynecologist’s presumed first option should now be coordination with the primary care practice, but with
channels to the appropriate specialists on the team.

This practice will lead to a double whammy of ACO value-add contributions: First, the contact,
diagnosis and referral stand to generate better care and substantial savings. Second, even “default”
primary care triage and treatment by the gynecologist can access all of the mentioned high-value ACO
opportunities of prevention and wellness, chronic care management, reduced hospitalizations, care
transitions and multispecialty coordination of complex patients.

B. As Specialists Coordinating With the CIN/ACO Care Team — Your colleagues are often
confronted and confounded by medical concerns requiring clinical expertise only within the
gynecological sphere. The accountable care model opens up heretofore unavailable new possibilities
to provide that expertise at the point of care and even to the patient. One Gynecology Accountable
Care Workgroup member noted that simply by the ACQO’s gynecologists being on the same Electronic
Medical Record System with the other specialties, he estimated that they opined on at least one or two
questions per day, resulting in “huge cost savings.” Another commended the practice of periodic lunch-
and-learn sessions with referring physicians. A more targeted approach which has proven effective
is to contact the top referrers exhibiting poor practices relative to evidence-based best practices. The
gynecologists send them the clinically valid guidelines and monitor adherence.

Per the American Congress of Obstetrics and Gynecology, “Nearly one-third of rural women live in
counties with no OB/GYN at all. Location is a serious disadvantage for these women.”? They have
higher rates of cervical cancer, receive fewer mammograms, pap smears and colorectal screenings,
and are less likely to receive family planning services.®® Given the obvious improvement in quality

%2 Am. Cong. Obst. & Gyn., OB/GYNs Urged to Help Reduce Health Disparities for Rural Women, http://www.acog.org/About-ACOG/News-Room/News-
Releases/2009/0b-Gyn-Urged-to-Help-Reduce-Health-Disparities-for-Rural-Women (Feb. 2009).
% [d.
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of care and reduced expenditures through improved health status, if gynecological “knowledge” is
pushed into a rural or other area without ready access, value-based payment such as in an ACO
now unleashes new opportunities. Care will improve if the gynecologist is linked to the point-of-care
provider through the ACO’s health information exchange. Likewise, telemedicine and established
telephone or e-mail access protocols through the ACO can help close this gap. One Workgroup
member commented that, “In an ACO, you’ve got to be the director of female health care.”

If a gynecologist sees a persistent but avoidable problem, they might proactively reach out and share
the guidelines within the ACO. One example provided by the Workgroup was the decision to share
guidelines with primary care physicians on when to refer a woman who is bleeding too much. “When it
gets this bad, it’s time to send them.” This simple ACO knowledge sharing produced real results.

An ACO model mitigates the problem that current insurance may limit coverage of women’s health
services. Because such care will result in better quality and more savings, the ACO could compensate
those services via a monthly fee.

A woman with a gynecological issue often will have other medical concerns, such as anxiety relative
to an unplanned pregnancy. Many ACOs prioritize multi-disciplinary care of the high-risk, high-cost
heretofore unmanaged patient—the 10 percent driving the 50 percent of total costs. Our fragmented,
“siloed” fee-for-service system has repeatedly let these patients fall between the cracks. The ACQO’s
data analysis might reveal a woman with gynecological issues who is also morbidly obese, diabetic,
depressed and exhibiting cardiac issues. Shared protocols, access via technology, “lunch and learns,”
and other interventional collaboration efforts often result in an ACQO’s greatest care and financial
improvements.

One study of women suffering from depression who received collaborative care displayed 50 percent
fewer symptoms after one year. Multi-disciplinary teams reviewed multiple health concerns on a
weekly basis.

C. Follow Evidence-Based Practices — One source of best practices is the Safety Certification in
Outpatient Practice Excellence for Women'’s Health Program (“SCOPE”) developed by the American
Congress of Obstetricians and Gynecologists (“ACOG”). This program details elements comparable
to the National Committee for Quality Assurance metrics. The SCOPE program is a voluntary program
used for assessing the patient safety concepts and techniques in the gynecology office.
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Because the women’s health care profession has demonstrated experience with clinical best
practices, providers in this area can lead the incorporation and development of similar initiatives for
ACOs. Gynecologist guidelines and metrics can frame providing patient assessment and evaluations,
prescribing and monitoring medication, serving as a liaison to medical issues, being a member of the
patient centered medical home, consulting to the public health care system and acting as an advocate
for the patient.

The multi-disciplinary “Choosing Wisely” Initiative is a good beginning source of guidelines:

* Don’t perform routine annual cervical cytology screening (Pap tests) in women 30-65 years

of age. In average risk women, annual cervical cytology screening has been shown to offer no
advantage over screening performed at 3-year intervals. However, a well-woman visit should occur
annually for patients with their health care practitioner to discuss concerns and problems and have
appropriate screening with consideration of a pelvic examination.

e Don’t treat patients who have mild dysplasia of less than two years in duration. Mild
dysplasia (Cervical Intraepithelial Neoplasia [CIN 1] is associated with the presence of the human
papillomavirus (HPV) which does not require treatment in average risk women. Most women with
CIN 1 on biopsy have a transient HPV infection that will usually clear in less than 12 months and,
therefore, does not require treatment.

e Don’t screen for ovarian cancer in asymptomatic women at average risk. In population studies,
there is only fair evidence that screening of asymptomatic women with serum CA-125 level and/or
transvaginal ultrasound can detect ovarian cancer at an earlier stage than it can be detected in the
absence of screening. Because of the low prevalence of ovarian cancer and the invasive nature of
the interventions required after a positive screening test, the potential harms of screening outweigh
the potential benefits.

D. Site of Service — Site of service differentials can make a big difference in costs, without
a difference in care. One Workgroup member related that sharing the site-of-service financial
implications was “astounding.” The top identified areas to focus on were surgery, imaging, and nutrition
consulting. A five-to-one price differential between hospital and clinic was used as an example for the
latter. Posting site-of-service statistics naming gynecologists provided effective “social pressure.”
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E. Other — Please see The Accountable Care Manual for Gynecologists, which may be
downloaded at http://www.tac-consortium.org/resources/.

F. PCSP Standards — The NCQA Patient-Centered Specialty Practice standards regarding care
team and patient coordination are recommended generally for all specialists, including gynecologists.

Il. Metrics

A. Overview — After determining which initiatives involving this specialty that are most appropriate
for your CIN/ACO, to incentivize the desired behavior and outcomes, it is recommended that clinically-
valid metrics track adherence to the chosen activities and accomplishment of the desired results.
Perhaps use the following array of measures from various sources as a “menu” from which to start, and
then tailor, prioritize, and weight them to fit your incentivization goals.

B. MACRA Quality Payment Program MIPS Measures Relevant to Gynecology

MEASURE NAME MEASUEE DESCRIPTION
Appropriate Workup Prior to Percentage of women, aged 18 vearz and older, whao
Endomestrial Ablation underge eadometrial sampling or hysterozcopy with

biopsy befors undergoing an endometrial ablation

Biopsy Follow-Up Percentags of new patients whose biopey resuliz have
been reviewsd and communicated to the primary
cara/tafarring physician and patient by the performing
phvsician

Breast Cancer Scresning Percentags of women >0-74 vearsz of age who had 2
mammcogram to screen for breast cancer.
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Care Plan

Percentage of patienf: aged 63 vearz and older who have
an advance care plan or surrogate decizion maker
documentad m the medical record or documentation in
the medical record that an advance care plan waz
dizcuzsad but the patient did not wizh or was not abls to
name 2 surrogate dacision maker or provide an advance
cara plan

Cervical Cancer Screening

Percentage of women Z1-64 vear: of age who were
sereened for cervical cancer using either of the
following criteria: ¥ Women age 21-64 who had
cervical evtology performed every 3 vears ¥ Women
age 30-84 who had cervical eytology/homan
papillomavirus (HEFV) co-testing performead every 3
yaars

Chlamydia Scresning and Follow Up

The percentaze of female adolescents 16 vears of age
who had a chlamydia screanmg test with proper followe-
up durmng the measurement period

Chlamywdia Scresnmg for Women

Percentags of women 16-24 vearz of age who were
1dentifiad as zexually actrve and who had at least ons
test for chlamyvdia during the meazurement perod

Closing the Feferral Loop: Feceipt
of Specialist Report

Percentage of patients with referrals, regardless of age,
for which the refamming provider receives a report from
tha provider to whom the patient was referrad

Controlling High Blood Preszure

Percentage of patienfz 18-85 vear: of age who had a
diagnoszis of hypertanzion and whese blood pressure was
adaguately controlled (=140/90mmHg) during the

meazurameant period

Documentation of Current

MMedications in the Medical Record

Percentage of vizits for patientz aged 18 vearz and older
for which the eligible professional attezts fo
decumenfing a list of cuwrrent medications using all
immeadiate rezources availzkle on the date of the
epcounter. This list muust include ALL known
prezcripfions, over-the-counters, herkals, and
vitamin/mineral dietary (outntional) supplemends AT
must contam the medications' nams, dosage, frequency
and route of administration.

Mon-FEecommended Cervical Cancar
Sereening m Adolescent Famales

The percentaze of adolescent fernales 16-20 vears of aze

who were screened unnecezsarily for cervical cancar.

Ostacporesiz Management
Women Who Had 2 Fracturs

The percentage of women age 30-32 who suffered a
fracture and who either had 2 bone minsral densify test
or recerved a prescription for a dmg to freat osteoporosiz
in the =ix months after the fracture.
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Performing Cystoscopy at the Timea
of Hysterectomy for Pelvic Orzan
Prolapze to Datect Lower Urmary
Tract Injury

Percentage of patientz who undergo cvstoscopy to
evaluate for lower unnary tract injury at the time of
hysteractomy for pelvic orzan prolapse

Preventive Care and Seresming:
Body Mazs Index (BID) Screenmmg
and Follow-TTp Plan

Percentage of patisntz aged 12 vears and older with a2
BMI documented during the current encounter or durng
the previous s meonths AND with 2 BMI outzide of
normal parameters, 2 follow-up plan 15 documented
during the encounter or during the previous six months
of the current encounter Nommal Parameters: Are
1% vear: and older BRI == 185 and = 25 kg/m2

Preventive Care and Scrasning:
Influenza Immunization

Percentage of patisntz aged 6§ month: and older saan for
a vizit batween October 1 and March 31 who recerved
an mfluenza mmunization OF who reported previous
racaipt of an influsnza mmunization

Preventive Care and Seresming:
Sereening for High Blood Preszure
and Follow-TTp Documentad

Percentage of patisntz aged 12 vears and older sean
during the reporting period who ware zeresned for hizh
blood pressure AND a recommendad follow-up plan 1=
documented bazed on the current blood prazsure (BF)
reading az mdicatad

Preventive Care and Seresming:
Tobaceo Use: Screenmg and
Cezzation Intervention

Percentage of patisntz aged 12 vears and older who wera
sereened for fobacco wse ons or more times within 24
months AND whe recaived ceszation counszeling
mtervention if identified a= a tobacco uzar

Preventive Care and Seresming:
Unhealthy Alcohol Uze: Screening
& Brief Counsaling

Percentage of patisntz aged 12 vears and older who wera
sereened for unhealthy alechel use usmeg a syztematic
screening method at least once withn the lazt 24 months
AMND who received brief counssling 1f 1dentifisd as an
unhealthy alecho] wsar

Proportion of Patients Sustaiming a
EBladder Injury at the Time of any
Pelvic Organ Prolapze Eapair

Percentage of patientz undergoing any surgery to rapair
pelvic organ prolapse who sustams an mjury to the
bladder recognized erther during or within 1 month after

SUTEErY

Propeortion of Patients Sustaining a
Bowel Injury at the time of any
Pelvic Organ Prolapze Eapair

Percentage of patientz undergoing surgical repair of
pelvic organ prolapse that 15 complicated by 2 bowel
mjury at the fime of ndex surgery that 1= recognizad
mtracperatrvely or within 1 month after surgery

Proportion of Patients Sustaiming a
Ureter Injury at the Time of any
Pelvic Organ Prolapze Eapair

Percentage of patisntz undsrzoing pelvic organ prolapzs
repairs who sustain zn imjury to the uretar recognized
gither during or within | meonth after surgery
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Tobaceo Use and Help with Quitting | The percentage of adolescants 12 to 20 vears of aze with
Among Adolezcents a prumary care visit during the meazurement vear for
whom tobacco use status was documented and received
help with quitting if identifiad a= a tobacco user

Urmary Incontinence: Azsezzment of | Percentage of famals patients aged &5 years and older

Presence or Absence of Urinary who were aszeszad for the prezence or abzenca of
Incontinence m Women Azed 63 urinary incontinence within 12 months
Years and Older

Urmary Incontinence: Plan of Care | Percentage of famale patients aged 65 yearz and older
for Urinary Incontinence in Women | with a diagnoszis of urinary mconfinence with a

Apad 65 Yearz and Older documentad plan of care for urinary meontinence at
least once within 12 months

C. Blue Cross Measures Relevant to Gynecologists — The Blue Cross and Blue Shield of North
Carolina Tiered Network utilizes administrative claims data in an effort to identify high quality, low
cost providers and to help consumers make more informed choices for their medical care. They note:
“Transparent methodology provides physicians with access to information on how their performance
compares to their peers on nationally accepted quality measures as well as local cost efficiency
benchmarks.” The quality measures chosen for the obstetrics/gynecology specialty include:

e Percentage of women 40-69 years of age who had a mammogram to screen for breast cancer.

* Percentage of women 21-64 years of age who received one or more Pap tests to screen for
cervical cancer.

e Percentage of women 16-20 years of age who were identified as sexually active and who had at
least one test for Chlamydia during the measurement year.

* Percentage of women 21-24 years of age who were identified as sexually active and who had at
least one test for Chlamydia during the measurement year.

* Percentage of hysterectomy with potentially avoidable complications

* Percentage of deliveries with a potentially avoidable complication.>*

54 BCBSNC, Tiered Network Product, http://www.bcbsnc.com/content/providers/quality-based-networks/tiered-network.htm.
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G. HOSPITALISTS

. Why and How You May Want to Utilize Hospitalists in Your CIN/ACO

The incorporation of hospitalists into an ACO allows for attainment of efficiencies because of
hospitalists’ continuous provision of patient care, rather than the periodic rounds performed by internists
and other specialists.®® “Hospitalists position themselves to manage through the entire spectrum and
episodes of iliness,” explains R. Jeffrey Taylor, President and COO of IPC The Hospitalist Company,
“That skill set and continuity of care will be crucial for ACOs.”®

A. Hospitalist as Co-Manager

Hospitalists are tasked with the management and coordination of care throughout the inpatient
experience and facilitate communication among care providers, both inside and outside the hospital.
The positive impact of these skillsets is particularly significant with complex patient populations.

A study was performed at the University ofRochester School of Medicine on the effect of co-
management by a geriatric hospitalist and orthopedic surgeons. The intervention was performed on
older patients suffering from multiple comorbidities who are treated for a hip fracture at The Geriatric
Fracture Center (GFC). In this intervention, co-management included “a strong emphasis on co-
ownership, mutual respect and communication.””

The study included 314 patients with193 patients considered more complex, as they suffered from
more comorbid conditions and dementia. The other 121 patients, who comprised the control group,
received usual care. Despite being a more acute population, the intervention group experienced more
favorable results throughout the entire episode of their care, such as:*®

e Shorter times to surgery (24.1 vs. 37.4 hours)
* Fewer postoperative infections (2.3% vs. 19.8%)

e Fewer overall complications (30.6% vs. 46.3%)

% Knowledge @ Wharton. “Are ‘Hospitalists’ a Key to Saving Health Care?” The Fiscal Times. N.p., 26 Feb. 2014. Web. <http://www.thefiscaltimes.com/
Articles/2014/02/26/Are-Hospitalists-Key-Saving-Health-Care>.

% Gamble, Molly. “Hospitalists and ACOs: The Perfect Fit?” Hospitalists and ACOs: The Perfect Fit? Becker’'s Hospital Review, 21 Mar. 2011. Web. <http://www.
beckershospitalreview.com/hospital-physician-relationships/hospitalists-and-acos-the-perfect-fit.ntml>.

57 Beresford, Larry. “ONLINE EXCLUSIVE: Co-management Business Models - The Hospitalist.” The Hospitalist. The Society for Hospital Medicine, 1 Apr. 2011. Web.
% Friedman SM, Mendelson DA, Bingham KW, Kates SL. Impact of co-managed geriatric fracture center on short-term hip fracture outcomes. Arch Intern Med.
2009;169(18):1712-1717.
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* Shorter length of stay (4.6 vs. 8.3 days)

* Lower use of physical restraint (0% vs. 14.1%)

Strategic Note: A clearly defined co-management structure should be established in order to
prevent “dumping”, where specialists and primary care physicians transfer responsibility of an admitted
patient to hospitalists. “Dumping” forces hospitalists to shoulder all responsibility for patients during
their inpatient stay, often providing care that exceeds their capabilities. This is especially important
because hospitalists are put at an increased legal risk.>®* Co-management agreements should reflect
an understanding of:

* Shared goals, reflecting the mission of the ACO;

e Patients’ needs;

* Value proposition of hospitalists and other providers;
e Scope of hospitalists’ abilities;

e Workload capacity of hospitalists;

* Resources necessary to perform assigned tasks;

e Co-management agreements should evolve with time.®°

One suggested method is to develop metrics related to how co-management is handled in the
organization. Metrics are generally an effective way to ensure that trends such as “dumping” are not
developing in the hospital setting. Data should be collected at baseline, as well as continuously over
time. Any identified problems should be addressed immediately in order to ensure that bad habits do
not become established.

B. Hospitalist Involvement in Post-Discharge Care

In an effort to rethink their role in the clinical setting, successful hospitalists have expanded their scope
beyond traditional inpatient care, in both clinical and non-clinical capacities.

% Beresford, Larry. “The Co-management Conundrum.” The Hospitalist, Apr. 2011. Web. <http://www.the-hospitalist.org/details/article/1044707/The_
Comanagement_Conundrum.html>.
50 /d.
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1. Clinical Role in Patient Discharge

Additional clinical roles include both pre- and post-hospitalization care, such as admission and
rehabilitation. A National Taiwan University Hospital experiencing a 22 percent readmission rate after
discharge from the hospitalist ward implemented a Post-Discharge Transitional Care (PDTC) program,
operated by nurses and hospitalists.®’ The program consisted of the following activities for 30 days
post-discharge:

* Disease-specific care plan established at discharge;
* Disease-specific indicators monitored through:
o Patient hotline
o Scheduled follow-up calls (days 1, 3, 7, 14 and 30);

* Hospitalist-run outpatient clinic

* There have previously been mixed responses to hospitalist-run clinics in the United States; under a
fee-for-service model, many hospitals have ultimately had to subsidize these clinics. However, under the
ACO model, there is much more financial incentive to provide care through this type of model.

If a disease worsened, it was reported to the patient’s hospitalist and further management was
discussed, including counseling, referral to the hospitalist-run clinic or referral to the ED. Within 30 days
of discharge, the intervention group had significantly lower rates of readmission (14% vs. 22%) and
death (1% vs. 3%).

2. Non-Clinical Role in Patient Discharge

Hospitalists have the opportunity to play a key role in the handoff of patients after discharge, such as
back to their primary care physicians. In the ACO setting, hospitals are suddenly finding themselves
invested in the patient’s successful transition out of the hospital, due to the fact that they are now
financially penalized for readmissions within 30 days.

61 Shu, Chin-Chung, Nin-Chieh Hsu, Yu-Feng Lin, Jann-Yuan Wang, Jou-Wei Lin, and Wen-Je Ko. “Integrated Postdischarge Transitional Care in a Hospitalist System
to Improve Discharge Outcome: An Experimental Study.” BMC Medicine 9.1 (2011): 96. Web.
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There are six principles that hospitalists should follow to ensure a successful patient hand-off.

a. Communicate in an Effective, Convenient Manner — Hospitalists should find a method of
communication that is most convenient for the majority of the primary care physicians with whom
they have relationships; when necessary, customization of method may be necessary. Only convey
information that is essential for primary care physicians to know.

b. Utilize the Knowledge of Primary Care Physicians — The opinions of primary care physicians
should be incorporated into complex medical decisions and design of care. There are multiple benefits
to incorporating a primary care physician’s expertise regarding a specific patient. First, patients will be
comforted knowing that their primary care physician’s opinion has been included. Second, it is essential
that one clear message regarding post-discharge instructions be communicated to the patient in order
to avoid confusion. Lastly, there is a much higher chance that a primary care physician will enforce
post-discharge instructions if they agree on the course of action.

c. Timeliness of Communication is Essential — Hospitalists should connect with primary care
physicians in a timely manner at the following points: admission, before major medical decisions
(especially those that might be irreversible) and at discharge.

d. Include the Patient — The patient should be an active part of the medical decision-making
process, and the primary care physician can advise how to best facilitate patient participation.

e. Be on the Patient’s Side — Hospitalists run the risk of being viewed as a “gatekeeper” of the
hospital system. To overcome this impression, hospitalists need to make it clear that they are the
patient’s advocate.

f. Always Interact in a Polite and Gracious Manner — Even if the hospitalist’s initial interactions
with the primary care physician are awkward or unsuccessful, the hospitalist should still continue to be
gracious and polite. All relationships have the potential to improve.®2

Strategic Note: The Society of Hospital Medicine (SHM) has recently introduced the Post-Acute
Care Toolbox, targeting patient transitions from short-term hospital stays to skilled nursing facilities. The
recommendations presented in the toolbox comes from both 1) evidence-based medicine, and 2) the

%2 Goldman, Lee, Steven Z. Pantilat, and Winthrop F. Whitcomb. “Passing the Clinical Baton: 6 Principles to Guide the Hospitalist.” The American Journal of
Medicine111.9 (2001): 36-39. Web.
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opinions of industry experts. For more information, please visit http://www.hospitalmedicine.org/Web/
Quality__ _Innovation/Implementation_Toolkit/pact/Overview_PACT.aspx.

C. Hospitalist Involvement in Quality Improvement Initiatives

“One of the most important material changes we have seen is that hospital medicine has developed

its own research and educational agenda and platform,” explained Dr. Arora, co-chair of the Society of
Hospital Medicine’s Physicians in Training Committee, “The field’s expanding non-clinical opportunities
are emerging as another drawing card. Hospitalists are increasingly becoming involved in informatics,
quality improvement and medical education, and partnering with administration in a variety of areas.”®®

For example, the University of California at San Francisco launched a high-value care initiative in the
Department of Hospital Medicine in March 2012, co-led by a hospitalist and the administrator of the
Division of Hospital Medicine. The initiative had three main goals:

* |dentify areas of waste in the hospital (defined as areas of high cost with no associated
improvement in health outcomes) using financial and clinic data;

» Utilize evidence-based interventions that promote value and quality of care;

* Drive cultural change though evidence-based cost awareness education.

Dr. Christopher Moriates, co-chair of the committee responsible for the initiative, explained, “We’re not
just creating these pilot programs and asking people to do more. We're really thinking through these
interventions as complete packages. We're really baking it into our culture. As we address what people
actually do and change the systems around...it becomes standard practice and thus more likely to be
sustainable.”*

During the first year, six projects were undertaken, including: reduce unnecessary nebulizer use,
curb overuse and inappropriate use of gastric stress ulcer prophylaxis, encourage better blood
utilization stewardship, improve the use of telemetry, scale back on inappropriate/repeat inpatient
echocardiograms and reduce the number of ionized calcium labs. Early results have shown that the
plan is working. In particularly, unnecessary nebulizer usage has decreased by more than 50 percent
on a high-acuity medical ward.

3 Darves, Bonnie. “Hospitalists on the Move.” NEJM CareerCenter. New England Journal of Medicine, n.d. Web.
84 Quinn, Richard. “High-Value Care Program Puts Hospital on Path to Savings.” The Hospitalist, 30 July 2014. Web.
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Dr. Shaun Frost, president of the Society of Hospital Medicine, predicted the future demand for
hospitalists involved with quality improvement initiatives, explaining, “Young physicians interested in
hospital medicine must embrace the fact that an important part of the job today is working on systems
aspects of care, to improve care processes. Hospital medicine has always seen itself as a specialty
whose role is to help hospitals deliver better care. But with health care reform evolving, hospitalists will
have an even larger role in organizing care delivery.”s®

Strategic Note: The Society for Hospital Medicine (SHM) has joined Choosing Wisely®, an initiative
through the American Board of Internal Medicine (ABIM) foundation to promote conversations between
physicians and patients concerning the careful selection about medical tests and procedures. The goal
of the campaign is for patients to choose care that is evidence-based, not duplicative, free from harm
and absolutely necessary.®® Five topics have been selected in the area of Adult Hospital Medicine:

1. “Don’t place, or leave in place, urinary catheters for incontinence or convenience or monitoring
of output for non-critically ill patients (acceptable indications: critical illness, obstruction,
hospice, perioperatively for <2 days for urologic procedures; use weights instead to monitor
diuresis).”

2. “Don’t prescribe medications for stress ulcer prophylaxis to medical inpatients unless at high
risk for GI complications.”

3. “Avoid transfusions of red blood cells for arbitrary hemoglobin or hematocrit thresholds and in
the absence of symptoms of active coronary disease, heart failure or stroke.”

4. “Don’t order continuous telemetry monitoring outside of the ICU without using a protocol that
governs continuation.”

5. “Don’t perform repetitive CBC and chemistry testing in the face of clinical and lab stability.”
To learn more about the SHM Choosing Wisely® Adult and Pediatric recommendations, as well

as the Choosing Wisely® Case Study Competition, please visit http://www.hospitalmedicine.org/
choosingwisely.

5 Darves, Bonnie. “Hospitalists on the Move.” NEJM CareerCenter. New England Journal of Medicine, n.d. Web.
%6 "About.” Choosing Wisely. ABIM Foundation, n.d. Web.
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Strategic Note: Hospitalists should pay attention to Physician Fee Schedules, which are constantly
being updated to include new Current Procedural Terminology (CPT) codes that they can utilize in their
expanded roles. In particular, there has been a trend of CMS focusing on developing new CPT codes in
the areas of transitional care, coordination and counseling. For example, codes 99495 and 99496 have
been introduced in the 2013 Physician Fee Schedule, both of which must include:

e Communication (direct contact, telephone or electronic) with the patient and/or caregiver within
two business days of discharge;

* Medical decision-making of moderate complexity during the service period;

e A face-to-face visit (within 14 days of discharge for 99495 and within 7 days of discharge for
99496).%"

While solely focusing on areas incentivized by fee schedules is not encouraged, aligning initiatives
according to new developments in fee schedules can be an effective method for ensuring a smooth
transition from volume- to value-based care.

D. Expanded Scope of Clinical Activities for Hospitalists

There are several additional clinical functions that can be performed by hospitalists that are strongly
aligned with the principles of the ACO model. Some examples are listed below.

1. Emergency Department Triage®®

Emergency departments (EDs) across the country face a bottleneck of patients that are waiting to be
admitted to the hospital, resulting in long wait times, low patient satisfaction, and poor outcomes. One
root cause of this problem is that EDs rely on input of physicians from varying departments concerning
the admission of a patient. According to a pre- and post-intervention study performed at Johns Hopkins
Bayview Medical Center, the use of hospitalists as triage consultants to the ED has proven to decrease
admission time from approximately 2.5 hours to 20 minutes, with no significant differences in mortality
rates.

57 Bendix, Jeffrey. “Making Sense of the New Transitional Care Codes.” Medical Economics. Modern Medicine Network, 10 Mar. 2013. Web.
%8 Howell, Eric E., Edward S. Bessman, and Haya R. Rubin. “Hospitalists and an Innovative Emergency Department Admission Process.” Journal of General Internal
Medicine 19.3 (2004): 266-68. Web
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2. Emergency Department Surgery ©°

There is a nationwide shortage of surgeons available to perform acute care procedures, caused by
such factors as increased specialization of surgeons, declining reimbursement, increasing malpractice
liability risks, aging surgeon population, unwillingness to prioritize ambulatory surgery over elective
surgery and more. The Institute of Medicine published a report entitled “Hospital-Based Emergency
Care: At the Breaking Point” that cited the closing of several EDs across the country due to an
insufficient surgical treatment capacity, thus limiting access of care to communities. A trial at the
University of California — San Francisco revealed positive outcomes from the use of hospitalists as both
surgeons and triages to specialty surgeons when necessary.

Strategic Note: Many hospital systems regard the use of hospitalists as a strategy to decrease the
cost of providing care, which is strongly aligned with the goals of an ACO. One study regarding the use
of hospitalists in 12 randomly selected communities detected a correlation between the varied use of
hospitalists and the predominant type of reimbursement present in the market. A higher presence of
hospitalists was observed in markets where payers reimbursed providers under various methods of
fixed payments, such as capitation, per diem and DRG case rates. On the contrary, a lower utilization
of hospitalists was noted in markets where the primary method of reimbursement was more varied,
including fee-for-service components.”

3. Skilled Nursing Facility

Another strategy utilized by hospitals to decrease the costs of providing care to inpatients is to transition
patients who are not yet ready to go into an intermediary skilled nursing facility. This tactic is especially
effective for the 5 percent of patients who account for approximately 50 percent of hospital costs.
Industry experts believe that hospitalists are key to the success of skilled nursing facilities (SNFs),
particularly as more complex patients are transferred to these settings to decrease the total cost of
care.”

E. Hospitalists as Public Health Managers

The Institute of Medicine has identified the three core functions of public health as assessment,
assurance and policy development. Assessment is defined as the gathering and analysis of data
related to population health. Assurance is ensuring the availability of high quality, necessary health

% Maa, John, Jonathan T. Carter, Jessica E. Gosnell, Robert Wachter, and Hobart W. Harris. “The Surgical Hospitalist: A New Model for Emergency Surgical Care.
“Journal of the American College of Surgeons 205.5 (2007): 704-11. Web.

7 Pham, Hoangmai H., Kelly J. Devers, Sylvia Kuo, and Robert Berenson. “Health Care Market Trends and the Evolution of Hospitalist Use and Roles.” Journal of
General Internal Medicine 20.2 (2005): 101-07. Web

7 Pittman, David. “SNFs: New Turf for Hospitalists?” SNFs: New Turf for Hospitalists? MedPage Today, 24 May 2013. Web.
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services to communities. Lastly, policy is developed as a way to ensure that the goals of assessment
and assurance are met.

ACOs, by definition, are responsible for managing the health care of a specific patient population.
Therefore, activities related to improving the overall health status of this population are highly aligned
with the fundamental principles of value-based care. While hospitalists traditionally only focus on a
small subset of the population — inpatients — they are well-equipped to tackle a whole host of public
health and population health management-related activities. The figure below details specific initiatives
within the three core functions of public health — assessment, assurance and policy — that hospitalists
have successfully engaged in.”2

Strategic Note: The involvement of hospitalists in public health and population health management
may be viewed as inefficient from the hospital’s perspective. By historically focusing on individual
patient care, hospitalists have developed a reputation as being able to achieve improved outcomes
and cost savings in the acute care setting. Therefore, the hospital might view the shift from individual to
population management as uneconomical, especially because there is currently minimal reimbursement
for these efforts. However, it is important to note that improved population health will ultimately lead to
cost savings under the ACO model, and therefore may be considered cost effective in the long run.”

F. Hospitalist Involvement in Palliative Care

Recent trends have increased the amount of time that patients spend in the inpatient setting in their
last six months of life, with 67 percent of Americans dying in the hospital setting.” The integration

of hospitalists into palliative care provides several opportunities for improving the quality of care at

the end-of-life. Clinic-based physicians are, by nature, unable to maintain a constant presence at a
patient’s bedside. Hospitalists, on the other hand, have a constant presence that has several potential
benefits. First, hospitalists may be able to provide care in a more objective manner because they have
not developed a long-term relationship with the patient; this can also enable hospitalists to more easily
evaluate a patient’s physiological impairments. Second, hospitalists’ abilities to communicate with other
providers within the hospital setting will allow them to better coordinate interdisciplinary care. Lastly,
hospitalists can use this opportunity to develop expertise in caring for terminally ill patients, including
treatment for pain, discussion of treatment options and clarifying goals of care with patients and
families. Furthermore, hospitalists can educate other providers on the proper techniques for palliative
care.”

72 Kisuule, Flora, Myechia Minter-Jordan, Jonathan Zenilman, and Scott M. Wright. “Expanding the Roles of Hospitalist Physicians to Include Public Health.” Journal
of Hospital Medicine 2.2 (2007): 93-101. Web.

7 Id.

7 Muir, J. Cameron, and Robert M. Arnold. “Palliative Care and the Hospitalist: An Opportunity for Cross-fertilization.” The American Journal of Medicine 111.9 (2001):
10-14. Web.

s Id.
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One medical center in Wisconsin used tools from the Society for Hospital Medicine’s Project BOOST
(Better Outcomes for Older Adults through Safe Transitions) in order to improve palliative care. All
patients under hospitalist care are assessed for a series of risk factors when admitted; the medical
center developed protocols based on Project BOOST tools in response to certain identified risk factors.
For example, the use of a Palliative Care Quality Indicators Checklist can prompt hospitalists to order
palliative consult. Since the introduction of these new policies, the medical center has seen reduced
readmissions, increased patient satisfaction, and increased usage of palliative consults for the target
patient population. Dr. Andrew McDonagh, head of the medical center’s hospitalist service, explained
that “doing our job well as hospitalists will be more than just addressing medical needs but tailoring our
care to the individual patient. Palliative care helps us better define appropriate care for these patients.””®

G. Other — Please see The Accountable Care Manual for Hospitalists, which may be downloaded
at http://www.tac-consortium.org/resources/

H. PCSP Standards — The NCQA Patient-Centered Specialty Practice standards regarding care
team and patient coordination are recommended generally for all specialists, including hospitalists.

Il. Metrics
A. Examples of Measures that Measure Hospitalist Performance

1. Medicare — Any provider organization participating in a Medicare Shared Savings Program ACO
contract holds the provider accountable for meeting 33 different quality measures. According to experts,
“A conservative view of the hospitalist’s role in an ACO suggests the hospitalist can influence at least
half of these quality measures, ranging from preventative health to care coordination to the treatment
of at-risk patients.””” Although hospitalists do have the potential to impact the majority of these factors,
they only should work to impact fewer factors. Other factors should be the responsibility of nurses or
primary care physicians.

76 Beresford, Larry. “Hospitalist/Palliative-Care Collaboration Aims to Reduce Readmissions.” The Hospitalist, 31 Jan. 2012. Web.
77 "Hospitalist Group Model for Value Based Care.” Wyatt Matas, n.d. Web. <http://wyattmatas.com/hospitalist-group-model-for-value-based-care/>.
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The table below depicts these 33 different quality measures:

§

CQuality M easure

Getting Timely Care, Appointments, and | nformation
How Well % our Dioctors Communicate

Pstient! Patients' Rating of Docior
Caregiver | Accessto Specidlisis
Experience "Ltk Promation and Educaion
Shared Decision M aking
Haalth Siatus'Functional Status
Risk Siandardized, All Condition Readrmissions
ASC Admizsions: COPD or Asthmain Older Adults
ASC Admission: Heart Failure

| ea| =i &0 en| =] a] kA =

1
A
e

1 { Patient | Percent of PCPs who Qualified for EHR Incentive Payrment
12 ey Medication Reconcliztion

13 Fall= Scresning for Fall Risk

14 Influenza |mmunization

15 Preumococeal Waccnation

16 Adult Wisight Scresning and Foll ow-up

17 Brayentaiye Tobacoo Use A ssessnent and Cessation |ntervention

12 Hedth Diepression Scresning

19 Colorectal Cancer Scresning

20 M arnmography Soreening

21 Proportion of Adults who had bood pressure scresned in past 2
YESrs

22 At-Risk Hemoglobin & 1c Control {Hob 1¢) (<8 percant)

" *Hospitdist Group Model for Value Based Care” Wyatt Matas o, Web. <httpoliwyat
group-model-for-walue-based-caral=.
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i F'g_:ulmitﬂ Low Density Lipoprotein (LOL) (<100 mgidl)
24 ! Blood Pressurs (BF) < 140080
25 Tobacoo Man Uss
26 Azpirin Uss
a7 Percent of beneficiaries with disbstes whose HbA 1o in poor
confrol (#8 percent)
Al-Hisk
24 Population | Percant of beneficiaries with hypertension whose BF <140/80
Hypertension
g At-Bick Percant of beneficiaries with VD with complete lipid profile and
thl;im LDOL cortrod < 100mg/dl
an VD Fercent of beneficiaries with IVD who use Asgirin or other
antithrombotic
At-Hisk
H Population | Bets-Blocker Theragy for LVED
HF
32 Ad-Risk Dirug Therapy for Lowsering LOL Chilestens]
Population [ &CE |nhibitor or ARB Therapy for Patients with CAD and
3
CAD Diabetes andior LVED

2. Patient Quality Reporting System (PQRS) — The Medicare Shared Savings Program regulations
state that any physician participating in an ACO will be treated as also participating in the PQRS
program and will quality for PQRS incentive payments. This is highly beneficial because the hospital
with help with the reporting requirements for the PQRS program.

The table below, provided by the Society for Hospital Medicine, depicts which of the PQRS measures
can be impacted by hospitalists.
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B. MACRA’s Quality Payment Program MIPS Measures Relevant to Hospitalists

MEASUEREE NAME MEASUEREE DESCRIPTION
Appropriate Workup Prior to Percentage of women, aged 18 vears and older, who
Endometrial Ablation underze endometrial zampling or hysterozcopy with

biopsy befors undergoing an endometrial ablation

Biopsy Follow-Up Percentage of new patients whose biopesy resuliz have
bean reviewed and communicated to the primary
cara/taferring phyzician and patient by the performing

phvsician

Breast Cancer Scresning Percentage of women 30-74 vears of age who had 2
mammogram to screen for breast cancer.

Care Plan Percentage of patiantz aged 63 vears and older who have

an advance care plan or surrogate decizion maker
documentad m the medical record or documentation in
the medical record that an advance care plan wasz
dizcuzsad but the patient did nof wizh or was not abls to
name 3 surrogate dacizsion maker or provide an advance
cara plan

Cervical Cancer Screening Percentage of women 2 1-64 vears of age who were
sereened for cervical cancer using either of the
following criteria: ¥ Women age 21-84 who had
cervical cyvtology performed every 3 vears ¥ Women
age 30-84 who had cervical evtology/human
papillomaviruz (HFV) co-testing performed every 3
vears

Chlamvdia Screenmg and Follow Up | The percentage of female adolascents 16 vears of age
who had a chlamvdia seresnmg test with proper follow-
up during the measurement period

Chlamydia Scresnmg for Women Percentage of women 16-24 vears of age who were
identifiad as sexually active and who had at least one

test for chlamyvdia duning the measurement pernod

Closing the Eeferral Loop: Feceipt | Percentage of patients with referrals, regardless of age,

of Specializt Eeport for which the refarring provider receives a report from
the provider to whom the patient was referrad
Controlling High Blood Preszure Percentage of patientz 13-85 vearz of age who had a

diagnozis of hypertenzion and whose blood pressure was
adeguately controlled (=140/90mmHg) during the
measurament period

page 78

©2019 Smith, Anderson, Blount, Dorsett, Mitchell & Jernigan, L.L.P.




Diocumentation of Current
hledications in the Medical Fecord

THE ACO SPECIALIST MANUAL

Percentage of vizits for patients aged 18 vearz and older
for which the elizible professional attests fo
documenting a list of current medications usmg all
immediate resources available on the date of the
encounter. This list moust include ALL known
prezcriptions, over-the-counters, herbals, and
vitamin/mineral'dietary (mintional) supplement= AND
must contain the medications' name, dozage, frequency
and route of administration.

MNon-Fecommendead Cervical Cancer
Sereening i Adolezcent Famales

The percentage of adolescent females 16-20 vears of age
who were screened unnecessanly for cervical cancer

Osteoporosiz Management in
Women Who Had a Fracture

The percentage of women age 30-33 who suffered a
fracture and who sither had 2 bone muineral denzity test
or recelved a prescription for 2 drug to freat osteoporosiz
in the six months after the fracture

Performimg Cystoscopy at the Time
of Hysterectomy for Pelvie Organ
Prolapze to Datact Lower Urimary
Tract Injury

Percentags of patientz who undergo cvstoscopy to
evaluate for lower urinary tract imjury at the time of
hystaractomy for pelvic organ prolapse

Preventive Care and Screening:
Body Mazs Index (BRI) Scresning
and Fellow-Up Plan

Percentage of patientsz aged 18 vears and older with 2
BMI documentad during the current encounter or during
the previous six months AND with 2 BMI outzide of
normal parameters, a follow-up plan 1= documented
during the encounter or during the previous zix months
of the current sncounter Mormal Parameters: Aze
1% vears and older BMI == 18.3 and < 23 kg/m2

Preventive Care and Scresning:
Influenza Immunizathion

Percentage of patientz aged & months and older seen for
a vizit batwveen October 1 and March 31 who recerved
an mfluenza immunization OF. who reported previous
receipt of an influenza immunization

Preventive Care and Screening:
Screenming for High Blood Pressure
and Follow-Up Documented

Percentage of patientsz aged 18 vears and older seen
during the reporting period who ware scresned for high
blocd pressure AND a recommended follow-up plan 1z
documentad bazed on the current blood prezsure (BEF)
reading az mdicated

Preventive Care and Scresning:
Tobaceo Use: Scresning and
Ceszsation Intervention

Percentage of patients aged 18 vears and older who weare
sereened for fobacco use one or more times within 24
months AND wheo received ceszation counzeling
mmtervention if identified az a tobaceo uzar
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Prevenfive Care and Scresning: Percentage of patientz agad 18 vears and older who wara
Unhealthy Alechol Usze: Screening sereened for unhealthy aleohel uze uzmg a systematic
& Brief Counsaling sereening method at least once within the last 24 months

AND who received brief counseling if identified as an
unhealthy aleohol user

Proportion of Patients Bustaiming a Percentage of patisantz undergoing any surgery to repair

Eladder Injury at the Time of any palvic organ prolapse who sustams an mjury to the
Pelvic Organ Prolapze Eapair bladder recognized either during or within 1 month after
SUTEEry

Proportion of Patients Bustaining a Percentage of patienfz undergoing surgical repair of
Bowel Injury at the time of any pelvic organ prolapse that 15 complicated by a bowel
Pelric Organ Prolapse Fapair mmjury at the fime of index surgery that 1= recognizad
mmtracperatively or within 1 month after surgery

Proportion of Patients Bustaiming a Percentage of patientz undargoing pelvic organ prolapzs

Ureter Injury at the Time of any repairs who sustain an imjury to the ureter recognized
Pelvic Organ Prolapze Fapair either during or within 1 month after surgery

Tobaceo Use and Help with Quitting | The percentage of adolescentz 12 to 20 yvears of age with
Among Adolezcents a primary care visit during the measurement year for

whom tobacco use status was documented and received

help with quitting if identified az a tobacco user

Urinary Incontinence: Aszsessment of | Percentage of female patients aged 63 vears and older

Presence or Absence of Urninary who were aszeszad for the prezence or abzenca of
Incontinence m Women Aged 63 urinary incontnence within 12 months
Years and DOlder

Urinary Incontinence: Plan of Care | Percentage of fomale patients aged 63 yvears and older
for Urinary Incontinence in Women | with a2 diagnozis of wrmary meonfinence with a

Aped 63 Yearz and Older documented plan of care for urinary incontinence at
least once within 12 months
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H. NEPHROLOGISTS

. Why and How You May Want to Utilize Nephrologists in Your CIN/ACO

A. Quarterbacks of the ESRD Team — End-stage renal disease (“ESRD”) is the highest cost
patient population in the entire Medicare program. With so many dollars at stake per patient, if there
are effective initiatives to mitigate avoidable costs while improving the quality of care, these patients
should be targeted as high-value populations for CINs and ACOs. There are effective treatments, and
nephrologists are key to their success.

B. Early Identification of and Intervention for At-Risk Patients — Delaying dialysis, through (1)
earlier identification of at-risk patients, and (2) use of interventions that slow further degeneration of
kidney function, is the biggest ‘bang for the buck’ a nephrologist can make in the quality and cost of
care for individual patients. Treatment of a patient for as little as six months to a year prior to dialysis
dramatically decreases mortality and cost.”® One of the physicians on the TAC Physician Advisory
Committee opined that because of the “absolute evidence that early referral to nephrology is associated
with marked improvement in outcomes,” it is “one of the best examples we have for clinical outcomes
impact from a specialty.””

The success of an ACO venture relies upon its ability to identify and refer such at-risk patients prior

to a crisis-event. As one of the physician members of the Workgroup noted “earlier referral is key.”
One member of the Workgroup drew an analogy between patients with kidney damage and ante-natal
care: in both instances we (1) can identify a definite approaching medical event, and (2) know that the
outcome of that medical event is frequently determined by the advance care received. Nephrologists
have the capacity to slow, stop or even reverse the progression of kidney disease, provided they have
the opportunity to intervene in advance.®

Whereas, under the siloed fee-for-service model, nephrologists were very careful to avoid any
impression of ‘poaching’ patients from referring physicians; within an ACO, incentives are aligned for
greater coordination between specialists and the primary care physician. The first, fundamental step
is for primary care providers to be educated and have access to simplified guidelines to direct when a
referral should be made.®!

8 See, e.g., Kinchen KS, Sadler J, Fink N. et al., The timing of a specialist evaluation in chronic kidney disease and mortality. Ann Intern Med 2002; 137: 479-486;
Junger P. Massy ZA, Nguyen-Khoa T. et al. Longer duration of predialysis nephrological care is associated with improved long-term survival of dialysis patients.
Nephrol Dial Transplant, 2001; 16: 2357-2364; Stack AG. Impact of timing of nephrology referral and pre-ESRD care on mortality risk among new ESRD patients in
the United States. Am. J. Kidney Dis. 2003; 41: 310-318.

0 Grace Terrell, M.D., grace.terrell@cornerstonehealthcare.com; email to Melanie Phelps, et al., (Feb. 23, 2015).

8 Rettig, RA, Norris K, Nissenson AR: Chronic Kidney Disease in the United State: A Public Policy Imperative, Clin J Am Soc Nephrol 3, 1902 — 1910, 2008.

8 /d.
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The systemic use of urinalysis screening to identify and refer such patients is one way to accomplish
this. Nephrologists also have an important role in educating primary care physicians on best
practices to avoid further kidney damage, most specifically through the avoidance of non-steroid anti-
inflammatory drugs.®2 Your savings are higher for the health problems you avoid—in other words, for
the patients you do not see—than for the problems you personally treat.

Examples:

Consolidate clinical guidelines for dissemination to and referral by primary care physicians to ne
phrologists during routine check-ups.

Lunch and Learn segments focusing on early chronic kidney disease recognition and intervention.8?

Regular “Case Study” emails to primary care physicians, outlining examples of cases of when to
make a referral and what information to include in that referral.

C. Nephrologist-Led Primary Care Teams for Complex Patients — The level of coordination and
transition management of complex high-risk patients is both one of the greatest failings of the fee-
for-service system and one of the greatest opportunities under accountable care.?* These patients
commonly comprise around 10 percent to 20 percent of the patient population, yet consume 50 percent
to 70 percent of the total costs. Because this management yields significant overall contributions to the
Triple Aim, they are considered “low-hanging fruit” by ACOs. The ACO model provides the opportunity
to formalize and reward nephrologists’ existing leadership in treating complex patients and coordinating
care across multiple specialties.®> Nephrologists are ideally suited to serve leadership roles in such
efforts:

The nephrologist — a central provider for patients with chronic kidney disease, end stage renal
disease, or kidney transplants — assumes a critical position in addressing the primary care needs of
these patients, who tend to require frequency of contact. A care coordination role has emerged for
the nephrology health care team due to the extensive co-morbidities of these patients as well as to
the interdisciplinary models in dialysis and transplantation involved in their care.8®

82 Epstein M. Non-steroidal anti-inflammatory drugs and the continuum of renal dysfunction. J Hypertens 2002; 20 [Suppl 6].

83 Retting RA, Norris K, Nissenson, AR, Chronic Kidney Disease in the United States: A Public Policy Imperative, Clin J Am Soc Nephrol 3: 1902 -1920 (2008).

84 As one example, a member of the Workgroup identified the impact reliable transportation can have on improving care and reducing hospitalizations. This
correlation between (1) access to a dialysis center through such reliable transportation and (2) reduction of hospitalizations was demonstrated forcefully by the
anecdotal observation of an annual increase in admissions around the Christmas holidays of around 10%, reportedly attributable to the change in scheduling and the
interruption in a patient’s support network of family and friends.

8 Accountable Care Organizations and ESRD: The time has come Am. J. Kidney Dis. 2012; 59(5); 724-733.

86 The Future Nephrology Workforce: Will there be one? CJASN, 2011 available at http://cjasn.asnjournals.org/content/6/6/1501.full
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A patient’s care team needs to coordinate, know their roles, practice to the top of their licenses,
and be supervised by a nephrologist. “Supervision” is a carefully chosen role, and one with which
nephrologists have ample experience.

Assembling the team for systematized care of a complex patient population presents structural and
logistical difficulties; however, CIN/ACOs can rely on nephrologists’ existing expertise in coordination
of complex care, and build on established principles of collaborative care and early ACO initiatives
to fashion the structure most appropriate to your patient population, payer contract, access to skilled
providers in your region and cultural readiness.

[N]ephrologists regularly work with varied members of the care team (e.g., dieticians, social
workers, nurses, and patient care technicians) and other physicians (e.g., vascular surgeons,
endocrinologists, cardiologists, and general practitioners) to coordinate the care of dialysis
patients. Functioning as de facto principal care physicians, collaborating with other subspecialties,
balancing multiple clinical opinions and competing co-morbid conditions, directing care teams

that have weekly direct contact with patients, leading interdisciplinary teams, and directing quality
management efforts are key roles of the ACO primary care physician that nephrologists already
perform.

* Engage in Palliative Dialysis — The field of nephrology is shifting from an exclusive focus on
increasing survival to one that provides greater attention to quality of life. There is an opportunity to
integrate the advances of palliative medicine into the comprehensive treatment of those patients. &

A discussion on the site and nature of service is particularly important when considered in the context
of patient-centered care for palliative dialysis. As Dr. Lewis Cohen, Director of the Renal Palliative Care
Initiative, noted, “The tradition in nephrology — as in medicine in general — has been to view death as
an enemy to be overcome by any means. A generational shift has taken place, with some balance now
being provided by interest in quality of life.”® This increasing appreciation for quality of life and the
importance of advance planning by an informed patient supplied with the necessary support system

to implement those decisions has engendered support for the development of clinical guidelines for
palliative dialysis.®®

There are many patients who simply need some dialysis to avoid uremic symptoms and avoid fluid
overload and heart failure. And, as one of our Workgroup members noted, this objective — when

87 Cohen LM, Moss AH, Weisbord SD, Germain MJ, Renal Palliative Care, J Palliat. Med., 2006 Aug; 9(4): 977-92.

8 Nephrologists Expand the Use of Palliative Care in ESRD, Renal & Urology News, April 1, 2010.

8 The Renal Palliative Care Institute (RPCI) based out of the Baystate Medical Center in Massachusetts is one example of such an initiative. Founded in part
through a 2003 grant from the Robert Wood Johnston Foundation, and recipient of the 2003 Circle of Life Award, honoring innovations in palliative and end-of-life
care, RPCI fosters collaboration between families, physicians, nurses and social workers in developing and implementing protocols in end-of-life care. See www.
promotingexcellence.org/baystate.
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considered in the context of the patient’s choice — should be kept in mind. Currently, dialysis treatment
plans, reflecting the structure and expectations of the Quality Incentive Program, are typically treated in
an “all or nothing” approach. The protocol is to “chase phosphorus, albumin, and adequacy in patients”
where such ideal numbers will not improve life expectancy or quality to any appreciable degree.®
Instead, nephrologists could further refine existing protocols for this subset of patients, offering an
easier, more comfortable treatment, shorter times, less rigorous dietary restrictions and even fewer than
the standard three treatments a week.

Barriers, however, continue to exist to the institution of such a more tailored approach. The most
notable obstacle being the current metrics under which dialysis facilities are graded and compensated.
These metrics “punish” facilities for the withdrawal or reduction of dialysis, despite evidence that such
a one-dimensional assessment may not accurately reflect clinical best practices or the best interests of
patients.®® The question of how to quantify the quality of care for ESRD continues to be a difficult one;
however, the realignment and restructuring introduced with an ACO presents an important opportunity
as it equips nephrologists — as advocates for their patients — with new resources and alliances to
address this problem.

D. Other — For more detail on the above-prioritized initiatives and information on others, please
refer to the Accountable Care Manual for Nephrologists at http://www.tac-consortium.org/resources/

E. PCSP Standards — The NCQA Patient-Centered Specialty Practice standards regarding care
team and patient coordination are recommended generally for all specialists, including nephrologists.

Il. Metrics

A. Overview — After determining the initiatives involving this specialty that are most appropriate for
your CIN/ACO, to incentivize the desired behavior and outcomes, it is recommended that clinically-valid
metrics track adherence to the chosen activities and accomplishment of the desired results. Starting
with the MACRA Quality Payment Program measures at Section II.B. below, use the available array of
measures from various sources as a “menu” from which to start, and then tailor, prioritize and weight
them to fit your incentivization goals.

% [d. (Quoting Dr. Moss, Professor of Medicine and Director of the Center for Health Ethics & Law at West Virginia University, “One major catalyst in the decision to
rework the dialysis-withholding/withdrawal guideline is the fact that more than half a dozen studies demonstrate that select patients may live just as long with medical
management alone as with dialysis.”) See also, Michael Germain, Supportive Care for the Renal Patient (Oxford University Press, 2010).

9! See e.g. “What’s wrong with the 5-star rating system for the renal community,” M Krishnan, Nephrology News & Issues, July 16, 2014; See also, www.
promotingexcellence.org/baystate .
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B. MACRA’s Quality Payment Program MIPS Measures Relevant to Nephrology

MEASUEE NAME

MEASURE DESCEIPTION

Adult Eidnev Dizeaze: Blood

Preszure hManagement

Percentage of patient visits for thoze patients aged 18 vears
and older with a diagnosiz of chronic kidney diseasze (CED)
(ztage 3, 4, or 5, not recerving F.enal Replacement Therapy
[EET]) with a blood preszure < 14050 mmHz OF. ==
140790 mmHg with a documented plan of care

Adult Kidnev Diseaze: Catheter Tz
at Initiation of Hemodialvsizs

Percentage of patientz aged 18 vears and oldar with a
diagnozis of End 3tage Kenal Dizeaze (ESED) who mitiate
maintenance hemodialvzaiz during the measurement pariod,
whoze mode of vazcular access 1z a catheter at the tome
maintenance hemodialysiz is mitiated

Adult Kidnev Diseaze: Catheter Tza
for Greater Than or Equal to 90
Davs

Percentage of pafientz aged 18 vears and older with a
diagnozis of End Stage Fenal Dizease (EZED) receiving
maintenance hemodialvzaiz for greater than or agual to 20
days whose mode of vascular access 15 a catheter

Adult Eidnev Dizseaze: Eeferral to
Hozpice

Percentage of patientz aged 18 vears and older with 2
diagnoszis of ESED whe withdraw from hemodialysis or
peritoneal dialvzis who are referred to hospice care

Are Appropriate Screening
Colonoscopy

The percentage of patients greater than 33 vears of age who
racalved a screening colonoscopy from Jamuary 1 to
Decembar 31

Appropriate Follow-up Imaging for
Incidental Abdomminal Lesions

Percentage of finzl reports for abdominzl imagzing studies for
azvmpiomatic patients aged 13 years and older with one or
more of the following noted mmcidentally with follow-up
mmaging recommended: Liver lesion == 0.3 con Cyztic

kidnev leston = 1.0 e Adrenal lazion == 1.0 cm

Dhabetes: Hemoglobin Ale (HbAle)
Poor Control (=9%3)

Percentage of patients 13-75 vearz of age with diabetez who
had hamoglobin Ale > 9.0% during the measurement parod

Documentation of Currant

Iedications in the Medical Eacord

Percentage of vizits for patients azed 18 vear: and older for
which the eligible professional atfests to documenting a list
of current medication: wsing all immediate rezources
available on the date of the encounter. This list must include
ALL knovwn prescriptions, over-the-counters, herbalz, and
vitamin/mineral/'dietary (nutritional) supplements AND must
contain the medications' name, dosage, frequency and route
of administration.
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Pam Aszeszment and Follow-Up

Percentage of vizits for patientzs aged 12 vear: and older with
documentation of 2 pain azseszment using a standardizad
tool(s) on sach visit AND documentation of 2 follow-up plan
whean pain 1z present

Pam Brought Under Control Withm
48 Hours

Patientz aged 12 and older who report bemg uncomfortabla
because of pain af the mitial aszeszment (after admizzion to
palliative care services) that report pamm was broughf to a
comfortable lavel within 48 hours

Eeferral for Dologic Evaluation for
Patient= with Acute or Chronie

Dhzzmess

Percentage of patiantz aged birth and older referred to a
phyvsician (preferably a physician specially frained in
dizorders of the ear) for an gtologic evaluation subsequent to
an apdialogic evaluation after presenting with acutes or
chronie dizziness

Urinary Incontinence: Azzeszment of
Presence or Absence of Urinary
Incontinence m Women Aged 63
Years and Older

Percentage of famale patients aged 63 years and older who
were assazsed for the presence or absence of urinary
ncontinence within 12 months
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I. NEUROLOGISTS

. Why and How You May Want to Utilize Neurologists in Your CIN/ACO

A. Coaching to Improve Primary Care and EMT Diagnosis, Referral, and Co-Management — Our
analysis has shown that movement in the accountable care era from fragmented care to coordinated
care for patients with neurological issues presents significant opportunity to increase the quality of
care and reduce the costs of care and suffering of these patients. As one neurologist stated, “With the
intent of ACOs in improving ‘health care’ as opposed to ‘sick care, there should be an intense focus on
working with primary care providers.” Neurologists are natural educators and consultants. They are
key resources to primary care physicians on their support team for patients with neurological issues.

Opportunities across disease states were found to exist in areas of coaching to improve primary care
diagnosis and referral, teleconferencing, integration of treatment protocols with primary care, including
urgent care centers, and increased availability to patients. Extending knowledge further “upstream,”
the neurologist, as educator, is going to be particularly helpful to patients through such things as
group teleconferences, webinars and web-based videos. Neurologists will add value through more
engagement along the more active end of the continuum when patients are hospitalized, with active
participation on the hospital’s medical staff.

These multidisciplinary teams can be virtual, but also concrete in the form of “Stroke Clinics,”
“Headache Clinics,” or like the Geisinger Clinic’s “Neurosciences Institute.”

Another manifestation of this extension of knowledge by neurologists is the strategic opportunity
represented by allied provider care navigators and coordinators. These may be employees of the
Patient-Centered Medical Home of the ACO, but work at the direction of neurologists, at such things as
supporting access to non-physician/institute resources for patients with dementia; epilepsy compliance
to reduce ED visits or hospitalizations; patient self-management and management of stroke-inducing
hypertension and diabetes.

In summary, the neurologists’ skill sets of teaching and consulting when used across the care
continuum and aided by technology, seem to present proverbial “low-hanging fruit” opportunities for
neurologists in the accountable care era. Occurring in every strategic initiative, this represents the
singular most promising accountable care theme for neurologists. Important singularly, this recurring
core strategy is even more potent cumulatively.
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B. Sharing of Stroke Primary and Secondary Prevention Best Practices
Prevention — Two Stages

1. Primary Prevention

Education and Training: An important component in a neurology strategy within your ACO is
education and training of primary care providers, care coordinators, and ACO patients with one or
more major risk factors for stroke. Such education and training can help proactively to prevent the
occurrence of a first stroke, and could be coordinated through a stroke prevention and treatment
clinic. The neurology group could provide training materials as well as a neurologist/teacher to lead
the training. This training would have a double focus — both upstream — on primary care providers/
care coordinators and on at-risk patients. Training materials and sessions would aim (1) to sensitize
primary care providers to recognize leading indicators or risk factors for potential stroke as well as
to appropriate proactive follow up measures once these indicators are identified and (2) to make the
dangers of stroke concrete for at-risk patients as well as to equip them effectively to take charge of their
own care. Additionally, the neurology group would coordinate with the patient care coordinators at the
ACO to help develop protocols for the early identification of risk factors and combinations of risk factors,
assessment of the level of risk, and appropriate, proactive follow up measures. Consultation could be
available on an ongoing basis.®> These efforts are complimentary to the ACO’s initiatives regarding
diabetes, hypertension, mental health and obesity management. The relevant metrics here would be
relatively straightforward, measuring the improvement in occurrences of primary stroke and in major
stroke risk factors, say, over six month intervals following above interventions.

2. Secondary Prevention/Ongoing Treatment

The single best predictor of stroke is a previous stroke. An estimated 30 percent of survivors of an
initial ischemic stroke (which accounts for 87 percent of all strokes) will have a subsequent stroke within
5 years. Eighteen percent of these strokes will be fatal. Stroke also carries with it a serious risk of

(1) cardiac involvement, with 5 percent of stroke survivors suffering a heart attack within a year, and

(2) depression, with an estimated 40 percent of stroke patients experiencing depression with the year
following the stroke.

2 The risk factors for stroke are well-known, and include high blood pressure, high cholesterol, diabetes, atrial fibrillation, carotid artery disease, and diet/smoking/
alcohol consumption. High blood pressure is the single most important modifiable risk factor for stroke. It is estimated that high blood pressure affects 65 million
Americans, and that number appears to be growing. Despite the efficacy of antihypertensive therapy and the ease of diagnosis and monitoring, a large proportion
of the population still has undiagnosed or inadequately treated hypertension. Blood pressure must be regularly monitored and high blood pressure must be
aggressively treated, especially for those patients with additional stroke risk factors. For patients with diabetes, tight control of high blood pressure and high
cholesterol are the most effective ways of preventing stroke. Atrial fibrillation is another significant risk factor. Patients over 65 years of age should be screened for
atrial fibrillation. Patients with atrial fibrillation should be risk-stratified using predictive indices for stroke risk. Treatment is targeted to a given risk profile if a given
atrial fibrillation patient, and ranges from aspirin for low risk patient to warfarin to high risk patients who can receive it safely. [Sources: Guidelines for the primary
prevention of stroke; Secondary stroke prevention; A Review of the Use of Telemedicine Within Stroke Systems of Care; Prevention of Stroke: Canadian best
practices.]
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Secondary stroke prevention is well suited to a model of care that aims at preventing long-term
morbidity and mortality because (1) patients who suffer an initial stroke are easily identified and (2) risk
modification strategies can significantly decrease the likelihood of recurrence. With a stroke prevention
and treatment team or clinic overseen by a neurologist, stroke patients would have a ready source for
follow-up care, reducing both recurrence and hospital readmission. In conjunction with primary care
providers, such a team or clinic could also provide services for other high-risk patients and/or offer
guidance and consultation services to the primary care providers for these patients. For patients who
have already suffered stroke, the follow up would be more intensive and broad-ranging, encompassing
aggressive follow-up for high blood pressure (e.g., with diuretics or ACE inhibitors), high cholesterol
(e.g., with statins), and other risks factors; counseling on lifestyles changes such as diet, exercise,
cessation of tobacco smoking, and moderation of alcohol consumption. For patients for whom more
intensive care is deemed necessary, the team or clinic would employ nurses proactively to reach

out to patients both to engage them in their own recovery and to ensure prompt and regular follow-
ups. Neurologists would provide patient educational services and content, leveraging technology.
Neurologists would play a leading role in the emerging demand for preventive stroke services by
making risk factor modification a part of the neurological examination and by providing long-term follow-
up and appropriate care in a stroke prevention clinic.®® In addition to the measures outlined for the
prevention of primary stroke, patients who have already suffered from stroke would be enrolled in a
specialized program for stroke prevention lead by physicians and nurses. Again, the relevant metrics
here would be relatively straightforward, measuring the improvement in occurrences of secondary
stroke and in major stroke risk factors, say, over six month intervals following above specialized
interventions.

C. Sharing of Standards for Diagnosis, Treatment, and Referral Regarding Epilepsy — Epileptic
seizures can be caused by almost anything that affects the brain, but is characteristically due to a
spectrum of seizure syndromes and disorders that range in their severity and treatment outcomes.

In March 2012, the Institute of Medicine released its landmark study, Epilepsy Across the Spectrum:
Promoting Health and Understanding, the first authoritative independent appraisal of epilepsy in the
United States. The study makes it clear that there are significant gaps in provision of high quality
health care for many Americans burdened with epilepsy and its associated health problems. Optimal
treatment is complex and must be tailored for each patient.

98 Guidelines for the primary prevention of stroke; Secondary stroke prevention, Mayo clinic

page 89

©2019 Smith, Anderson, Blount, Dorsett, Mitchell & Jernigan, L.L.P.




THE ACO SPECIALIST MANUAL

Epilepsy is the fourth most common neurological disorder in the United States — after migraine, stroke
and Alzheimer disease. An estimated 2.2 million Americans have epilepsy, with 150,000 new U.S.
cases diagnosed every year; about one in 26 people will develop epilepsy at some time in their lives.
The estimated US annual direct medical care cost of epilepsy is $9.6 billion, according to the report.**
Virtual or concrete “Epilepsy Centers” improve care, lower costs and are ideal for accountable care.
Each center would be well integrated into the health system and locality that it is a part of as well as into
the network of centers. Strong ties and partnerships with state health departments and other health
care providers, particularly those focused on other neurological disorders, could expand the reach of
coverage to people with epilepsy who are in rural and underserved areas through use of telemedicine,
outreach clinics, and other relevant mechanisms. People with epilepsy and their families, as well as
researchers and health care providers, could also benefit from the compilation and analysis of quality,
outcomes, and health services data provided by all centers in the network.%

Even without the existence of a fully-functioning epilepsy center, ACO opportunities exist for neurologist
leadership in (1) patient education to dispel the stigma blocking people from coming forward; (2)
educating primary and emergency care providers on the “mimickers of epilepsy” and standards of
diagnosis, treatment, and referral, optimizing care in Emergency Departments and reducing stays in
hospitals; (3) streamlining diagnosis to reduce hospitalization; (4) training of epilepsy nurses and EEG
technologists; (5) tele neurology; and (6) expedition of mental health involvement to rein in avoidable
hospitalization and diagnostic costs of pseudo-seizures.

Ideally, the expertise of ACOs’ multidisciplinary teams involved in managing complex epilepsy should
include psychiatry, psychology, counseling, social work, occupational therapy, neuroradiology,

clinical nurse specialists, neurophysiology, neurology, neurosurgery and neuroanaesthesia. Through
technology, could this be made available to ACOs statewide from a central leveraging center?

Teams should have MRI and video telemetry facilities available to them. The neurosurgeon in the
multidisciplinary team should have specialist experience of and/or training in epilepsy surgery and
have access to invasive electrencephalography recording facilities. Information should be provided to
children, young people and adults and families and/or care givers as appropriate about the reasons for
considering surgery. Metrics for this disease state could include measuring improvements in diagnosis
and reduction in hospital stays for epileptic patients.

9 http://www.aan.com/elibrary/neurologytoday/?event=home.showArticle &id=ovid.com:/bib/ovftdb/00132985-201205030-00001
% |nstitute of Medicine — Report on Epilepsy
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D. Other — For more detail on the above-prioritized initiatives and information on others, please
refer to the Accountable Care Manual for Neurologists at http://www.tac-consortium.org/resources/

E. PCSP Standards — The NCQA Patient-Centered Specialty Practice standards regarding care
team and patient coordination are recommended generally for all specialists, including nephrologists.

Il. Metrics

A. Overview— After determining the initiatives involving this specialty that are most appropriate for
your CIN/ACO, to incentivize the desired behavior and outcomes, it is recommended that clinically-valid
metrics track adherence to the chosen activities and accomplishment of the desired results. Starting
with the MACRA Quality Payment Program measures at Section II.B. below, use the available array of
measures from various sources as a “menu” from which to start, and then tailor, prioritize and weight
them to fit your incentivization goals.
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B. MACRA’s Quality Payment Program MIPS Measures Relevant to Neurology

MEASURE NAME

MEASUREE DESCEIPTION

Amvotrophic Lateral Sclerosiz
(ALS) Patient Care Preferences

Percentage of patients diagnozed with Amovotrophic
Lateral Sclerosis (ALS) who were offered aszistance m
plammng for end of life 1zzues (e g., advance directrves,
mvasive ventilation, hospice) at least cnece annually

Care Plan

Percentage of patientz agad 63 vearz and older who have
an advance care plan or surrogate decizion maker
documentad m the medical record or documentation in
the medical record that an advance care plan was
dizcuszsad but the patient did not wish or was not able to
name a surrogate dacision maker or provids an advance
cara plan

Closing the Feferral Loop: Receipt
of Specialist Kaport

Percentage of patientz with referrals, regardlesz of age,
for which the refarring provider racaives a report from
the provider to whom the patient was referrad

Dementia: Caregiver Education and
Support

Percentage of patientz, regardlass of age, with a
diagnozis of dementiz whosze caragiver(s) were provided
with education on dementia diseaze management and

health behavior changes AWD referred to addifional
respurces for support within 2 12 month peried

Dementia: Cognitive Azsezsment

Percentage of patientz, regardlass of age, with a
diagnozis of dementia for whom an assessment of
cogrition 1z parformed and the results reviewed at laast
once withm a 12 month period

Dementia: Counzeling Fegardmg
Safety Concerns

Percentage of patients, regardless of age, with a
diagnoszis of dementia or their caregiver(s) who were
counselad or referred for counseling regarding safety
concerns within a 12 month period

Dementia; Functional Status
Aszezament

Percentage of patientz, regardlass of age, with a
diagnozis of dementiz for whom an aszszsment of
functional status 1z performed and the results reviawed
at least ence within a 12 month period

Dementia: Management of
Meuropsvchiatrie Symptoms

Percentage of patients, regardless of age, with a
diagnozis of dementiz who have one or mors
neuropsychiatric symptoms who received or wara
racommended to receive an intervention for
neuropsychiztric symptoms within a 12 month period
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Dementia: Neuropsvchiatrie
Svmptom Asssszment

Percentage of patisntz, regardless of age, with a
diagnoszis of dementia and for whom an aszeszment of
neuropesychiatric symptoms 15 performed and results
raviewad at least once m a 12 month period

Percentage of vizits for patientz aged 13 vearz and older
for which the eligible professional attests to
documenting a list of current medications usmng all
immediate resources availlzble on the date of the
encounter. This list must include ALL known
prezcriptions, over-the-counterz, herbals, and
vitamin/mineral dietary (muintional) supplement= AND
must contam the medications' name, dozage, frequancy
and route of admimnistration.

All patients 18 and older prescribed opiates for longer
than six wesks duration who signed an opioid treatment
agreement at least onee dunng Opioid Therapy
documentad m the medical record.

All female patients of childbearing potential (12 - 44
vears old) diagnozed with epilepsy who were counszaled
or refarred for counseling for how epilepsy and itz
treatment may affect contraception OF pregnancy at
least cnce a year

Documentation of Cuarrent
hMedications i the hMedical FEecord

Documentation of Signed Opioid
Treatment Agresmant

Epilepsy: Counseling for Women of
Childbearing Potential with Epilepsy

Evaluation or Interview for Fisk of
Opioid Mizusze

All patients 18 and older prescribed opiates for longer
than six wesks duration evaluated for risk of opioid
mizuze usmg a brief validated mstroment (e.g. Opiond
Eizk Tool, S30OAPP-E) or patient interview documented
at least once dunmg Opioid Therapy m the medical
racord

All patients 18 and older prescribed opiates for longer
than six weeks duration who had a follow-up evaluation
conductad at leaszt every three months during Opaoid
Therapy documented 1n the medical record

Opioid Therapy Follow-up
Evaluation

Percentage of patiantz with a diagno=is of primary
headache dizorder whom advanced bram imaging was

Orvvaruse Of Wenroimagme For
Patientz With Primary Headache

And A Mormal Meurological not ordered

Examination

Parkinzon's Dizease: Cognifive All patients with 2 diagnosiz of Parkinzon's dizease who
Imparment or Dvsfunction were azsessed for cognitive mpairment or dyzfunction
Azzsezsment i the last 12 months

Parkinzon's Dizeasze: Parkinzon's
Dhzsaze Medical and Surgical
Treatment Options Feviewad

All patients with a diagnosiz of Parkonzon's dizease (or
caragiver(z), az appropriate) who had the Parkmson's
dizease freatment options (e.g., non-pharmacological
treatment, pharmacological treatment, or surgical
treatment) reviewed at least annually
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All patients with a diagnosiz of Parkinzon's dizease who

were azsezsed for peyvchiatme symptoms (2.2., peychosis,
depreszion, anxiety disorder, apathy, or mapulze control

dizorder) inm the last 12 months

Parkinzon's Disease: Fehakilitative
Therapy Options

All patients with 2 diagnosiz of Parkinzon's Dizseasze (or
caragiver(z), as appropriate) who had rehabilitative
tharapv options {e.z., physical, occupational, or speech
therapv) discuszzed in the last 12 months

Preventive Care and Screaning:
Body MMazs Index (BWI) Scresning
and Follow-Up Plan

Percentage of patients aged 18 vears and older with a
BMI documented during the current encounter or during
the previous sic monthe AND with a BMI outzide of
normal parameters, 2 follow-up plan 15 documented
during the encounter or during the previous smx months
of the current encounter Mormal Parameters: Arze
12 vears and older BMI == 183 and = 23 kg'm2

Preventive Care and Screaning:
Sereening for High Blood Preszure
and Follow-Up Documented

Percentage of patientz aged 18 vears and older seen
during the reperting period who were screaned for high
blood pressure AND a recommended follow-up plan 1=
documentad bazed on the current blood prezsure (BE)
reading as mdicatad

Preventive Care and Screaning:
Tobaceo Use: Scresnmg and
Cezsation Intervention

Percentage of patientz aged 18 vears and older who ware
sereened for fobacco use one or more tomes within 24
maonths AND who received ceszation counzeling
mmtervention if identified a=z a tobacco usar

Preventive Care and Scresning:
Unhbealthy Aleohol Usze: Screening
& Brief Counsaling

Percentags of patientz aged 18 vearz and older who wera
sereened for unhealthy alechel use namg a3 systematic
sereening method at least once within the last 24 months
AND who received brief counseling if identifiad a5 an
unhealthy aleohol user

Chaality of Life Assessment For
Patiantzs With Primary Headache
Dizordars

Percentags of patientz with a diagno=is of primary
headzache dizorder whosza health related quality of hifs
(HEDoL) was aszeszed with a tool(s) during at least twro
vizitz during the 12 month measurement paniod AND
whoze health related guality of lifs score stayed the

same or improved

Stroke and Stroke Eshabilitathon:
Dhscharged on Antithrombetic

Therapy

Percentage of patientz aged 18 vears and older with 2
diagnozis of ischemic stroke or tranzient 1zchemic attack
(TIA) who were prescribed antithrombotic therapy at

dizcharze
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Tobaceo Usze and Help with Quitting | The percentage of adolescent= 12 to 20 vears of age with

Among Adolezcents a primary care visit during the meazurement year for
whom tobaceo uze status was documented and received
help with quitting if identified 2z a tobacco usar
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J. OBSTETRICIANS

. Why and How You May Want to Utilize Obstetricians in Your CIN/ACO

A. Care Management for High-Risk Patients — High-risk patients most often become high-cost
patients. As such, they require special attention. Obstetricians are in a unique position to minimize
the incidence of complex high-cost newborns through prenatal care and focused attention on high-risk
pregnancies, and also to mitigate the impact of high-risk births through coordination of care. With some
training and appropriate data collection, staff could learn to identify high-risk patients and pay special
attention to their needs. Rather than simply following up with these patients, staff should coordinate
their overall care. For example, if a patient’s obstetrician recommends a neurology consult, then staff
should help set up the appointment and follow up with the patient. As the patient’s de facto PCP,
the obstetrician is specially equipped to oversee this important care coordination. Further, because
pregnant mothers represent more than one patient, OBs have a special responsibility to oversee their
care coordination. In an ACO setting, data analytics information identifying high-risk patients can be
obtained early enough to avoid or mitigate catastrophic costs and acute care needs.

Such coordination will be especially important for premature babies, low birth weight births and high-
risk pregnancies. Premature babies often have many medical conditions and complications that need
attention, and obstetricians in your ACO should coordinate their care to achieve optimal results. Further,
mothers of premature babies sometimes need coordinated care as well.

In North Carolina, the Pregnancy Medical Home Program provides pregnancy care management
programs to manage high-risk patients. Obstetricians conduct a prenatal risk assessment, high-risk
pregnancies are identified, they receive comprehensive care management, and obstetricians conduct
post-partum assessments, including depression screening and connecting mothers to primary care.

As a concrete example, one physician working within the Pregnancy Medical Home Program stated
that he had at his fingertips pathways, best practices, and feedback on C-sections and post-natal visits.
Most importantly, “We know outliers—we have the data,” he said.
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B. Embracing the Duality of the OB/GYN as Primary Care Physician and Specialist — ACOs
are founded upon coordination and integration, and primary care physicians (“PCPs”) are specially
positioned to direct and oversee these processes. PCPs are already primed to manage patients with
multiple medical conditions, and such care management is essential to the ACO model. As hospitals
and physician groups create ACOs, they will look to the experience and leadership of PCPs. This
process is especially relevant to OB/GYNs, who are both specialists and PCPs.

Editor’s Note: The particular value-care roles of gynecologists as PCPs and specialists are
addressed in the separate Chapter Il.A. of this Manual.

Many OB/GYNs consider themselves PCPs, and many women view their OB/GYN as their PCP.

For large numbers of women, the only doctor they see on a regular basis is their OB/GYN. This
phenomenon has been furthered by developments in family medicine. In fact, family medicine training
no longer is required to cover contraceptives, IUD insertion, or pregnancy counseling, and this will only
increase the number of women looking to their OB/GYNs for primary care. In turn, OB/GYNs act as a
gateway to other specialized care. This type of patient management is critical to the functioning of your
ACO.

It must be noted that the PCP/specialist duality is a complicated matter. For example, few OB/GYNs will
have a patient referred to them as a PCP; they will be referred as specialists. However, therein lies a
distinct advantage for OB/GYNs and their ACOs: women will seek their guidance in their PCP capacity
regarding specialist referrals, while they also will receive specialist referrals from other PCPs. So the
PCP/specialist duality, though complicated, actually may serve as an important asset to your ACO.

It is important for ACOs to realize the benefits of giving leadership roles to PCPs, including OB/GYNs.
It is just as important for OB/GYNs to take those leadership roles. We learned several lessons from
the 1990s, but one of the most critical was the danger of top-down health protocols. To stand by is to
let hospitals and payers dictate the future to physicians. As noted, fuller development of strategies for
the physician practicing gynecology will be made in a separate ACO strategic white paper devoted to
gynecological care.

The OB/GYN Accountable Care Workgroup and the Pediatric Accountable care Workgroup
independently determined that closer coordination was truly a “low-hanging fruit” opportunity
for population management and value-based payment. As a concrete example, one OB/GYN
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Accountable Care Workgroup member reported that his practice refers to the family’s pediatrician at 36
weeks of pregnancy whenever the mother is on methadone. “The baby might need them.” Another
concrete example offered by the Pediatricians Accountable Care Workgroup was to refer certain
families to the OB/GYN for family planning and prenatal care.

C. Patient and Physician Engagement — In a value-based health system, the overall health of the
patient is critical, but it is not a one-way effort from physician to patient. The patient must be actively
involved in her own care. Obstetricians should strive to increase engagement in care on both sides of
the relationship. Patient engagement adds great value to medical care, but it has been underutilized in
the fee-for-service model.

In an environment where patient engagement is low, a patient could miss an appointment due to a
scheduling conflict or forgetfulness. Her doctor, operating in a volume-based system, might not follow
up with any urgency. The patient could then experience a medical emergency and be transported to

the emergency department for care. She might give birth prematurely. An ACO could add considerable
value to the care of a patient by either preventing the missed appointment or by following up with the
patient quickly to reschedule. It has been repeatedly shown that following up with patients after a visit
helps patients stay engaged in their medical care, leading to better results. For pregnant women, patient
engagement can lead to fewer costly birth complications and a reduction in any number of health issues
for mother and child.

To increase patient engagement, your ACO might provide more staff—or rearrange current staff
duties—to better understand their life circumstances and barriers to health care, and to communicate
with patients before and after visits. Communication should be through various means, including phone
calls, emails, and standard mail. Staff should ensure that patients are following the advice given during
their visit and answer questions that patients may have. You should also consider “e-visits,” where

you can offer limited consultation to patients who find travel difficult and who may not need any sort of
physical examination. E-visits might be especially beneficial to pregnant women who are experiencing
unusual pain and discomfort.

Strategic Note: Hiring and/or training staff and nurses to implement the above strategies seems
daunting. This Manual does not advocate immediate changes, however, neither in this section nor in
others suggesting change. Small changes in the right direction can help your ACO add value to its
practice, and administrative changes can be achieved in small steps.
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D. Follow National Guidelines — Reducing hospitalizations is a key strategy for ACOs, as
hospitalization is quite costly. Two ways to reduce hospitalizations are care coordination and patient
engagement, discussed above. Still another way to reduce hospitalizations is to follow national
guidelines regarding obstetrical care. Recent years have seen revisions in recommendations for
hysterectomies, C-sections, elective deliveries, nulliparous issues, breastfeeding, antenatal steroids,
and procedures for reducing newborn bloodstream infections.

There are several nationally recognized bodies of guidelines to review for illustration purposes. The
following two sets of guidelines are part of the multidisciplinary “Choosing Wisely” Initiative:

1. The American College of Obstetricians and Gynecologists

e Don’t schedule elective, non-medically indicated inductions of labor or cesarean
deliveries before 39 weeks 0 days gestational age. Delivery prior to 39 weeks 0 days
has been shown to be associated with an increased risk of learning disabilities and a
potential increase in morbidity and mortality. There are clear medical indications for delivery
prior to 39 weeks 0 days based on maternal and/or fetal conditions. A mature fetal lung test,
in the absence of appropriate clinical criteria, is not an indication for delivery.

¢ Don’t schedule elective, non-medically indicated inductions of labor between 39
weeks 0 days and 41 weeks 0 days unless the cervix is deemed favorable. Ideally,
labor should start on its own initiative whenever possible. Higher Cesarean delivery rates
result from inductions of labor when the cervix is unfavorable. Health care practitioners
should discuss the risks and benefits with their patients before considering inductions of
labor without medical indications.

* Don’t perform routine annual cervical cytology screening (Pap tests) in women
30-65 years of age. In average risk women, annual cervical cytology screening has been
shown to offer no advantage over screening performed at 3-year intervals. However, a well-
woman visit should occur annually for patients with their health care practitioner to discuss
concerns and problems and have appropriate screening with consideration of a pelvic
examination.
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e Don't treat patients who have mild dysplasia of less than two years in duration.
Mile dysplasia (Cervical Intraepithelial Neoplasia [CIN 1] is associated with the presence of
the human papillomavirus (HPV) which does not require treatment in average risk women.
Most women with CIN 1 on biopsy have a transient HPV infection that will usually clear in
less than 12 months and, therefore, does not require treatment.

¢ Don’t screen for ovarian cancer in asymptomatic women at average risk. In
population studies, there is only fair evidence that screening of asymptomatic women with
serum CA-125 level and/or transvaginal ultrasound can detect ovarian cancer at an earlier
stage than it can be detected in the absence of screening. Because of the low prevalence
of ovarian cancer and the invasive nature of the interventions required after a positive
screening test, the potential harms of screening outweigh the potential benefits.

Society for Maternal-Fetal Medicine

¢ Don’t do an inherited thrombophilia evaluation for women with histories of
pregnancy loss, intrauterine growth restriction (IUGR), preeclampsia, and abruption.
Scientific data supporting a causal association between either methylenetetrahydrofolate
reductase (MTHFR) polymorphisms or other common inherited thrombophilias and adverse
pregnancy outcomes, such as recurrent pregnancy loss, severe preeclampsia and IUGR,
are lacking. Specific testing for antiphospholipid antibodies, when clinically indicated,
should be limited to Lupus anticoagulant, anticardiolipin antibodies, and beta 2 glycoprotein
antibodies.

¢ Don’t place a cerclage in women with short cervix who are pregnant with twins.
Women with a short cervical length who are pregnant with twins are at very high risk for
delivering preterm, but the scientific data, including a meta-analysis of data published on this
issue, shows that cerclage in this clinical situation not only is not beneficial, but may in fact
be harmful, i.e., associated with an increase in preterm births.

¢ Don’t offer noninvasive prenatal testing (NIPT) to low-risk patients or make
irreversible decisions based on the results of this screening test. NIPT has only been
adequately evaluated in singleton pregnancies at high risk for chromosomal abnormalities
(material age 35, positive screening, sonographic findings suggestive of aneuploidy,
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translocation carrier at increased risk for trisomy 13, 18 or 21, or prior pregnancy with a
trisomy 13, 18, or 21). lts utility in low-risk pregnancies remains unclear. False positive
and false negative results occur with NIPT, particularly for trisomy 13 and 18. Any positive
NIPT result should be confirmed with invasive diagnostic testing prior to a termination of
pregnancy. If NIPT is performed, adequate pretest counseling must be provided to explain
the benefits and limitations.

e Don’t screen for intrauterine growth restriction (IUGR) with Doppler blood

flow studies. Studies that have attempted to screen pregnancies for the subsequent
occurrence of IUGR have produced inconsistent results. Furthermore, no standards have
been established for the optimal definition of an abnormal test, best gestational age for the
performance of the test or the technique for its performance. However, once the diagnosis
of IUGR is suspected, the use of antenatal fetal surveillance, including umbilical artery
Doppler flow studies, is beneficial.

e Don’t use progestogens for preterm birth prevention in uncomplicated multifetal
gestations. The use of progestogens has not been shown to reduce the incidence of
preterm birth in women with uncomplicated multifetal gestations.

The OB/GYN Accountable Care Workgroup offered the following common sense recommendations
from the national literature:

* The immediate availability of contraception to help increase the interval between pregnancies
and to prevent unwanted pregnancies particularly in high-risk patients with multiple co-

morbidities.

e Ensuring that high-risk obstetrical patients deliver in an appropriate level facility (perinatal
regionalization).

* Minimizing labor elective induction in nulliparous patients to reduce the Cesarean section rate.

E. Other — For more detail on the above-prioritized initiatives and information on others, please
refer to the Accountable Care Manual for Obstetricians at http://www.tac-consortium.org/resources/.
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F. PCSP Standards — The NCQA Patient-Centered Specialty Practice standards regarding care
team and patient coordination are recommended generally for all specialists, including obstetricians.

Il. Metrics

A. Overview — After determining the initiatives involving this specialty that are most appropriate for
your CIN/ACO, to incentivize the desired behavior and outcomes, it is recommended that clinically-valid
metrics track adherence to the chosen activities and accomplishment of the desired results. Perhaps
use the following array of measures from various sources as a “menu” from which to start, and then
tailor, prioritize and weight them to fit your incentivization goals.

B. Examples of Metrics to Measure Obstetrical Performance:

* Cesarean section rates.

* Elective induction for patient or obstetrician convenience.®
e ICU and NICU usage and costs.

e Preterm births.

* Nulliparous term singleton vertex.

* Low birth weight rates.

e Anesthesia complication rates.

e Prenatal substance exposure rates.
* Infant and mother mortality rates.

e AHRQ’s birth trauma rate.

e Laboratory costs.

* Imaging costs.

* Pharmaceutical costs.

e Hospitalization rates.

e Post-partum health.

% Gryenigen, V., et al., Obstetrics & Gynecology, Health Care Reform; Will Quality Remodeling Affect Obstetrician-Gynecologists in Addition to Patients?, Vol. 117,
No. 5, p. 1169 (May 2011). “Itis anticipated that patient requests to be induced because of fatigue or obstetricians scheduling inductions for patient convenience will
be prohibited by value-based purchasing and accountable care organizations.”
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e Hospital readmission reduction.
* Electronic information exchange.
* Prophylactic antibiotics for Cesarean delivery.®’

e 17-P utilization.

Post-partum:
Post-partum depression assessment.

Family planning.

o O O

Coordination with PCPs for mother and child.

Entry of patients into prenatal care prior to 14 weeks.
* Use of antenatal corticosteroids.

* Use of long-acting reversible contraception on selected patient populations.

“[W]ell-designed quality measures in surgery, cardiology and infertility have catalyzed changed,
improved care and reduced gaps in quality. We argue that the same can be done in obstetrics.”?®

7 Janakiraman, V., et al., Obstetrics & Gynecology, Quality in Obstetric Care: Measuring What Matters, Vol. 116, No. 3, p. 731 (Sept. 2010).
% Id., p. 732.
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C. MACRA’s Quality Payment Program MIPS Measures Relevant to Obstetrics

- _
MEASURE NAME MEASURE DESCRIPTION
Appropnate \Workup Prior to Percentage of women, aged 1¥ years and older, who
Endometrial Ablation undergo endometnal sampling or hysteroscopy with

blopsy before undergomng an endomeirial ablabion

Eropsy Follow-Lp Percentage of new patients whose biopsy results have
been reviewed and communicated to the primary
care/referring physician and patient by the performing

physician

Breast Cancer Screemng Percentage of women 30-/2 vears of age who had a
mammogram to screen for breast cancer.

Lare Plan Percentage of patients aged 6% years and older who have

an advance care plan or surrogate decision maker
documented n the mediczl record or documentation in
the medical record that an advance care plan was
dizcussed but the patient did not wish or was not zble to
name & surrogate decision maker or provide an advance
care plan

Lervical Cancer Scresning Percentage of women 21-64 vears of age who were
screened for cervical cancer uzing either of the
following entenia: * Women age 21-64 who had
cervical cytology performed every 3 years * Women
age 30-64 who had cervical cytologyhuman
papillomavirus (HPV) co-testing performed every 5
Vears

Chlamydia Screening and Follow Up | The percentage of female adolescents 16 years of age
who had a chlamydia screenmg test with proper follow-
up during the measurement period

Chlamydia Screeming for Women Percentage of women 16-24 years of age who were
1dentified 25 sexually active and who had at least one
test for chlamydia during the measurement penod

Closmng the Beferral Loop: Feceipt | Percentage of patients with reterrals, regardless of age,
of Specialist Feport for which the refemng provider receives a report from
the provider to whom the patient was referred
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Controlling High Blood Pressure Percentage of patients 18-85 vears of age who had 2
diagnosis of hypertension and whose blood pressure was
adequately controlled (=140/90mmHg) during the
measurement period

Documentation of Current Percentage of viaits for petients aged 18 vears and older
Medications m the Medical Pecord | for which the eligible professional attests to

documenting a list of current medicztions using all
mmediate resources available on the date of the

encounter. This st must include ALL kmown
prescriptions, over-the-counters, herbals, and
vitamin'mineral/dietary (nuinitional) supplements AND
must contain the medications’ name, dosage, frequency

and route of admimstration.
Non-Fecommended Cervical Cancer | The percentage of adelescent females 16-20 years of age
Screening m Adolescent Females who were screened unnecessarily for cervical cancer
Usteoporesis Management 1n The percentage of women age 50-E3 who suffered a
Women Who Had a Fracture fracture and who either had 2 bone mineral density test
of recetved a prescription for a dmug to treat osteoporosis
m the s1x months after the fracture

Performing Cystoscopy at the Time | Percentage of patients who undergo cystoscopy to
of Hysterectomy for Pelvic Organ evaluate for lower urinary tract injury at the time of
Prolapse to Detect Lower Urnary hysterectomy for pelvic organ prolapse

Tract Injury

Preventive Care and bereenmng: Percentage of patients aged 18 years and older with a
Body MMass Index (BMI) Screening | BMI documented during the current encounter or during
and Follow-Up Plan the previous six months AND with a BMI outside of

normal parameters, a follow-up plan 13 documented
during the encounter or during the previcus six months
of the current encoumter MNormal Parameters:  Age
18 years and older BMI == 18.5 and = 25 kg/m2

- = Eacl T - = Cad g g T =T T L o
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Preventive Care and Screenng:
Influenza Immumzation

Percentage of patients aged & months and older seen for
a visit between October 1 and March 31 who received
an influenza mmumzation OF. who reported previous
receipt of an mfluenza iImmumezation

Preventive Care and Screenng:
Screening for High Blood Pressure
and Follow-Up Documented

Percentage of patients aged 1¥ years and older zeen
during the reporting period who were screened for high
blood pressure AND a recommended follow-up plan is
documented based on the current blood pressure (BP)
reading as mdicated

Preventive Care and Screening:
Tobacco Use: Screenmg and
Cessation Intervention

Preventive Care and Screening:
Unhealthy Alechol Use: Screening
& Bnef Counseling

Percentage of patients aged 18 years and older who were
screenad for tobacco use one or more fimes within 24
months AND who recerved cessation counseling
mtervention if identified as a tobacco user

Percentage of patients aged 18 years and older who were
screened for unhealthy alcohol use using a systematic
screemng method at least once within the last 24 months
AND who received brief counzeling 1f 1dentified as an
unhealthy alcohol user

Proportion of Patients Sustaining a
Eladder Injury at the Time of any
Pelvic Organ Prolapse Bepar

Percentage of patients undergoing any surgery to repair
pelvic organ prolapse who sustams an mjury to the
bladder recogmized erther during or within 1 month after
SUrgery

-

Proportion of Pahents Sustaining a
Bowel Injury at the time of any
Pelvic Organ Prolapse Bepar

Percentage of patents undergomng surgical repair of
pelvic organ prolapse that 13 comphicated by 2 bowel
mjury at the time of mdex surgery that 15 recogmzed
miraoperatively or within 1 month after surgery

Proportion of Pahents Sustaining a
Ureter Imjury at the Time of any
Pelvic Organ Prolapse Bepar

Percentage of patents undergoimng pelvic organ prolapse
repairs who sustain an mjury to the ureter recogmzed
etther during or within 1 month after surgery
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Tobacco Use and Help with Quitting
Ameng Adolescents

The percentage of adolescents 12 to 20 vears of age with
a primary care visit during the measurement year for

whom tobacco use status was documented and recerved
help with quitting if 1dentified as a tobacco user

Unnary Incontmence: Assessment of
Presence or Abzence of Unnary
Incontinence m Women Aged 63
Years and Older

Percentage of female patients aged 63 vears and older
who were azsessed for the presence or absence of
urinary incontinence within 12 months

Crinary Incontmence: Flan of Care
for Unnary Incontinence m Women
Aged 65 Years and Older

Percentage of female patients aged 63 vears and older
with a diagnosis of urinary mcontinence with a
documented plan of care for urinary mcontinence at
least once within 12 months
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K. ONCOLOGISTS

. Why and How You May Want to Utilize Oncologists in Your CIN/ACO

A. Avoidable Costs Signal Opportunity — a combination of high costs and a high degree of
avoidability of those costs presents significant opportunity for oncologists in accountable care. A
February 2012 report by United Healthcare revealed substantial unjustified variation in oncology care
delivery, including a 10:1 variation in imaging for metastatic patients, wide differences in end-of-life
advanced care planning, a 2:1 cost variation in treatment of Stage 1 ER-neg EHR-2-unexpressed
breast cancer and wide variance on symptom management and access that led to differences in ED
and hospitalization costs.%

Recent data supports the significant value-add upside available for involving oncologists in ACOs:
WellPoint reports that 26 percent of oncology admissions are related to symptoms of treatment-
related toxicity, led by dehydration, neutropenia or fever, pain, anemia, infection and DVT. They
found widespread variation in use of CSF with chemotherapy, and that imaging was often repeated
unnecessarily with 90 percent of use not consistent with national guidelines. They reported a 20-fold
variation in cost for equally effective treatments.'®

Predictive models indicate a total potential ACO cancer care savings of 6.7 percent to 13.5 percent
derived from the following areas:

e Chemotherapy pathway adherence 1.0% to 3.0%
* Avoidable Emergency Department utilization  0.6% to 1.1%
* Avoidable hospital admissions 4.0% to 7.0%
» Diagnostics (imaging, lab) 0.2% to 0.5%
* End-of-life diagnostic planning 0.9% to 1.9%

With the average cancer cost of $1.3-million/1,000 Medicare lives, a Medicare ACO with 17,000 lives
and a 12 percent savings rate would yield $2.5-million in savings related to better cancer care.!’

% Deline, Marisa, The Advisory Board Company Oncology Roundtable, The New Rules of Oncology Service Line Growth, slide 10, (2012).

190 Blair, Kelly, 2013 Cancer Center Business Summit, Innovative Cancer Care Initiative # 2: The Oncology ACO, (November 2013).

o1 Barkley, Ronald, Cancer Center Business Summit, Oncologist-Hospital Alignment for Accountable Cancer Care: Hospital/Health System, Community Oncology
and ACOs, (November 2013).
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Table 1. Calculation of ACO Cancer Cost Savings Potential

Cancer incidence rate (>age 65) 21
Average cancer cost per patient $80,000
Average cancer cost per population $1,680,000
Potential cancer cost savings rate 10%
Potential cancer cost savings $168,000

“Average size” ACO annual savings (per 15,000

Medicare “lives”) = $2,520,000

B. Initiatives
1. Multidisciplinary Team Care Models

While this may fairly be viewed as a means to an end for initiatives discussed below and not an end in
itself, it so leverages oncologist influence to address the looming manpower shortage and drives key
initiatives, it is best highlighted separately.

One oncologist, who is a member of a multispecialty ACO, described their team as follows: It is
comprised of an oncologist medical director, a psychologist, an oncological pharmacist, a nutritionist,
a chaplain, an embedded internist and a social worker. The psychologist developed an excellent
questionnaire tool to see what people’s needs actually are. (Cancer patients chronically under-
report needs.) The use of the tool prompts good responses and assists the team in anticipating
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and addressing needs early. For example, the social worker may help with insurance or home
incompatibility issues, the dietician may recommend Ensure, and the chaplain end-of-life advance
care planning. Comprehensive care improves quality and lowers costs. Workflow is improved, further
enhancing savings. In this transition phase from fee-for-service to value-based payment, it was noted
that this approach “pays for itself” because the oncologist actually can see more patients while also
guiding more comprehensive best practice care.

Another oncologist, who specializes in breast cancer treatment, formed a multidisciplinary and
multispecialty clinic around women’s health.

Within the Team Care Model, all noted the advantage of having a well-trained nurse practitioner or
oncological pharmacist host live teaching sessions for patients with similar diagnoses or who are taking
the same drug. For example, the latter realizes savings because it allows use of less expensive drugs
but which have higher chances of nausea or complications if not properly taken by the patient.

2. Patient Engagement

Because of the complexity and intensity of cancer treatment with its associated increased chances for
error on one hand and opportunities for informed patient self-management on the other, deep patient
engagement is especially critical. “Under accountable care, engaging patients and families as partners
in care will be an essential strategy for achieving the best possible patient outcomes while also
reducing costs to the health system.”1%2

a. Assessment for Oral Therapy

While patient orientation is applicable to all patients and families, patients who are prescribed oral
therapies face additional risks and therefore require a more concerted approach to education and
engagement. Managing an oral regimen requires patients to take on significant responsibilities,
including the acquisition of the drug, following often complex dosing schedules, and reporting
symptoms and side effects to their care team in a timely way. Studies have found that patients’

failure to take their prescriptions appropriately leads to unnecessary side effects and complications,
suboptimal patient outcomes and higher overall health care costs. Oncologists need to make a careful
initial assessment regarding whether a patient is a good candidate for oral therapies to help avoid
these potential complications and additional costs.

92 The Advisory Board Company Oncology Roundtable, Redesigning Cancer Care Delivery for the Era of Accountability, p. 76 (2012).
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Distinguishing Patients Who Are Able to Take on Responsibility
for Oral Therapies

Ideal Candidates Poor Candidates

Understand importance of ¢ Lack a support system at home
'/ specific therapy to their disease
¥ Are already taking multiple non-cancer drug therapies
‘/ Are able to make the commitment
to comply with treatment regimen * Have emoctional or psychological issues, especially
depression
/ Can swallow pills or liquids ® Have cognitive, memory, or visual impairment
/ ®  Have a history of missed appointments
Are able to manage drug costs
#®  Have a poor relationship with provider
Have good communication skills = =
/ or a committad caragiver who can ®  Have a poor understanding of impact of therapy
103 communicate on their behalf #  Have daily routines that would be disrupted by regimen

b. Meaningful Patient Involvement and Continuous Education

Given the complexity of oncology care, cancer programs should seek to engage patients as partners at
their first interaction and to reinforce key messages throughout the care continuum. As a starting point,
many providers have found that it is helpful to provide explicit instructions to patients about their role
and responsibilities relative to their cancer treatment. The Mayo Clinic’s cancer center, for instance,
offers a new patient orientation via an orientation booklet and DVD. The DVD, which is 12 minutes long,
provides an introduction to the cancer center, as well as its philosophy of care, physical layout and
resources.'®* The video also encourages patients to take an active role in their care. The Mayo Clinic
has found that this introduction leads to better patient use of available resources, lower patient anxiety
and greater patient involvement. While other, more time intensive methods (such as classes and drop-
in sessions) were tried, they were ultimately unsuccessful because of high drop-off rates.'®

103 Id., at p. 76.

104 Mayo Clinic:

Orientation DVD Components (12 minutes long)

-Welcome to cancer center

-Introduction to philosophy of care

-Orientation to physical layout

-Encourages patient participation

-Patient testimonials

-Identifies sources for obtaining education and support information

105 The Advisory Board Company Oncology Roundtable, Redesigning Cancer Care Delivery for the Era of Accountability, p. 78 (2012).
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c. Medication Management: Prescribing and Educating

Drugs administered in an infusion center are routinely subject to multiple checks by the pharmacy and
nursing staff. Despite the fact that oral drugs carry many of the same, if not more, risks as infused
drugs, the prescribing process usually works very differently. According to a survey of National
Cancer Institute-designated cancer centers, just 24 percent require physicians to indicate the patient’s
diagnosis on the script and just 21 percent of cancer centers perform double checks on oral drug
orders, leaving patients at risk of dangerous errors. Instituting multiple checks as well as a patient
education session on the prescribed medications can reduce errors and improve patient outcomes and
satisfaction.

d. Medication Management: Technological Aids

Providing detailed, personalized counseling is an essential step for ensuring patients have the
information they need to manage their oral therapies safely, but patients also need ongoing support to
remember to take their drugs as prescribed. Fortunately, there are many easy-to-use, low-cost tools
designed to help patients adhere to their medication schedules. For example, “my Community Pillbox”
is a smart phone application designed to help patients remember to take their medication. Patients
upload their medication schedules to their phones. As they take their medications, they check off each
one. If a patient forgets to take a scheduled dose, the screen displays an exclamation mark, indicating
a missed medication. If questions arise, the application links to information about each drug and also
includes contact information for the patient’s providers. Currently the application is available to patients
at no cost. Another example, Vitality Glow Cap is a programmable cap which can be attached to any
standard pill bottle. When it is time for a patient to take a scheduled dose, the cap begins to glow. If

a dose is missed, the cap alerts the patient by beeping. If the bottle remains unopened for a specified
period of time, the cap can e-mail or phone the patient or a family member. Each cap costs $5 and can
be used repeatedly.

3. Triage Nursing: Reducing Hospitalizations And Emergency Department Utilization
According to the Oncology Roundtable of the consulting company, The Advisory Board Company,

addressing avoidable emergency department visits is one of the greatest “opportunities for driving value
in cancer care.”'° Cancer and its treatments produce numerous and often debilitating symptoms, side

% The Advisory Board Company Oncology Roundtable, Redesigning Cancer Care Delivery for the Era of Accountability, p. 17 (2012).
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effects and complications. Although these issues reduce patients’ quality of life, and if left unchecked,
can ultimately result in poorer patient outcomes, patients often do not report them to their care team.
One analysis conducted by researchers at the Cleveland Clinic found that during a typical clinic visit,
cancer patients voluntarily report one symptom to their care team. However, when the researchers
conducted a systematic assessment, the median number of symptoms experienced by patients was
ten. Notably, these symptoms were often significant or even debilitating. These data are concerning
both because they suggest that patients are suffering unnecessarily and because uncontrolled
symptoms can develop into more serious complications leading to emergency department (ED) visits
and hospitalizations. The ED is a suboptimal site of care for cancer patients for multiple reasons.

First, ED clinicians often feel ill-equipped to manage cancer patients. Second, cancer patients often
have compromised immune systems, and they may be more likely to be exposed to pathogens in the
ED. Third, the ED is more expensive than other treatment settings; the UNC researchers estimate that
treating cancer patients’ uncontrolled symptoms in the clinic setting would reduce costs by 50 percent.
The Team Care concept can be used to educate the patient to ED alternatives, raise awareness of
access to the Team through the triage nurse hotline, and address non-cancer issues. It would enhance
continuity of care and keep the feedback loop intact.

To address this problem, Consultants in Medical Oncology & Hematology (“CMOH?”), a private practice
in Drexel Hill, Pennsylvania, developed a comprehensive nurse-led phone triage system. Patients can
call with questions about test results, symptoms and other care needs. The phone is answered by

a clinic nurse who addresses patients’ concerns by following a set of algorithms based on Oncology
Nursing Society guidelines. The phone triage line, which received approximately 3,500 calls in 2010,
operates from 7:00 a.m. to 6:00 p.m. on weekdays. After 6:00 p.m., calls are redirected to an answering
service, which can connect patients to on-call physicians. The physicians have remote access to the
practice’s EMR, allowing them to access patient records and follow the same symptom management
algorithms used by the nurses. At CMOH, 75 percent of patient concerns can be managed with
instructions for at home self-care. Another 10 percent of patients are scheduled to come in for an office
visit within 24 hours, and just 7 percent are referred to the ED. The success of the phone triage system
depends not only on the clinic’s management of phone calls but also on patient participation. To that
end, CMOH’s patients are instructed from the start of their cancer treatment that they need to play an
active role in their care, ask questions, express concerns, and immediately report all symptoms to the
care team. This message is reinforced with patients by the physicians and staff at regular intervals.

The data suggest that CMOH'’s phone triage system has enabled the practice to identify and address
patients’ symptoms before they become crises. Between 2005 and 2010, CMOH experienced steady
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declines in their number of ED visits per patient per year. In 2010, they had an average of just one ED
visit per patient. Similarly, inpatient admissions also declined dramatically. Notably, both of these gains
were achieved despite overall growth in CMOH’s patient volumes.

4. Advanced Planning for Survivorship and End-of-Life Care

Under the fee-for-service system, cancer survivors are often lost in transition and disregard oncologists’
recommendations. Off-loading follow-up from oncologists to oncology nurse practitioners and primary
care providers creates savings while stemming the oncologist shortage. Survivorship strategies fit well
into the aforementioned Team Care approach.

Studies have shown that when patients’ end-of-life care preferences are known and followed, patients
live longer and die happier. Such patient-centered care also reduces costs by avoiding aggressive—
and expensive—treatment for patients who do not wish such treatment. Currently, our medical system
is focused on performing aggressive interventions at any cost—if hospitals have the resources, they
will use them. This aggressive treatment is the default for patients who do not make their end of life
preferences known. Currently, only one out of three adult Americans have advance directives, which
lay out these preferences. Oncologists can play a central role in encouraging patients and their families
to discuss and make end of life plans in advance. Medical Orders for Scope of Treatment (“MOST”)
and Physician Orders for Life Sustaining Treatment (“POLST”) can be useful documents for seriously ill
patients possibly nearing death.

5. Unleash the Power of Data

Rapid advances of health care technology will provide powerful business intelligence analytics to
identify and treat otherwise high-risk/higher cost patients, have decision support at the point of care,
and communicate real-time across the cancer Care Team, among other attributes. Public reporting of
oncologists’ quality of care will become common. With oncologists in front of this trend, it can be used
to lower overall costs without defaulting to lower oncologist incomes. As Atul Gawande, M.D. stated, “In
cystic fibrosis, a decision was made to make outcomes data public. There was a risk that sites would
drop out of the program, but that didn’t happen. Instead, providers started to devour the data. The
poorly performing sites made visits to the high performers. They began to unlock the secrets. This is
what happens when data is made public.”"*”

7 American Society of Clinical Oncology, Shaping the Future of Oncology: Envisioning Cancer Care in 2030, p. 13 (2012).
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6. Reduce Unjustified Variation in Care

The Oncology Accountable Care Workgroup suspected that there is widespread unjustified variation
in care, thus suggesting that the development of evidence-based best practices and monitoring of
adherence will reap quality and cost improvements.

Examples: Choosing Wisely® Guidelines — The American Society of Clinical Oncology (“ASCQO”)
is one of nine specialty societies participating in the Choosing Wisely® campaign directed to curb
use of common tests and treatments not supported by clinical evidence. ASCO was specific that
its participation was driven by the goal of ensuring that all cancer care is “high-value” care. The list
includes:

e Computed tomography (“CT”) scans should be limited in asymptomatic patients following
curative-intent treatment for aggressive lymphoma.

* Inferior vena cava filters should not be routinely used in patients with acute venous
thromboembolism.

e Do not transfuse more than the minimum number of red blood cell units necessary to relieve
symptoms of anemia or to return a patient to safe hemoglobin range (7-8 g/dL in stable non-
cardiac inpatients).

* Do not test for thrombophilia in adults with venous thromboembolism occurring in the setting of
major transient risk factors such as surgery, trauma or prolonged immobility.

e Do not administer plasma or prothrombin complex concentrates for non-emergent reversal of
vitamin K antagonists (i.e., outside the setting of major bleeding, intracranial hemorrhage or
anticipated emergent surgery).

* Avoid unnecessary anticancer therapy, including chemotherapy, in patients with advanced solid-
tumor cancers who are unlikely to benefit, and instead, focus on symptom relief and palliative
care.
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* For early-stage breast cancer and prostate cancer that are at low risk of spreading, do not use
advanced-imaging technologies (positron emission tomography (PET), CT, and radionuclide
bone scans) for determining the cancer’s spread.

e Forindividuals who have completed curative treatment for breast cancer, and who have no
symptoms of recurrence, advanced imaging tests (PET, CT, and radionuclide bone scans) and
routine blood tests for certain biomarkers (CEA, CA 15-3, CA 27-29) should not be used to
screen for cancer recurrences.

* Avoid administering white blood cell stimulating factors to patients who have a very low risk for
febrile neutropenia (less than 20 percent).

7. Use Technology to Extend Tecum Care Reach

Whether across the hall, across town or across the county, technology can aid the operation and

work flow of seamless cancer care teams described in this chapter. Referral protocols, telephone,
email, teleconference access to primary care and allied providers and web-driven instruction videos
and portals can all allow you to provide value-adding knowledge at the point of care. This not only
promotes better quality through more timely access to critical diagnostic or treatment clinical input, but
can generate savings from avoiding unnecessary referrals and admissions. Use of technology in such
a manner was penalized by the fee-for-service system, but will be handsomely rewarded under value-
based care. Rural patients will not be deprived of the benefits of collaborative care.

8. Examples of Application of These Initiatives

The Oncology ACO in Florida identified 226 patients, with a baseline annual cost of $23,054,596.00,
or $102,295.00 per patient. It is comprised of Baptist Health of South Florida and the Advanced
Medical Specialties practice. The medical oncologists were the primary care physicians for the cancer
patient. They targeted patients with the most common cancers (breast, digestive system, leukemia
and lymphoma, female and male reproductive and respiratory) with three or more E&M services

the prior year. They used the CMS and Quality Oncology Practice Initiative (“QOPI”) metrics. The
targeted initiatives were (a) patient education and the patient experience (understanding one’s iliness,
appropriate setting of goals, focus on symptomatic control, allying with key health care surrogates), (b)
chemotherapy spend control through strict adherence to pathways, and chemotherapy education, (d)
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better utilization of hospice and palliative care services, (d) ED use management through education,
access, palliative care and transition management, and (e) process improvement through hospital
embedded care navigators and flow design for surgery, anesthesia, imaging and radiation therapy.

The “lessons learned” they reported were to pick committed partners, the importance but complexity of
data, that signing the contract is the beginning, not the end, and that the oncologist practice becomes
the de facto medical home for the patients. They intend to connect across the care continuum with the
rest of the clinically integrated network at the health system.'®

WellPoint is promoting an “Oncology Medical Home” with three key components: (1) Adherence to
Pathways, with emphasis on chemotherapy and supportive care and on using USON Level 1 pathways
where appropriate, (2) Coordination of Care and Disease Management, with coordination with other
specialists, proactive telephone support by nurse coordinators, and evaluation of acute events in the
office and not emergency department, and (3) End-of-Life Care, with coordination with hospice. Their
lessons learned over three years are that standardization and development of appropriate metrics
takes time. They noted the tension with the oncology FFS business model being tied to the delivery of
chemotherapy.'®®

C. Other — Please see The Accountable Care Manual for Oncologists, which may be downloaded
at http://www.tac-consortium.org/resources/

D. PCSP Standards — The NCQA Patient-Centered Specialty Practice standards regarding care
team and patient coordination are recommended generally for all specialists, including oncologists.

Il. Metrics

A. Overview - After determining the initiatives involving this specialty that are most appropriate for
your CIN/ACO, to incentivize the desired behavior and outcomes, it is recommended that clinically-valid
metrics track adherence to the chosen activities and accomplishment of the desired results. Perhaps
use the array of measures from various sources as a “menu” from which to start, and then tailor,
prioritize and weight them to fit your incentivization goals.

108 Samuels, Marc, 2013 Cancer Center Business Summit: Transforming Oncology Through Innovation, Innovative Cancer Care Initiative # 2: The Oncology ACO,
http://www.cancerbusinesssummit.com/program.htm, (November 2013).

109 Blair, Kelly, 2013 Cancer Center Business Summit, Innovative Cancer Care Initiative # 2: The Oncology ACO, http://www.cancerbusinesssummit.com/program.
htm, (November 2013).
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B. MACRA’s Quality Payment Program MIPS Measures Relevant to Oncology

MEASURE NAME MEASURE DESCRIPTION

Lare Plan Percentage of patients aged 6% years and older who have
an advance care plan or surrogate decision maker
documented in the mediczl record or documentation in
the medical record that an advance care plan was
dizcussed but the petient did not wish or was not able to
name & surrogate decision maker or provide an advance

care plan
Closmg the Heferral Loop: Eeceipt | Percentage of patients with referrals, regardless of age,
of Specialist Beport for which the refemng provider receives a repart from
the provider to whom the patient was referred
Documentation of Current Percentage of visits for patients aged 18 vears and older

Medications i the Medical Fecord | for which the eligible professional attests to
documenting a list of current medications using all
mmediate resources available on the date of the
encounter. This list must include ALL known
prescriptions, over-the-counters, herbals, and
vitamim/mineral/dietary (nutribonal) supplements AND
must contain the medications’ name, dosage, frequency
and route of admimstration.
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HEER Negative or Undocumented
Breast Cancer Patients Spared
Treatment with HERI-Targeted
Therapies

Proportion of female pahients (aged 18 years and older)
with breast cancer who are human epidermal growth

factor receptor 2 (HEF.2)/pen negative who are not
admimstered HER 2 -targeted therapies

EEAS Gene Mutation esting Percentage of adult patients (aged 1% or over) with
Performed for Patients with metastatic colorectal cancer wheo recelve anti-epidermal
Metastatic Colorectal Cancer who growth factor receptor monoclonal antibody therapy for
recerve Antl-epidermal Growth whom KFRAS gene mutation testing was performed
Factor Receptor (EGFR)

Monoclonal Antibody Therapy

Oncelogy: Medical and Fadiation -
Pain Intensity Quantified

Percentage of patient visits, regardless of patent age,
with a dizgnosis of cancer El]lTE;ﬂﬂ]r recelving
chemotherapy or radiation therapy in which pain
mtensity 1s quantified

Onecelogy: Medical and Radiation -
Plan of Care for Pam

Percentage of visits for petients, regardless of age, with
a diagnosis of cancer currently recerving chemotherapy
or radiation therapy who report having pain wath a
documented plan of care to address pain

Uncelogy: Fadiation Dose Limits to
Normal Tissues

Percentage of patients, regardless of age, with a
diagnosis of breast, rectzl, pancreatic or lung cancer

recetving 3D conformal rad.lahnn therapy who had
documentation in medical record that radiation dose

lirmits to normal tizsues were establizhed prior to the
mtiation of a course of 3D conformal radiation for a
minimum of two tizsues

Pahients wath Metastatic Colorectal | Percentage of adult patients {aged 15 or over) with
Cancer and KB AS Gene Mutation metastatic colorectal cancer and KR AS gene mutation
Spared Treatment with Anti- spared freatment with anti-EGFE. monoclonal antibodies
epidermal Growth Factor Eeceptor

(EGFER) Monoclonal Antibodies

— - T
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Prevenfive Care and Screenng:
Screening for High Blood Pressure
and Follow-Up Documented

Percentage of patients aged 1¥ years and older zeen
during the reporting period who were screened for high
blood pressure AND a recommended follow-up plan is
documented based on the current blood pressure (BP)
reading as mdiczted

Preventive Care and Screening:
Tobacco Use: Screenmg and
Cessation Intervention

Percentage of patients aged 18 years and older who were
screened for tobacco uze one or more times within 24

months AND who recerved cessation counseling
mtervention if identified as a tobacco user

Preventive Care and Screening:
Unhezlthy Alechol Use: Screening
& Bnef Counseling

Percentage of patients aged 1¥ years and older who were
screened for unhealthy alcohol use using a systematic
screemng method at least once within the last 24 months
AND who received brief counseling if identified as an
unhealthy alcohol user

Proportion Admitted to Hospice for
lesz than 3 days

Proportion of patients who died from cancer, and
admitted to hospice and spent less than 3 days there

Proportion Admitted to the Intensive
Care Unit (ICTT) in the Last 30 Days
of Life

Proportion of patients who died from cancer admitted to
the ICU in the last 30 days of life

Proportion Not Admitted To
Hospice

Proportion of patients who died from cancer not
admitted to hospice
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Proportion of Patients who Died
from Cancer with more than Cne
Emergency Department Vizsit in the

Proportion of patients who died from cancer with more
than one emergency department visit m the last 30 days
of life

Last 30 Days of Life
Proportion Fecenning Chemotherapy | Proportion of patients who died from cancer recerving
m the Last 14 Days of Life chemotherapy m the last 14 days of life

Prostate Cancer: Avoldance of
Overuse of Bone Scan for Staging
Low Bisk Prostate Cancer Patients

Percentage of patients, regardless of age, with a
diagnosis of prostate cancer at low (or very low) risk of
recurrence recelving mterstifial prostate brachytherapy,
OF. external beam radiotherapy to the prostate, OR
radical prostatectonyy, OF. cryotherapy who did not have
2 bone scan performed at any time simce diagnosis of
prostate cancer

Haaical Prostatectomy Pathology
Beporting

Percentage of radical prostatectomy pathology reports
that mclude the pT category, the pN category, the
Gleason score and a statement about margin status

Tobacco Use and Help with Quwitting
Ameng Adolescents

The percentage of adolescents 1. to 20 vears of age with
a primary care visit during the measurement year for

whom tobacco use status was documented and recerved
help with quitting if identified as a tobacco user

Trastuzmab Fecelved By Patients
With AJCC Stage [(T1c) - III And
HER2 Positive Breast Cancer

Becerving Adjuvant Chemotherapy

Proportion of female patients (aged 18 vears and older)
with AJCC stage I (T1c) - IIT, human epidermal growth
factor receptor 2 (HEE2) positive breast cancer
recerving adjuvant chemotherapy who are also receiving
frastuzumab,

page 122

©2019 Smith, Anderson, Blount, Dorsett, Mitchell & Jernigan, L.L.P.




THE ACO SPECIALIST MANUAL

L. OPHTHALMOLOGISTS

. Why and How You May Want to Utilize Ophthalmologists in Your CIN/ACO

e The pupils provide the body’s best window to blood vessels and nerves, and many diseases
exhibit manifestations in and around the eyes. The ability to detect and access to an ACO’s
electronic data registry places ophthalmologists in position to be an ACO’s early warning system
and care coordinators, especially for diabetic patients.

* “Like plastic surgeons and dermatologists, a great many ophthalmologists have experience
with retail medicine through noninsurance-covered services like Lasik, cosmetic blepharoplasty,
and eyeglasses. This extra experience in the importance of driving down costs and improving
patient satisfaction in a true health care market may be useful in demonstrating how to improve
outcomes for others in an ACO less adept at this way of thinking about health care. Additionally,
the need to coordinate screening for diabetic retinopathy with primary care through better
information exchange is an enormous opportunity for ophthalmologists.”*°

A. Disease Management and Connecting with the Primary Care Team — Diabetes management
and making appropriate referrals for patients who may have chronic diseases but may not currently
work with a primary care provider. The ophthalmologist can serve as a touch-point in the patient’s care
and ensure through proper follow-up that the patient ultimately is also connected with their primary care
team. Examples of conditions ophthalmologists can identify for appropriate referral and follow-up are
hypertension, diabetes, brain tumors, sleep apnea, thyroid disease and cancers.

B. Use of Best Practices — A useful source of core best practices may be found in the
recommendations of the American Academy of Ophthalmology to the Choosing Wisely® program
sponsored by the ABIM Foundation:

1. “Don’t perform preoperative medical tests for eye surgery unless there are specific medical
indications.

2. Don’t routinely order imaging tests for patients without symptoms or signs of significant eye
disease.

1 Grace Terrell, MD, President, Cornerstone Health Care.
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3. Don't order antibiotics for adenoviral conjunctivitis.
4. Don't routinely provide antibiotics before or after intravitreal injections.

5. Don’t place punctal plugs for mild dry eye before trying other medical treatments.”""

Additionally, the American Academy of Ophthalmology’s Preferred Practice Patterns identify useful best
practices for ophthalmologists.!?

C. Optimize Site-of-Service — Providers are encouraged to seek to move procedures to lower-
cost facilities or outpatient sites when consistent with best practices. Particular opportunity exists for
providing alternatives to the Emergency Department, which has a pronounced patient engagement
aspect, discussed below. For example, when a patient presents at an Emergency Department with
double vision, the patient will likely need to undergo a series of expensive tests to rule out a variety of
causes. However, if seen in the ophthalmologists’ office, the specialized expertise of the clinician can
rule out certain conditions and thereby reduce the number of tests that may need to be completed.
One way this can be accomplished is by offering after-hours access for patients to avoid potentially
unnecessary Emergency Department use. Additionally, ophthalmologists should focus on avoidance
of expensive in-hospital procedures when the same procedure can be done in a less expensive setting
with the same or better quality outcomes, such as a physician’s office or Ambulatory Surgical Center.

D. Drug Management — An ophthalmologist’s use of best practices in determining the best drug for
treatment may lead to cost reductions. For example, when treating macular degeneration, comparative
effectiveness research'® has shown that treatment of age-related macular degeneration (AMD) in
cases of severe, or “wet,” as of 2016, AMD, with both Lucentis and Avastin produce similar outcomes
on visual acuity. However, the costs of these drugs vary greatly, with Lucentis costing approximately
$2,000.00 per dose while Avastin costs $50.00 per dose.

E. Use of Telehealth — With the onset of a multitude of telehealth technology options entering
the market, many ophthalmologists are well equipped to increase access to care and improve the
patient experience by its use. For example, some ophthalmologists are now studying the accuracy and
reliability of using telehealth for diagnosing and screening diabetic retinopathy and macular edema with
some success."* Particularly, when a patient has comorbidities such as diabetes and hypertension,
the effectiveness of telehealth in these cases may produce cost savings as well as a better patient
experience and increased patient engagement and adherence.!’®

"1 http://www.choosingwisely.org/societies/american-academy-of-ophthalmology/.

12 http://www.aao.org/guidelines-browse?filter=preferredpracticepatterns.

13 Comparison of AMD Treatments Trials (CATT), the National Eye Institute (2006).

"4 Accuracy and Reliability of Teleophthalmology for Diagnosing Diabetic Retinopathy and Macular Edema: A Review of the Literature, John D. Whited. Diabetes
Technology & Therapeutics. February 2006: 102-111.

15 Effectiveness of Home Telehealth in Comorbid Diabetes and Hypertension: A Randomized, Controlled Trial. Bonnie J. Wakefield, John E. Holman, Annette Ray,
Melody Scherubel, Margaret R. Adams, Stephen L. Hillis, Gary E. Rosenthal. Telemedicine and e-Health. May 2011: 254-261.
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F. Other — Please see The Accountable Care Manual for Ophthalmologists, which may be
downloaded at http://www.tac-consortium.org/resources/

G. PCSP Standards — The NCQA Patient-Centered Specialty Practice standards regarding
care team and patient coordination are recommended generally for all specialists, including
ophthalmologists.

Il. Metrics

A. Overview — After determining the initiatives involving this specialty that are most appropriate
for your CIN/ACO, to incentivize the desired behavior and outcomes, it is recommended that clinically-
valid metrics track adherence to the chosen activities and accomplishment of the desired results. Use
the available array of measures from various sources as a “menu” from which to start, and then tailor,
prioritize, and weight them to fit your incentivization goals.

B. Examples of Possible Ophthalmology Performance Measures — Ophthalmologists can consult
the 19 IRIS® Clinical Quality Registry measures approved by the Centers for Medicare & Medicaid
Services (CMS)."¢

C. MACRA’s Quality Payment Program MIPS Measures Relevant to Ophthalmology

MEASTUERE NAME MEASUEE DESCEIFTION
Adult Primary Ehegmatogenous Patientz aged I¥ years and older who had surgery for
Betinzl Detachment Surgery: No primary thegmatogenous retnal detachment who did not

Eetum to the Cperating Foom require a refurn to the operating room within 90 days of
Within 90 Days of Surgery surgery

Adult Primary Ehegsmatogenous Patients aged I¥ years and older who had surgery for
Eetinzl Detachment Surgery: Visual | primary thegmatogenous retmal detachment and

Acwity Improvement Within 90 achieved an mprovement m their visual acuity, from
Days of Surgery their preoperative level, within 80 days of surgery in the
operafive eye

"6 http://www.aao.org/practice-management/regulatory/pgrs-measure-specifications.
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Age-Related Macular Degeneration
{AMD): Counzeling on Antioxidant
Supplement

Percentage of patients aged >0 years and older with a
diagnosis of age-related macular degeneration (AMIY)
of their caregrver(s) who were counseled within 12
months on the benefits and/or nsks of the Age-Related
Eye Diseaze Study (AREDS) formulation for
preventng progression of AMD

Age-Helated Macular Degeneration
{AMD): Dilated Macular
Exammation

Percentage of patients aged >0 years and older with a
diagnosis of age-related macular degensration (AMDY)
who had a dilated macular examination performed
which included documentation of the presence or
abzence of macular thickening or hemorrhage AND the
level of macular degeneration severity durnng one or
more office visits within 12 months

Care Plan

Percentage of patients aged 65 years and older who have
an advance care plan or surrogate decision maker
documented in the medical record or documentation in
the medical record that an advance care plan was
dizcussed but the pafient did not wish or was not zble to
name a swrogate decision maker or provide an advance
care plan

Cataract Surgery with Intra-

Percentage of patients aged 13 years and older who had

Operative Complications cataract surgery performed and had an unplanned
{(Unplanned Pupture of Postenor rupture of the postenor capsule requinng vitrectomy
Capsule Pequring Unplanned

Vitrectomy)

Cataract Surgery: Difference Percentage of patients aged 1¥ years and older who had
Between Planned and Final cataract surgery performed and who achieved a final
Befraction refraction within +/- 1.0 diopters of their planned

{target) refraction
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Cataracts: 20v40 or Better Visual
Acwity within 90 Days Following
Cataract Surgery

Percentage of patients aged 1% years and older with a
diagnosis of uncomplicated cataract who had cataract
surgery and no significant ecular conditions mpacting
the visual outcome of surgery and had best-corrected
vizual acuity of 20/40 or better (distance or near)
achieved withim 90 days following the cataract surgery

L-ataracts: Complications within 30
Days Following Cataract Surgery
Bequiring Additional Surgical
Procedures

Percentage of patientz aged 1 years and older with a
diagnosis of uncomplicated cataract who had cataract
surgery and had any of a specified list of surgical
procedures in the 30 days followmg cataract surgery
which would mdicate the ocowrence of any of the
following major complications: retamed nuclear
fragments, endophthalmibs, dislocated or wrong power
IOL, retinal detachment, or wound dehizcence

Lataracts: Improvement in Patient s
WVisual Function within 90 Days
Followmng Cataract Surgery

Percentage of patients aged 1% years and older who had
cataract surgery and had improvement in visual function
achieved withim 90 days following the cataract surgery,
bazed on completing a pre-ﬁperam e and p{rﬂt—-:rp-eram 8
visual function survey

Cataracts: Patient Satistaction within
80 Days Following Cataract Surgery

Percentage of patients aged 1% years and older who had
cataract surgery and were satisfied with their care within
00 days following the cataract surgery, based on
completion of the Consumer Assessment of Healtheare
Prowviders and Systems Surgical Care Survey

Closmg the Beterral Loop: Eeceapt
of Specialist Feport

Percentage of patients with referrals, regardless of age,
for which the refemng provider receives a report from
the provider to whom the patient was referred
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Dizbetes: Eye Exam

Percentage of patients 18-75 years of age with diabetes
who had a retinal or dilated eye exam by an eye care
professional during the measurement period or a
negative retmal exam (no evidence of retinopathy) in the
12 months prior to the measurement period

Level of Seventy of Retmopathy

Dhzbetic Eetinopathy: Percentage of patientz aged 1¥ years and older with a

Communication with the Physician | diagnosis of diabetic retinopathy who had a dilated

Managing Ongomg Diabetes Care macular or fundus exam performed with documented
communication o the physician who manages the
ongoing care of the patient with diabetes mellitus
regarding the findngs of the macular or fimdus exam at
least once withm 12 months

Dhzbetic Fetinopathy: Percentage of patientz aged 1 years and older with a

Documentation of Presence or diagnosis of diabetic retmopathy who had a dilated

Absence of Macular Edema and macular or fundus exam performed which included

documentation of the level of seventy of retinopathy
and the presence or absence of macular edema durng
one or more office visits within 12 months

Diacumentztion of Current
Medications m the Medical Becord

Percentage of visits for patients aged 18 years and older
for which the eligible professional attests to

documenting a list of current medications using all
mmediate resources available on the date of the

encounter. This list must include ALL known
prescriptions, over-the-counters, herbals, and
vitamin'mineral/dietary (mrntional) supplements AND
must contain the medications’ name, dosage, frequency
and route of administration.
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Preventive Care and Screenng:
Screening for High Blood Pressure
and Follow-Up Documented

Percentage of patients aged 1¥ years and older zeen
during the reporting period who were screened for high
blood pressure AND a recommended follow-up plan is
documented based on the current blood pressure (BP)
reading as mdicated

Preventive Care and Screening:
Tobacco Use: Screenmg and
Cessation Intervention

Percentage of patients aged 18 years and older who were
screened for tobacco uze one or more times within 24

months AND who recerved cessation counseling
mtervention if identified as a tobacco user

Primary Upen-Angle Glaucoma
(POAG): Optic Nerve Evaluation

Percentage of patients aged 1¥ years and older with a
diagnosis of primary open-angle glancoma (POAG) who
have an optic nerve head evaluation during one or more
office visits within 12 months

Primary Open-Angle Glaucoma
(POAG): Beduction of Intraccular
Pressure (TOP) by 15%: OR
Documentation of 2 Plan of Care

Percentage of patients aged 18 years and older with a
diagnosis of primary open-angle glancoma (POAG)
whose glaucoma treatment has not failed (the most
recent IOP was reduced by at least 15%: from the pre-
mtervention level) OF. if the most recent IOP was not
reduced by zt least 15% from the pre-mtervention level,
a plan of care was documented within 12 months

Tobacco Use and Help with Qwtting
Among Adolescents

The percentage of adolescents 1. to 20 vears of age with
& primary care visit during the measurement year for
whom tobacco use stafus was documented and recerved
help with quttng if 1dentified as a tobacco user
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M. ORTHOPAEDISTS

. Why and How You May Want to Utilize Orthopaedists in Your CIN/ACO

Orthopaedics is one of the few clinical areas projected to grow in revenue over the next 10-15 years.

It is also ideally suited to episode payment initiatives due to the relatively bounded nature of key
procedures. Thus, orthopaedics has been at the epicenter of the bundled payment movement. The
predicted “ACO 2.0” evolution includes multiple bundled payment initiatives intertwined in the ACO’s full
continuum of care strategy.'”

A. Device and Supplies Cost Reductions — Standardization of implants, devices, and supplies
tends to lead to cost reductions through volume discounting and manpower efficiencies.

B. Compress Unjustified Variability Contrary to Evidence-Based Best Practice — Starting with the
orthopaedist subcommittee of the ACO Clinical Committee, determine among peers the clinically-valid,
severity-adjusted best practices you agree to follow. Monitor the variability of ACO physicians against
those standards and report to the group, with individual identifiers, on a regular basis. It is common
that accomplished peers are surprised at the degree of variability and the associated avoidable costs
and complications. The selection of best practices must be determined by peers to achieve buy-in.

A useful source of core best practices may be found in the recommendations of the American Academy
of Orthopaedic Surgeons to the Choosing Wisely® program sponsored by the ABIM Foundation:

“1. Avoid performing routine post-operative deep vein thrombosis ultrasonography screening in
patients who undergo elective hip or knee arthroplasty. Since ultrasound is not effective at diagnosing
unsuspected deep vein thrombosis (DVT) and appropriate alternative screening tests do not exist, if
there is no change in the patient’s clinical status, routine post-operative screening for DVT after hip or
knee anthroplasty does not change outcomes or clinical management.

"7 Navigant Issue Brief, The Future of Accountable Care Organizations, Summer 2014.
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2. Don’t use needle lavage to treat patients with symptomatic osteoarthritis of the knee for
long-term relief. The use of needle lavage in patients with symptomatic osteoarthritis of the knee does
not lead to measurable improvements in pain, function, 50-foot walking time, stiffness, tenderness, or
swelling.

3. Don’t use glucosamine and chondroitin to treat patients with symptomatic osteoarthritis of
the knee. Both glucosamine and chondroitin sulfate do not provide relief for patients with symptomatic
osteoarthritis of the knee.

4. Don’t use lateral wedge insoles to treat patients with symptomatic medial compartment
osteoarthritis of the knee. In patients with symptomatic osteoarthritis of the knee, the use of lateral
wedge or neutral insoles does not improve pain or functional outcomes. Comparisons between lateral
and neutral heel wedges were investigated, as were comparisons between lateral wedged insoles and
lateral wedged insoles with subtalar strapping. The systematic review concludes that there is only
limited evidence for the effectiveness of lateral heel wedges and related orthoses. In addition, the
possibility exists that those who do not use them may experience fewer symptoms from osteoarthritis of
the knee.

5. Don’t use post-operative splinting of the wrist after carpal tunnel release for long-term
relief. Routine post-operative splinting of the wrist after the carpal tunnel release procedure showed
no benefit in grip or lateral pinch strength or bowstringing. In addition, the research showed no effect
in complication rates, subjective outcomes, or patient satisfaction. Clinicians may wish to provide
protection for the wrist in a working environment or for temporary protection. However, objective criteria
for their appropriate use do not exist. Clinicians should be aware of the detrimental effects including
adhesion formation, stiffness, and prevention of nerve and tendon movement.”''

Strategic Note: The current fragmented fee-for-service model makes it difficult to coordinate
across specialties for such problems as chronic back pain. Primary care physicians, anesthesiologist
pain specialists, and orthopaedists in an ACO, however, are incentivized to collaborate and develop a
uniform, evidence-based approach.

Paul Levin, M.D., Vice Chairman of the Department of Orthopaedic Surgery at Montefiore Medical
Center in New York City, stated, “If you look at the management of acute low back pain care in the U.S,,

18 http://www.aaos.org/news/aaosnow/oct13/cover3.asp.
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it’s widely recognized that it’s over treated with no benefit to the patient and associated with that is an
excessive use of expensive medical services. We’ve already embarked on this mission over the past
year, even before we were officially an ACO program. The primary focus is on the education of primary
care physicians and insuring rapid access to a spine specialist when the primary care provider believes
it is warranted. Lectures are delivered at the primary care sites reviewing evidence-based guidelines,
red flags, and the basics of performing an appropriate history and physical examination of the patient
with acute low back pain. If you talk to the PCPs, they are most excited about gaining a comfort level in
caring for these patients and streamlining the process for orthopaedic evaluation.”""®

C. Optimize Site-of-Service — Seek to move procedures to lower-cost facilities or outpatient sites
when consistent with best practices. Particular opportunity exists for providing alternatives to the
Emergency Department, which has a pronounced patient engagement aspect, discussed below. The
Orthopaedists Accountable Care Workgroup emphasized that active optimization of site-of-service was
truly “low-hanging fruit.” They emphasize this as a straightforward way of achieving early savings.

D. Workflow Management — This is sometimes called “care redesign.” Freed from the
fragmentation of the fee-for-service system, work to optimize patient flow and provider coordination
across the continuum of care. Better scheduling and pre-op readiness will generate savings.

E. Patient Engagement — Patient education is essential for success. Patients need to know when
it is appropriate to present to an Emergency Department. A detailed patient handbook and journal
are recommended. Better physician-patient communications is the best way to engage a patient.

The hospitalist can coordinate better with the primary care providers. A transition health coach or
“Patient Navigator” can actively follow up, including home visits. Tom Hunt, Executive Administrator of
MidAmerica Orthopaedics in Chicago, suggests that, “Orthopaedic surgeons can specifically focus on
realizing the greatest savings within ACOs by decreasing hospital length of stays, readmissions, and
use of the emergency room. If the surgeon and his or her team can be sure they have preoperative,
intraoperative, and discharge planning organized before their patient arrives at the hospital, length of
stay will be controlled and discharge will be timely.”'2°

F. Post-Acute Care Management — Patient engagement, discharge planning, active follow up
and communication, managing complex high-risk, high-cost care with post-acute care providers, have
been shown to present significant opportunities for care improvement, reduced complications and
readmissions, and cost savings.

"9 Dydra, L., Where Orthopedic Surgeons Fit In ACOs: Experts Weigh In, Becker’s Spine Review, (Oct. 2012), http://www.beckerspine.com/orthopedic-spine-
practices-improving-profits/item/13549-where-orthopedic-surgeons-fit-in-acos-e-experts-weigh-in.html
120 Id
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G. “Push” Knowledge Upstream to Medical Home — Barbara Bergin, M.D., an orthopaedic
surgeon with Texas Orthopaedics, Sports and Rehabilitation Associates in Austin, commented that,
“Orthopaedics is almost a primary care field of practice. We don’t just do surgery. Believe it or not,
the majority of our practices are actually centered on the conservative treatment of musculoskeletal
disorders and not doing surgery. ... We’re one of the specialties an ACO...is going to seek out for
maximum efficiency and control of the patient’s medical care.”®'

Il. Metrics

A. Overview — After determining the initiatives involving this specialty that are most appropriate for
your CIN/ACO, to incentivize the desired behavior and outcomes, it is recommended that clinically-valid
metrics track adherence to the chosen activities and accomplishment of the desired results. Start with
available measure sets from various sources as a “menu” and then tailor, prioritize, and weight them to
fit your incentivization goals.

B. Examples of Possible Orthopaedic Performance Measures

* Avoidance of expensive in-hospital procedures when the same thing can be done in a less
expensive setting, such as a physician’s office.

* Preventive services measures including early detection and screening for conditions such as
lower back pain and musculoskeletal injuries.

* Implementation of ACO integrated care protocols.
* Open line of communication between primary care and orthopaedic care team.

* Establishment of baseline care plans for total joint replacement and assessment of patient
performance against the plans.

» Effective, efficient, evidence-based supply chain management.

* Creating informed decisions for patients and families re: pain management, home health,
rehab, and other recovery-related services.

121 Id.
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C. MACRA’s Quality Payment Program MIPS Measures Relevant to Orthopaedists

MEASURE NAME MEASURE DESCRIFTION

Care Plan Percentage of patients aged 63 years and older who have an
advance care plan or sumrogate decision maker documented m the
medical record or documentztion n the medical record that an
advance care plan was discussed but the patient did not wish or was
not able to name a surogate decision maker or provide an advance
care plan

Clozmg the Heterral Percentage of patients with referrals, regardless of age, for whach

Loop: Beceipt of the referring provider recerves a report from the provider to whom

Specialist Peport the patient was referred

Documentation of Percentage of visits for patients aged 18 vears and older for which

Current Medications m | the elizible professional attests to documentimg a hst of current

the Medical Record medications using all immediate resources zvailable on the date of

the encounter. This list must melude ALL Imown prescriptions,
over-the-counters, herbals, and vitamin/mineral dietary (nutriticnal)
supplements AND must contain the medications’ name, dosage,
frequency and route of admimistration.

Functional Status

Percentage of patients 15 vears of age and older with primary total

Aszessment for Total hip arthroplasty (THA) who completed baseline and follow-up
Hip Beplacement patient-reported functional status assessments

Functional Status Percentage of patients 18 years of age and older with primary total
Aszessment for Total kmee arthroplasty (TEKA) who completed baseline and follow-up
Enee Feplacement patient-reported functional status assessments

Usteparthntis (OA): Percentage of patient visits for patients aged 21 years and older
Function and Pam with a diagnosiz of OA with assessment for function and pamn
Aszessment

Patient-Centered Percentage of patients who underwent a non-emergency surgery
Surgical Risk who had their personalized nsks of postoperative complications
Aszzezsment and aszeszed by their surgiczl team prior to surgery using a climeal

data-based, patient-specific nsk calculator and who received
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Lommumeation perzonal discussion of those risks with the surgeon

Penoperative Care: Percentage of surgical patients aged 15 years and older undergoimng
Selection of procedures with the indications for a first OF. second generation
Prophylactic Antibiotic - | cephalosporin prophylactic antibiotic who had an order for a first
First OF. Second OF. zsecond generation cephalosponn for antimicrobial prophylaxs
Generation

Cephalozporin

Penoperative Care: Percentage of surgical patients aged 15 years and older undergoimng
Venous procedures for which venous thromboembolizm (VTE) prophylams
Thromboembolism 15 indicated m all patients, who had an order for Low Molecular
{VTE) Prophylaxis Weight Heparin (LMWH), Low- Dose Unfractionated Hepanin
{When Indicated m ALL | (LDUH), adjusted-dose warfann, fondapannux or mechamical
Patientz) prophylaxis to be given within 24 hours prior to meision time or

within 24 hours after surgery end time

Preventive Care and Percentage of patients aged 13 years and older with a BMI
Screening: Body Mass | doecumented duning the current encounter or during the previous six
Index (BMI) Screening | months AND with a BMI outside of normal parameters, a follow-
and Follow-Up Plan up plan 1z documented during the encounter or during the previous

six months of the current encounter  Normal Parameters:  Age
18 years and older BMI == 12.3 and <25 kg/m2

Preventive Care and Percentage of patients aged 18 years and older seen durmg the
Screening: Screenmg for | reporting penod who were screened for high blood pressure AND a
High Blood Pressure recommended follow-up plan 15 documented based on the current

and Follow-Up blood pressure (BP) reading 2z mdicated

Documented

Preventive Care and Percentage of patientz aged 1¥ years and older who were screened
Screening: Tobacco for tobacco use one or more times within 24 months AND who
Uze: Screening and recerved cessation counseling intervention if 1dentified 2z a tobacco

Cesszation Intervention user

—T g — - g — g = g g T T — T T T
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Eheumatoid Arthntis Percentage of patientz aged 1¥ years and older with a diagnosis of

(FLA): Assezsment and | rheumatond arthnitis (BA) who have an assezsment and

Clazzmificzfion of Disease | classification of disease prognosis at lezst once within 12 months

Prognosis

Eheumatoid Arthntis Percentage of patientz aged 1¥ years and older with a diagnosis of

(F_A): Functional Status | rheumatoid arthritiz (BA) for whom a functional status azsessment

Aszzessment was performed at least once within 12 months

Eheumatoid Arthntis Percentage of patientz aged I¥ years and older with a diagnosis of

(F.A): Glucocorticoid rheumatond arthritiz (FLA) who have been aszeszed for

IManagement glucocorticord use and, for those on prolonged doses of prednisone
== 1Umg daly {or equvalent) with improvement or no change mn
dizease activity, documentation of glucocorticoid management plan
within 12 months

Tobacco Use and Help | The percentage of adolescents 1. to 20 vears of age with a primary

with Qmttmg Ameng care vizit during the measurement year for whom tobacco use status

Adolescents was documented and received help with quitting if identfied as a
tobacco user

Total Knee Percentage of patients regardless of age underzomg a total knee

Replacement: replacement whose operative report 1dentifies the prosthetic

Identification of mmplant specifications including the prosthetic mmplant

Implanted Prosthesis in | manufacturer, the brand name of the prosthetic implant and the size

Operative Eeport of each prosthetic implant

[ Total Enee Percentage of patients regardless of age imdergoing = total knes

Replacement: replacement who had the prophylactic antibiotic completely mnfused

Preoperative Antibiotic | prior to the mflation of the proximal tourniquet

Infusion with Proximal

Tourmigquet
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Total Knee
Eeplacement: Shared
Decision-Making: Tzl
of Conservative (INon-

Percentage of patients regardless of age underzoing 2 total knee
replacement with documented shared decision-making with
discussion of conservative (non-surgical) therapy (e.g., non-
sterondal anti-inflammatory dmg (NSAIDz), analgesics, weight

surgical} Therapy loss, exercize, mjections) prior to the procedure

Total Anee Percentage of patients regardless of age imdergoing a total kmee

Eeplacement: Venous replacement who are evaluated for the presence or absence of

Thromboembolic and venous thromboembolic and cardiovascular nsk factors withan 30

Cardiovascular Fisk days prior to the procedure (e.g. history of Deep Vein Thrombosis

Evaluation {(DVT), Pulmonary Embolizm (PE), Myocardial Infarction (M),
Arrhythmia and Stroke)

Use of Imagmng Studies | Percentage of patents 18-3U vears of age with a diagnosiz of low

for Low Back Pain back pamn who did not have an imaging study (plain X-ray, MEI

CT scan) within 22 days of the diagnosis.
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N. PEDIATRICIAN

. Why and How You May Want to Utilize Pediatricians in Your CIN/ACO

The development of Advanced Payment Models (APM) has been focused on adult care initiatives
because they have been driven by the Medicare Shared Savings Program, which focuses on adults
over 65. But the movement of state Medicaid programs to value-based payment for integrated
population health thrusts pediatric care generally, and pediatric behavioral and mental health care
specifically, from being an afterthought to the forefront of value-based care innovation and opportunity.
The opportunity arising from this movement regarding increased payer attention to care management
for children is leveraged even more for child psychiatry as the integration of mental and physical health
are also being recognized. Movement towards a family-centered pediatric ACO will benefit millions of
children. Nationally, pediatricians provide a majority of all office visits for children enrolled in Medicaid.
As of 2016, Medicaid provided health insurance to over 30 million children.2

A. Optimization of Pediatricians in Care for Children Depends on Recognition of the Distinctly
Different Attributes Needed for High-Value Contributions

CHILDEEN ARE NOT SMALL ADULTS

ADULT CHILDEEN |
[ Primary Care Treatment and Focus on prevention
management of chronic mcluding mmumizzhons
dizeases; “sickness care” | and checlups
Admiszion [hagnoses Heart dizeaze, diabetes, MNewbom births, mood
pheumonia, stroke dizorders, asthma mjury

22 Congressional Budget Office, “Detail of Spending and Enrollment for Medicaid for CBO’s March 2016 Baseline,” March 2016.
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POPULATION CHARACTERISTICS COMPAERED

TIER ADULTS CHILDEERN
Highest Cost Patients Multiple chromc Prematunty. Fare and
conditions such as heart complex congenital or
dizeaze and diabetes. With | genetic dizezses. Good
better management, management can keep
pafients can drop to the them out of the ED and
middle tier—often elderly. | hospital, but their

life-long.

Chrome Dhzease Large population with Eelatively small

varying degrees of disease | population with 1 or 2
control, kig opportunity for | chronic conditions such as
cost savings. asthma or ADHD.

The HIMSS ACO Task Force noted the following unique attributes of care for children:

“Kids’ uniqgue medical needs and social environment necessitate care from pediatric-trained
physicians and child-specific community resources such as schools.

e |tis essential to select performance metrics that are meaningful to pediatrics and that accurately
measure the quality of pediatric care.

e Population characteristics and scarce subspecialists require a regional vs. local provider base.
* Technology needs to include functionality to support pediatric care.

e Children with medical complexity usually have many subspecialists and rely on community
resources and will need special care throughout their lives.

* The family is generally responsible for a child’s health care, rather than the patient him- or
herself.

e Federal leadership provided by Medicare is lacking in Medicaid, but states have begun working
with providers to form Medicaid ACOs.
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* Alargely healthy population means that a larger number of patients is needed to show
significant cost savings.”3

B. Family-Centered “Pediatric Medical/Health Homes” Linked to Specialty Care for Complex
Conditions — The family-centered medical home is the foundation of a primary care-driven integrated
delivery system that is anchoring the ACO. There must be sufficient pediatric primary and specialty care
pediatricians for the number of children managed by the ACO. In many parts of the country, medical
homes or tightly integrated relationships between children’s hospitals, pediatricians and specialty
care pediatricians may be the foundation for a network that can be strengthened further within the
architecture of an ACO with strong pediatric capabilities.'?* The pediatric community’s experience with
care coordination, not only in the management of children with complex conditions but also in the daily
encounters with children who may need short-term and intermediate care coordination, also supports
the concept of a pediatric ACO value-adding contribution.’® Finally, social determinants such as
integrating community resources, oral and mental health into the ACO’s delivery and payment structure
is essential, because so much of a child’s health and safety is affected by social determinants, and
because some of the most common major chronic care conditions children and adolescents experience
are oral and mental health problems. For example, the pediatric ACO, University Hospitals Rainbow
Care Connection, in Cleveland, Ohio, integrates behavioral health services with primary care using
social workers and tele-behavioral health. For more detail on integrating with behavioral health and
community health resources, see TAC’s Accountable Care Manual for Psychiatrists and Accountable
Care Manual for Community Health Partners at http://www.tac-consortium.org/resources/accountable-
care-guide-for-commuity-healh-partners.

According to research in New Orleans, families of children and youth with special health care needs in
an underserved population experienced enhanced services from nurse care coordinator support.’? In
short, fewer unmet needs for services ensue when primary care clinicians are sensitive to the culture
and needs of children and youth with special health care needs and their families and incorporate levels
of care coordination in care delivery.'?” Care coordination conducted as a standard of pediatric practice
resulted in increased family satisfaction with the quality of care and also decreased barriers to care.'?8
A 2011 study in children and youth with special health care needs and their families who received care
coordination and individualized care plans via a Medicaid managed care plan study reported improved
satisfaction with mental health services and specialized therapies and participants were observed to

23 HIMSS ACO Task Force, Pediatric ACOs, (April 2014).

24 Accountable Care Organizations (ACOs) and Pediatricians: Evaluation and Engagement, Am. Acad. of Pediatrics, http://www.aap.org/en-us/professional-
resources/practice-support/Pages/Accountable-Care-Organizations-and-Pediatricians-Evaluation-and-Engagement.aspx (last visited Feb. 25, 2015).

125 Id

126 Patient- and Family-Centered Care Coordination: A Framework for Integrating Care for Children and Youth Across Multiple Systems, Counsel on Children with
Disabilities and Medical Home Implementation Project Advisory Comm., http://pediatrics.aappublications.org/content/133/5/e1451.full.html#ref-list-1 (last visited Feb.
26, 2015).

127 Id. )

128 Id
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have a decline in unmet needs, improved satisfaction with specialty care, and improved ratings of child
health and family functioning.'®®

C. Specific Strategies for Premature Infants — “In a population of pretty healthy people, children,
we see the avoidable costs for premature deliveries as an area of savings opportunity.”'® This subset
of children often becomes long-term chronic high-risk, high-cost patients. Fortunately, there are a
number of straightforward proven initiatives to promote better health and reduce costs, particularly
readmissions. Value-based payment for population management, such as in ACOs, has the potential to
unleash these practices by making them financially feasible.

* Protocolize Neonatal Hospital Care — Neonatologist Docia Hickey, M.D. noted that “set
protocols in the hospital make a lot of difference.” Especially beneficial is protocolized team care
in the delivery room. Protocols can be instituted for feeding, monitoring oxygen levels, minimizing
touching, keeping the infant calm, use of the ventilator, central line care and removal, and
minimizing interventricular hemorrhage (“IVH”), chronic lung disease, and central line infections.
The children should be screened for IVH and retinopathy of prematurity (“ROP?”), initially and during
follow up.

* Home Care/Case Management — Significant benefits have resulted when a case manager

is assigned to premature infants upon discharge. One Pediatric Accountable Care Workgroup
member recounted particular success when former neonatology nurses were enlisted as case
managers. The management specifically included home health. The babies were on monitors in
all cases. This practice resulted in the ability to discharge infants at lower weights, earlier, and the
significant reduction in readmission rates.

* Participate in National Database — Participation in a national database for premature infants
allows you to benchmark yourself. According to our Workgroup, it is recommended to review
statistics, stratified according to gestational age, for mortality, IVH, ROP, central line infections, and
rate of readmissions.

* Follow-Up Clinic — For an ACO with a large neonatal population, a follow-up clinic is suggested.

In summary, a specific neonatal strategy is a “no brainer” for ACOs with a patient population including
children because of the above proven, cost-effective strategies. However, these are strategies unique

129 I
1% Telephone interview with Pediatrics Accountable Care Workgroup member, neonatologist Docia Hickey, M.D., on September 10, 2014
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to this population. It can truly be said that just as children are not simply small adults, premature
infants are not simply small children.

D. Increased Focus on Asthma Care — A randomized controlled study of a pediatric outreach
program reported by Greineder DK demonstrated that a 75 percent reduction in hospitalizations among
children aged 1-15 years with asthma who participated in a comprehensive asthma outreach program.'®
The program was focused on ensuring that patients kept scheduled appointments, monitored their
asthma, and took maintenance medications.’® Reduced hospitalizations along with significant
reductions in emergency department use and out-of-health-plan use including referrals, home care and
durable medical equipment contributed to an estimated direct savings of $7.69 to $11.67 for every dollar
spent on the intervention.’®® Montefire Medical Center, New York ACO, invests heavily in school-based
health care centers, which reduces admissions for pediatric asthma tenfold and helps reduce teenage
pregnancy by 47 percent.’®*

E. Standardized Evidence-Based Best Practices and Data-Driven Research — Health information
technology can play a pivotal role in care coordination. Tracking and monitoring patients via the use
of patient registries can support care coordination activities and functions and improve patient safety.
The Data Resource Center for Child and Adolescent Health (DRC) supports efforts to improve pediatric
health care and quality by providing population-based child health from various national surveys that
can be easily accessed through the DRC website.

Advantages of the DRC website include: (1) National standardization which allows for consistent
measurement and reporting across states and geographic areas within states. Standardization

of measurement is critical to allowing comparison across states and subgroups of children; (2)
comparison across a wide array of demographic and health status subgroups of children and youth,
including race/ethnicity, presence of a special health care need, household income, etc.; (3) many
topics relevant to national health goals for children are validly reported by parents and are not possible
to access using other information systems, such as billing, administrative, clinical or medical records;
(4) an array of resources on how to use these data at the national, regional, state and local level; (5)
the role of evidence-based medicine in impacting patient care is noted among one of the expectations
of the Patient Protection and Affordable Care Act.’®® As the principal clinical partner for the Texas A&M
Health Science Center College of Medicine, Scott & White has embraced research and is data-driven in
achieving the quality outcomes that help manage cost and care.'3®

31 Michael Mellon, MD and Bhash Parasuraman, PhD, Pediatric Asthma: Improving Management to Reduce Cost of Care, http://ns.amcp.org/data/jmcp/
Review-130-141.pdf (last visited Feb. 26, 2015).

132 Id

133 Id

134 Faces of Public Health: NY State Health Commissioner Nirav Shah, Robert Wood Johnson Foundation (Apr. 3, 2013, 10:15AM), http://www.rwjf.org/en/blogs/
culture-of-health/2013/04/faces_of_public_heal.html.

'35 Pediatric Health Care Quality Measurement and Improvement, Data Res. Citr. for Child & Adolescent Health, http://www.childhealthdata.org/browse/qualityportal
(last visited Feb. 25, 2015)

%6 Steve Allen, MD, MBA, Medicaid and Pediatric Accountable Care Organizations: A Case Study, Accountable Care News Vol. 1, Num. 5, (Dec. 2010), http://www.
network-health.org/uploadedFiles/About_Us/Newsroom/In_the_News/Accountable%20Care%20News%20-%20December%202010(1).pdf.
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* Pediatric Data is Different. One Pediatrics Accountable Care Workgroup member commented,
“One of the things we’re finding in our experience is that we have to pull out pediatrics as a
population; otherwise, the analytics are skewed.” Adult data should focus on chronic disease
management, sickness care, heart disease, diabetes, frail complex elderly care, with more
widespread health concerns as a percent of the population. In contrast, data for population
management for children should include well visits, immunizations, family communication, asthma,
newborns, complex congenital or genetic diseases, and higher percentage of overall good health.
Pediatric-appropriate data capture is tied to the need for unique performance metrics appropriate
for pediatric care, for the purpose of data collection and measurement is to evaluate performance
against clinically valid and appropriate structure, process, and outcome goals desired that are
reflected in the set of metrics chosen. Both are essential, and they are intertwined.

e Evidence-Based Best Practices Work. One Pediatrics Accountable Care Workgroup member
noted, “Even in high-cost areas, we need to use what evidence we have. Don't just throw the
kitchen sink at it.” Another shared experience with the benefit of evidence-based approaches to
premature infants, to reduce length of stay and improve others. “Many things can be protocolized.
That translates into lower costs.” Coordinated care for children is in its infancy. Consequently,
evidence-based best practices are just now emerging and principles-based guidelines are being
initiated, starting the lifecycle toward becoming evidence-based. One example of evidence-based
practices may be found in the suggestions of the American Academy of Pediatrics found in the
Choosing Wisely® Initiative'™” :

1. Antibiotics should not be used for apparent viral respiratory ilinesses (sinusitis, pharynagitis,
bronchitis). Although overall antibiotic prescription rates for children have fallen, they still remain
alarmingly high. Unnecessary medication use for viral respiratory illnesses can lead to antibiotic
resistance and contributes to higher health care costs and the risks of adverse events.

2. Cough and cold medicines should not be prescribed or recommended for respiratory
illnesses in children under four years of age. Research has shown these products offer little
benefit to young children and can have potentially serious side effects. Many cough and cold
products for children have more than one ingredient, increasing the chance of accidental
overdose if combined with another product.

87 Choosing Wisely®, Am. Acad. of Ped., http://www.choosingwisely.org/doctor-patient-lists/american-academy-of-pediatrics/ (downloaded June 2014).
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3. Computed tomography (CT) scans are not necessary in the immediate evaluation of minor
head injuries; clinical observation/Pediatric Emergency Care Applied Research Network
(PECARN) criteria should be used to determine whether imaging is indicated. Minor head
injuries occur commonly in children and adolescents. Approximately 50 percent of children who
visit hospital emergency departments with a head injury are given a CT scan, many of which
may be unnecessary. Unnecessary exposure to x-rays poses considerable danger to children,
including increasing the lifetime risk of cancer because a child’s brain tissue is more sensitive
to ionizing radiation. Unnecessary CT scans impose undue costs to the health care system.
Clinical observation prior to CT decision-making for children with minor head injuries is an
effective approach.

4. Neuroimaging (CT, MRI) is not necessary in a child with simple febrile seizure. CT scanning
is associated with radiation exposure that may escalate future cancer risk. MRI also is
associated with risks from required sedation and high cost. The literature does not support the
use of skull films in the evaluation of a child with a febrile seizure. Clinicians evaluating infants
or young children after a simple febrile seizure should direct their attention toward identifying the
cause of the child’s fever.

5. Computed tomography (CT) scans are not necessary in the routine evaluation of abdominal
pain. Utilization of CT imaging in the emergency department evaluation of children with
abdominal pain is increasing. The increased lifetime risk for cancer due to excess radiation
exposure is of special concern given the acute sensitivity of children’s organs. There also is the
potential for radiation overdose with inappropriate CT protocols.

6. Don’t prescribe high-dose dexamethasone (0.5 mg/kg per day) for the prevention or
treatment of bronchopulmonary dysplasia in pre-term infants. High-dose dexamethasone (0.5
mg/kg per day) does not appear to confer additional therapeutic benefit over lower doses and is
not recommended. High doses also have been associated with numerous short- and long-term
adverse outcomes, including neurodevelopmental impairment.

7. Don’t perform screening panels for food allergies without previous consideration of medical
history. Ordering screening panels (IgE tests) that test for a variety of food allergens without
previous consideration of the medical history is not recommended. Sensitization (a positive
test) without clinical allergy is common. For example, about 8 percent of the population tests
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positive to peanuts, but only approximately 1 percent are truly allergic and exhibit symptoms
upon ingestion. When symptoms suggest a food allergy, tests should be selected based upon a
careful medical history.

8. Avoid using acid blockers and motility agents such as metoclopramide (generic) for
physiologic gastroesophageal reflux (GER) that is effortless, painless, and not affecting
growth. Do not use medication in the so-called “happy-spitter.” There is scant evidence that
gastroesophageal reflux (GER) is a causative agent in many conditions though reflux may be

a common association. There is accumulating evidence that acid-blocking and motility agents
such as metoclopramide (generic) are not effective in physiologic GER. Long-term sequelae of
infant GER is rare, and there is little evidence that acid blockade reduces these sequelae. The
routine performance of upper gastrointestinal (Gl) tract radiographic imaging to diagnose GER
or gastroesophageal disease (BERD) is not justified. Parents should be counseled that GER is
normal in infants and not associated with anything but stained clothes. GER that is associated
with poor growth or significant respiratory symptoms should be further evaluated.

9. Avoid the use of surveillance cultures for the screening and treatment of asymptomatic
bacteriuria. There is minimal evidence that surveillance urine cultures or treatment of
asymptomatic bacteriuria is beneficial. Surveillance cultures are costly and produce both false
positive and false negative results. Treatment of asymptomatic bacteriuria also increases
exposure to antibiotics, which is a risk factor for subsequent infections with a resistant organism.
This also results in the overall use of antibiotics in the community and may lead to unnecessary
imaging.

10. Infant home apnea monitors should not be routinely used to prevent sudden infant death
syndrome (SIDS). There is no evidence that the use of infant home apnea monitors decreases
the incidence of SIDS; however, they might be of value for selected infants at risk for apnea

or cardiovascular events after discharge, but should not be used routinely. Editorial note by
Pediatric Accountable Care Workgroup: Consider adding congestion and neonatal to the list of
conditions for which home monitoring is of value.

G. Incorporate Community-Based Resources — Children are never cared for in isolation. The
family, community and educational system in which they live are natural extensions of accountable care
principles that allow us to redefine the health care ecosystem. Schools, churches, healthy food choices
and daycares should be included in pediatric accountable care strategies.
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Il. Metrics

A. Overview— After determining the initiatives involving this specialty that are most appropriate for
your CIN/ACO to incentivize the desired behavior and outcomes, it is recommended that clinically-valid
metrics track adherence to the chosen activities and accomplishment of the desired results. Starting
with the MACRA Quality Payment Program measures at Section II.B. below, use the available array of
measures from various sources as a “menu” from which to start, and then tailor, prioritize and weight
them to fit your incentivization goals.

B. MACRA’s Quality Payment Program MIPS Measures Relevant to Pediatrics

[MEASUREERAME = MEASURE DESCRIFTIORN

Acute Uhhs Externa (A0E): Percentage of patients aged 2 years and older with a
Systemic Antimicrobial Therapy - diagnosis of AQE who were not prescribed systemic
Avoldance of Inappropriate Use antimicrobial therapy

Acute Onhs Externa (AOE): Topical | Percentage of patients aged I years and older with a

Therapy diagnosis of AOE who were prescribed topacal
preparations

ADHD: Follow-Up Care for Percentage of cluldren 8-1. vears of age and newly

Children Prescribed Attention- dizpenzed a medication for attention-

Deficit Hyperactivity Disorder deficithyperactivity disorder (ADHD) who had

{ADHD) Medication appropriate follow-up care. Two rates are reported. &

Percentage of clildren who had one follow-up wisit with
a practitioner with prescribing authorty during the 30-
Day Initiation Phase. b. Percentage of children who
remained on ADHD medication for at least 210 days
and whe, mn addibion to the visit in the Imtiation Phaze,
had at least twe additional follow-up visits with 2
practitioner within 270 days (% months) after the

Imitiation Phase ended.
Approprizte Testing for Children Percentage of children 3-1% vears of aze who were
with Pharyngihs diagnosed with pharyngitis, ordered an antibiotic and
recerved a group A streptococcus (strep) test for the
episode

Appropnate [reatment for Chuldren | Percentage of cluldren 3 months-15 vears of age who
with Upper Respiratory Infection were diagnosad with upper respiratory infection (UEI)
(LRI} and were not dispensed an anhibiotic prescription on or
three days after the episode

page 147

©2019 Smith, Anderson, Blount, Dorsett, Mitchell & Jernigan, L.L.P.




THE ACO SPECIALIST MANUAL

Child and Adolescent Major Percentage of patient visits for those patients aged &
Depressive Disorder (MDD): through 17 vears with 2 diagnoesis of major depressive
Suicide Risk Asszessment disorder with an assessment for smeide nisk
Childhood Immumization Status Percentage of cluldren ! years of age who had four

diphtheria, tetanus and acellular perfussis (DTaP); three
polio (IPV), one measles, mumps and rubella (MME);
three H influenza type B (HiB); three hepatihis B (Hep
E}; one chicken pox (VZV); four pneumococcal
comjugate (PCV); one hepatitis A (Hep A); two or three
rotavirus (BV); and two mfluenza (flu) vaccines by their
zecond birthday

Chlamydia Screemng for Women

Percentage of women 16-22 vears of age who were
1dentified 2z sexnally active and who had at least one
test for chlamydia during the measurement peniod

Follow-Up After Hospitalization for
MMental Iliness (FUH)

The percentage of discharges for patents & years of age
and older who were hospitalized for treatment of
selected mental 1llness diagnoses and who had an
outpatient vizit, an mtensive outpatient encounter or
partial hospitalization with a mentzal hezlth practitioner.
Two rates are reported: The percentage of discharges
for which the patient received follow-up within 30 days
of discharge. The percentage of discharges for which
the patient recerved follow-up within 7 days of
dizcharge

HIV/ATDYS: Pneumocysts Jirovect
Pneumonia (PCP) Prophylaxs

Percentage of patients aged 6 weeks and older with a
diagnosis of HIV/AIDS who were prescnibed
Prneumocystis jovect pneumoema (PCP) prophylaxs

HIV/ATDYS: sexually Transmitted
Dizease Screenmg for Chlamydia,

Percentage of patients aged 15 years and older with a
diagnosis of HIV/AIDS for whom chlamydia,

Gonomrhesa, and Syphihs gonorthea, and syphibis screenmgs were performed at
least once smece the diagnosis of HIV infechion
Immumzations for Adolescents The percentage of adolescents 13 vears of age who had

the recommended immunizations by their 13th birthday
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NMedication Management for People
with Asthma

The percentage of patients 3-54 years of age dunng the
measurement year who were 1dentified as having
persistent asthma and were dispensed appropriate
medications that they remained on for at least 75% of
their treatment penod

Preventive Care and Screening:
Influenza Immumzation

Percentage of patients aged & months and older seen for
a visit between October 1 and MMarch 31 who recerved
an mfluenza mmumezation OF who reported previous
receipt of an mfluenza mmumzation

Preventive Care and Screening:
Screening for Climcal Depression
and Follow-Up Plan

Percentage of patients aged 1. years and older screened
for depreszion on the date of the encounter using an age
appropriate standardized depression screemng tool AND
if positive, a follow-up plan 13 documented on the date
of the positive screen

Primary Canes Prevention
Intervention as Offered by Primary
Care Providers, including Dentists

Percentage of chuldren, age U-20 years, who received a
flucride vamish application dunng the measurement

period.

Tobacco Use and Help with Quitting
Among Adolescents

The percentage of adelescents 12 to 20 vears of age with
a primary care visit during the measurement year for

whom tobaceo uze status was documentad and receivad
help with quitting if identified as a tobacco user

Welght Aszzessment and Counseling
for Nutnition and Physical Activity
for Children and Adolescents

Percentage of patients 3-1/ vears of age who had an
outpatient vizit with 2 Primary Care Physician (PCP) or
Obstetrician/Gynecologist (OB/GYN) and who had
evidence of the following during the measurement
period. Three rates are reported. - Percentage of
patients with height, weight, and body mass mdex
{BMI) percentile documentation - Percentage of
patients with counseling for nutrition - Pe;r-::entage of
patients with counseling for physical activity

a
C. Pediatric Measures List — Community Care of North Carolina is a care coordination organization

administering the North Carolina Medicaid population, over half of whom are children. It developed
measures specific to pediatric care that may be found at https://www.communitycarenc.org/quality-
improvement/performance-measures/
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0. PRIMARY CARE — FAMILY PRACTICE, GENERAL INTERNAL
MEDICINE, AND OTHER DISCIPLINES THAT PROVIDE PRIMARY
CARE AS PART OF THEIR SCOPE OF PRACTICE

. Why and How You May Want to Utilize Primary Care Physicians in Your CIN/ACO

Any ACO strategy for any physician subspecialty begins with determining if there are high-impact,
value-add contributions for patients they manage. Because primary care can impact all five of the
high-impact target areas in population management: (1) prevention, (2) chronic care management, (3)
reduced hospitalizations, (4) care transitions and (5) multispecialty coordination of complex patients,

it is no wonder that internal medicine and the other primary care subspecialties are the only ones
required by law to be included in all MSSP ACOs.

A. Overview — If primary care is in the “sweet spot” for all the high-value areas for value-based
care, what do you prioritize? An October 2014 study of high-performing ACOs found the following
key attribute present: “All three organizations are building on past efforts to redesign and strengthen
primary care.”’®® Although there are unique attributes and strengths of each of the primary care
subspecialties, the commonalities predominate of opportunities for high-value contributions, and thus all
primary strategies are collected in this chapter.

B. The Primary Care Physician as PCMH Quarterback — Primary care should head the patient-
centered medical home to unleash its potential in the ACO setting. Unlike in fee-for-service, primary
care’s concerns now are all the patients attributed to you in your ACO’s defined patient population(s),
not just the ones presenting to your office. That population should be evaluated and stratified according
to diagnosis and severity. As the graphic below illustrates, separate ACO strategies unfold for each
category of patient.

138 Id
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COMPLEX
CARE

Patients with multiple,

ongoing medical and social concerns.

CASE MANAGEMENT

Patients with acute, time-limited medical
needs.

DISEASE MANAGEMENT

Patients with single (or non-complicated) chronic
conditions.

California Quality Collaborative

Once the ACO provides the population stratification, the primary care physician and the PCMH team
can create proactive care management opportunities. Additional “face time” with patients during the
initial visit pays dividends in compliance and rapport. Medication reconciliation and patient education
and self-management tips can be introduced. One Workgroup member explained that this was a
much more enjoyable way to practice. “Figure out what buttons to push for which patient and which
resources to bring to them.”

The high-risk complex patient receives special attention. Some others may be grouped for prevention/
wellness/lifestyle management; some for management of their chronic diseases, and perhaps others for
access to behavioral health, community health resources, transition management, or post-acute care
management.

Strategic Note: Utilize “wellness visits” strategically. CMS reimburses for this smart value-building
activity.”® One Workgroup member in a large multispecialty, single tax identification number ACO
commented that they have protocolized this population assessment methodology and found that it was

13 The Wellness CPT codes are: G0402 IPPE Initial Preventative Physical Exam, G0438 Initial Annual Wellness, and G0439 Subsequent Annual Wellness.
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also “a big source of revenue for us.” Further, the CMS MSSP attribution calculations of assigning
patients to the physician rendering the plurality of primary care services are notoriously fickle. The
wellness visit is a good way to add a primary care “touch.” Fee-for-service chronic care management
and related codes also promote and compensate value-based care management by primary

care. They are often a good on-ramp to promote behavior change and provide value-based care
compensation to pay for ACO infrastructure costs.'*°

Strategic Note: Unleash the value of care coordinators. In the first several years of ACO operation,
the high value of nurse care coordinators almost always catches the ACO by surprise. Once the patient
population care management plans have been determined, care coordinators usually play key roles.
For example, one Workgroup member stated simply, “Figure out exactly what the patient’s needs are
and then pass that on to the care navigator. It could be as simple as helping the patient to stop eating
Little Debbies at night.” Regardless of the care plan, the one-on-one staff reinforcement increases
compliance and self-management substantially. Nurse navigators who follow up with a home visit
or telephone call post-discharge have proven especially valuable in avoiding readmissions. Patients
with chronic diseases are assigned care coordinators. The transition/coordination role for complex
high-risk patient care is even higher. One primary care ACO member estimated that the “ROI,” or
return on investment, for a nurse care coordinator is at least three-to-one. Another commented that
the coordinators handled a lot of routine care, allowing the physician to practice at the top of his or
her license and to actually increase fee-for-service compensation by being able to code for more
severe and complex services. The Workgroup internists could not overemphasize the benefit of care
coordinators.

* Disease Management. Many patients will be appropriate for disease management, such as for
diabetes, congestive heart failure, asthma, and COPD.

e OK, but how do | know if our disease management protocol works? The more common
protocols are publically available. They should be collected and vetted by the Clinical Committee of the
ACO, of which a primary care physician, preferably an internist, should be a member. For example, the
nonprofit Community Care of North Carolina (“CCNC”) has honed disease management initiatives for a
number of years and has posted them publically, including:

o Asthma Management
o COPD

40 Bobbitt, J., Family Practice News, How to Harness Value-Based Care Codes, (May 15, 2018).

page 153

©2019 Smith, Anderson, Blount, Dorsett, Mitchell & Jernigan, L.L.P.




THE ACO SPECIALIST MANUAL

o)
o)
o
o)

Diabetes Quality Initiative
Heart Failure Program
Pharmacy Initiative

Pregnancy Medical Home'!

* Transition Management — Since the fee-for-service system is reactive, based on the patient self-
selecting to see a physician or go to the emergency department, it is inevitable that effective transition
management will be lacking when it comes to proactive coordination/transition/communication
approach for patient transition among providers and facilities. The PCMH and the ACO’s specialists
can ameliorate this concern. One example is pre-operation evaluation and transition for a patient
anticipating an inpatient procedure. Pre-anesthesia testing (“PAT”) coordination among primary
care physicians, anesthesiologists and surgeons has been shown to dramatically reduce the number
of costly cancellations and the number of tests ordered.'*? It has been said that coordinating care
across our fragmented system is the number one savings opportunity for ACOs. “The best bet for
achieving returns from integration is to prioritize initiatives specifically targeting waste and
inefficiency caused by fragmentation in today’s delivery system, unnecessary spending allotted
to substandard clinical coordination, aggravated by the complexity of navigating episodes of
care, and unwanted variation in clinical outcomes driven by lack of adherence to best clinical
practice.”*?

Strategic Note: Take advantage of transition support codes. As with wellness visits, CMS will pay
for certain care transition activities. CMS has figured out that the payback in improved care is well
worth the investment. One ACO physician mentioned that coding for this ACO strategic value-add
initiative resulted in over $250,000.00 per physician in increased Medicare payments in one year. One
Workgroup member noted that her practice protocolized this process utilizing trained staffers. This
greatly benefitted their ACO population management, but also generated additional fee-for-service
revenues. “We've used that money to expand our wellness and coordination programs,” she said,
“including hiring a nutritionist and more care navigators, and to expanding group education meetings.”
The point is not the reimbursement, but that this is an intelligent incentivization to induce the right kind
of population management behavior. Medicare has begun paying physicians and their staffs for 30
days of transition care management—the time spent following up with patients after their discharge
from an inpatient hospital setting or nursing facility. It covers coordination as the patient transitions
back into the home or assisted living environment. This service is covered by two new Current

1 Community Care of North Carolina, http://www.commumitycarenc.com/population-management.
42 Perrin Jones, M.D.; pjones @plecticsms.com; email to Melanie Phelps, et al., (March 4, 2015).
143 The Advisory Board Company, Toward Accountable Care, (2010).
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Procedure Terminology (“CPT”) Codes—99495 and 99496. They both require face-to-face visits after
discharge, which do not have to be at the practice.

* Group Visits are Great — The Workgroup members strongly recommend group patient visits.
One staffer can manage, and the benefits of patient engagement, self-management capability,
medication reconciliations, and lifestyle improvement are “high impact,” they report.

* Integrate with Behavioral Health — “Accountable care organizations (“ACOs”) may be well-
positioned to increase the focus on managing behavioral health conditions ... through integration of
behavioral health treatment and primary care.”'** There is no clinical debate over the health delivery
benefits of integrating mental and physical health care. As the National Alliance on Mental lliness puts
it plainly in its family guide, Integration of Mental Health and Primary Care, “As individuals, we are not
fragmented, we are whole people.”**s The separation has largely been driven by the checkered fee-
for-service payment system and to a lesser degree, a lack of shared traditions. The ACO model finally
removes the financial disincentives to work together. “The ACO payment mechanism gives health care
providers a new opportunity and incentives to rebuild the health care system in a way that reverses
the separation between primary care and behavioral health care. ... If ACOs can effectively integrate
behavioral health services into their care and connect patients to these services, they can be better
positioned to reach both cost and quality benchmarks.”'46

The integration scheme will vary according to circumstances, but will develop along one of these
general paths:

o Awareness — There is wide variance today in knowledge and awareness of potential
synergies among the disciplines. Psychiatrists and internists can close the gap in an ACO by
having joint planning and periodic “lunch and learn” sessions. Written protocols and guidelines
can be developed.

o Four Models — ACOs incorporating primary care and behavioral health employed one of

four models: (1) consulting; (2) co-location; (3) embedded or (4) for Medicaid contracts with
large disadvantaged populations, reverse integration (primary care physicians are integrated
into existing behavioral health programs.’*” One psychiatrist practicing in an ACO environment
commented that, “I participate in such a program and can attest to its effectiveness in three
ways [medication management, earlier diagnosis and identification and referral of severe mental

44 Lewis, V., et al., Health Affairs, Few ACOs Pursue Innovative Models That Integrate Care for Mental lliness and Substance Abuse With Primary Care, Hith. Aff., No.
10, p. 1808, (Oct. 2014).

45 Grattadago, D., et al., NAMI, Integrating Mental Health and Primary Care, (Nov. 2011).

46 Lewis, V., et al., Health Affairs, Few ACOs Pursue Innovative Models That Integrate Care for Mental lliness and Substance Abuse With Primary Care, Hith. Aff., No.
10, p. 1814, (Oct. 2014).
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disorders]. Almost all of my work is non-billable, but the ACO that employs me sees me as an
important part of overall quality improvement and cost control.”'48

* Integrate with Community Resources — Dennis Weaver, M.D. commented that, “At its most
basic, population health means actively working to keep your community healthy. When you think
about it that way, it makes you wonder, ‘Who or what is influencing the health of individuals in my
community the most?’ To date, population health care strategy has focused mainly on the role health
care providers themselves play as the main influencers of health outcomes. But the reality is that we
are not the only ones influencing the health status of the people we serve ... [Health] systems will need
to engage with organizations that impact the health determinations in your community and influence
individual’s behavior when they’re between provider visits.”**® Many patients do not receive certain
clinical preventative services, cannot access the medical system, and need help in self-management.
Coordinating with external non-clinical organizations such as local health departments and community-
and faith-based organizations can mitigate these problems. The MSSP requires ACOs to engage
with community health resources. The benefits of such collaboration will be even more pronounced in
inner-city and rural medically underserved areas. The Internal Medicine Accountable Care Workgroup
recommends accessing the Agency on Aging for an inventory of available resources.

Remember, it is no longer just about the patient who shows up at your office, but your responsibility
and opportunity now extends to your entire patient population. You can reach them so much better
by integrating with community health resources. ACO president, Grace Terrell, M.D., makes it clear:
“Community partnerships MATTER MORE THAN PRACTICALLY ANYTHING in the world of value-
based care.”’®® For more information, refer to the Accountable Care Manual for Community Health
Partners, found at www.tac.consortium.org/resources/.

e Utilize ED Avoidance Techniques — The gap analysis of a population’s health as compared to
the ideal invariably reveals overutilization of the emergency department (“ED”) for non-emergency
services. Under pure fee-for-service, there are few adverse financial consequences for this, and
it was a lot easier for providers to let this happen. Now, the ACO receives up to 50 percent of the
savings through mitigation of inappropriate ED utilization. Simple measures have proven successful,
such as extended hours, weekend hours, and walk-in urgent care clinics. A nurse triage “hotline” and
embedded health professionals in the ED have also proven to be successful.

48 Interview with Arthur Kelley, M.D.

4 Weaver, D., The Advisory Board Company, Who Really Influences a Population’s Health? (Hint: It's Not Just Providers), Adv. Bd., Care Transformation Center
Blog, http://www.advisory.com/research/caretransformationcenter/care.transformation.center.blog/2014/07/sw-what-really-influences-population-health, (July 30,
2014).

150 Email from Grace Terrell, M.D. to the TAC Physician Advisory Committee.
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C. Primary Care Physician as Complex Patient Care Management Coach — The level of
coordination and transition management of complex high-risk patients is both one of the greatest
failings of the fee-for-service system and one of the greatest opportunities under accountable care.
These patients commonly comprise around 10 percent to 20percent of the patient population, yet
consume 50 percent to 70 percent of the total costs.

10% of Medicare patients account for nearly 70% of spending

Distribution of Total Medicare
Beneficiaries and Spending, 2005

£2.934

Total Mamiser of Total Medicars
Beneficiaries, 2005: 37.5 million  Spending, 2005 $165 billion
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Because this management yields significant overall contributions to the Triple Aim, they are considered
“low-hanging fruit” by ACOs. Primary care physicians are ideally suited to serve leadership roles in
such efforts. They can be logical extensions of the PCMH concept with more intensity of multispecialty
site-of-service coordination and care navigators/community outreach involvement.

The process begins with the aforementioned population stratification. Patients with certain diagnoses,
severity of illnesses and levels of resource utilization are assigned for structure intervention.

The October 2014 Commonwealth Fund study of common attributes of high-performing ACOs found the
following:
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“Care management of patients with costly, complex needs. All study sites have invested resources in
deploying care managers, outreach workers, or virtual care teams to engage with and help improve
outcomes for patients with complex needs or at risk of incurring high costs. All stress an individualized
approach to identify and address unmet needs through in-person or telephone visits. For example,
care teams that may include social workers as well as pharmacists and care coordinators have been
deployed by urban safety-net clinics affiliated with Health Share and by Hill Physicians Medical Group
to help address the psychosocial and clinical factors that play a role in improving patients’ health and
treatment adherence. Marshfield Clinic embedded nurse care coordinators in all its primary care clinics
to help patients avoid unnecessary hospital use, with the expectation that shared savings would help
fund this infrastructure. It subsequently discontinued the program because it was partially duplicating a
service offered by its health plan and because the program’s cost was not sustainable without support
from other payers. The clinic retains a care management program serving heart failure patients, and is
reconfiguring primary care teams to take over the care coordination responsibilities.”’®

Other complex patient “best practices” of the high-performing ACOs revealed by the study included:

(1) virtual care teams of pharmacists, social workers and case managers help primary care physicians
manage the clinical and psychosocial needs of this population; (2) physicians are embedded in skilled
nursing facilities to prevent avoidable hospital and emergency department admissions; (3) care
coordination nurses navigate care and provide individualized care management; and (4) nurses receive
electronic alerts when patients visit an emergency department or are discharged.

One of our Accountable Care Workgroup members added that, “This is a much more enjoyable way

to practice.” Having navigators, nutritionists, mental health and access to specialist input brings the
right resources to the patient (and treating internist) at the right time and at the right place. Early

and accurate intervention is enhanced and offsite physical referral needs are diminished. Discharge
planning and post-acute care coordination for these complex patients pay dividends. The skillsets of
internists make them particularly suited to serve as team leaders. We are moving from fragmented care
to team-oriented integrated care. Because of their concentration in adult medicine training, including
particularly for elderly complex patients, primary care physicians are the most appropriate group to
serve as a team leader who brings the disparate parts together.

Strategic Note: The better home health, rehab and skilled nursing providers can be identified,
and made aware of the transition and coordination protocols. According to the Accountable Care
Workgroup, they had no problem getting them onboard because, as one member noted, “They love the

¥1 V. A. Lewis, C. H. Colba, R. Tierney, et al., Few ACOs Pursue Innovative Models That Integrate Care for Mental lliness and Substance Abuse with Primary Care,
Health Affairs, Oct. 2014 33(10):1808-16.
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referrals.” This is an example that the primary care physician, PCMH, and ACO can exercise value-
based “narrow network” steering similar to those used by payers. Use your care coordinators to give
you feedback on who are the best post-acute care providers.

Strategic Note: As noted, take advantage of chronic care management codes. Eligible patients
are those with multiple chronic conditions, often your identified high-risk patient. The assessment of
medical, mental and social needs care coordination and transition management should all be part of
your ACO'’s high-risk patient management playbook.

D. Reduced Unjustified Variability Against Best Practices — Primary care physicians in top practices
are inevitably surprised with the variability in treatment approaches, outcomes and costs for even
common services, such as diabetes management. Population health shifts the culture from “I know |
deliver high-quality care because | was well trained,” and the available scheduled time and memory of
the physician; to standardized care following peer-vetted, clinically-valid evidence-based best practices.

An example of evidence-based best practices recommended by the American College of Physicians
(“ACP”) may be found in the Choosing Wisely® Initiative:

* Don’t obtain screening exercise electrocardiogram testing in individuals who are
asymptomatic and at low risk for coronary heart disease. In asymptomatic individuals at low risk
for coronary heart disease (10-year risk <10 percent) screening for coronary heart disease with exercise
electrocardiography does not improve patient outcomes.

¢ Don’t obtain imaging studies in patients with nonspecific low back pain. In patients with back
pain that cannot be attributed to a specific disease or spinal abnormality following a history and physical
examination (e.g., nonspecific low back pain), imaging with plain radiography, computed tomography
(CT) scan, or magnetic resonance imaging (MRI) does not improve patient outcomes.

* In the evaluation of simple syncope and a normal neurological examination, don’t obtain
brain imaging studies (CT or MRI). In patients with withessed syncope but with no suggestion of
seizure and no report of other neurologic symptoms or signs, the likelihood of a central nervous system
(CNS) cause of the event is extremely low and patient outcomes are not improved with brain imaging
studies.
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¢ |n patients with low pretest probability of venous thromboembolism (VTE), obtain a high-
sensitive D-dimer measurement as the initial diagnostic test; don’t obtain imaging studies as
the initial diagnostic test. In patients with low pretest probability of VTE as defined by the Wells
prediction rules, a negative high-sensitivity D-dimer measurement effectively excludes VTE and the
need for further imaging studies.

¢ Don’t obtain preoperative chest radiography in the absence of a clinical suspicion for
intrathoracic pathology imaging studies.

¢ Don’t obtain preoperative chest radiography in the absence of a clinical suspicion for
intrathoracic pathology. In the absence of cardiopulmonary symptoms, preoperative chest
radiography rarely provides any meaningful changes in management or improved patient outcomes.

Another example may be found in the following list published on the ACP website:

* Nonsurgical Management of Urinary Incontinence in Women. Urinary incontinence contributes
to high medical spending in the United States. Approximately $19.5-billion was spent on Ul care in
2004, and Ul accounts for six percent of nursing home admissions for elderly women, costing around
$3-billion. Physicians should utilize non-drug treatments as much as possible for Ul. Kegel exercises
for stress Ul, bladder training for urgency Ul, and Kegel exercises with bladder training for mixed Ul are
effective, have few side effects, and are less expensive than medications. Although various drugs can
improve Ul and provide complete continence, adverse effects often lead many patients to stop taking
their medication.

e Diagnosis of Obstructive Sleep Apnea in Adults. Prior to diagnosis, patients with obstructive
sleep apnea (OSA) have higher rates of health care use, more frequent and longer hospital stays, and
greater health care costs than after diagnosis. Assessing patients for OSA in the absence of daytime
sleepiness or treating individuals with low apnea-hypopnea index (AHI) scores is low-value care
because the evidence indicated that it does not improve clinical outcomes.

e Screening Pelvic Examination in Adult Women. Screening pelvic examination exposes adult,
asymptomatic, average risk, non-pregnant women to unnecessary and avoidable harms, including
anxiety, embarrassment and discomfort, and may even prevent some women from getting needed
medical care. False positive findings can lead to unnecessary tests or procedures, adding additional
unnecessary costs to the health care system.
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¢ Treatment of Anemia in Patients with Heart Disease. Current evidence does not support

the benefit of liberal blood transfusions in patients with asymptomatic anemia and heart disease.
Therefore, ACP does not support the liberal use of blood transfusions in the management of mild to
moderate anemia in patients with cardiovascular disease. The probability that transfusion may be
beneficial is higher in patients with lower hemoglobin levels (<7 g/dL) and lower in less anemic patients
(hemoglobin >10 g/dL)(67). ACP does not support the use of ESAs for treating patients with mild to
moderate anemia and heart disease because the harms outweigh the benefits for these patients.

e Screening, Monitoring and Treatment of Stage 1-3 Chronic Kidney Disease. ACP found no
evidence that screening for chronic kidney disease in patients without risk factors improves clinical
outcomes. In the absence of any known benefits, ordering screening laboratory studies is not going to
have any impact on the clinical outcomes of the patient and will add unnecessary costs to the health
care system due to increased medical visits and unnecessary tests.

e Obstructive Sleep Apnea. Physicians should stress the importance of compliance with
treatments, especially CPAP. Doctors should weigh patient preferences and the likelihood of therapy
adherence against costs before initiating CPAP.

¢ Inpatient Glycemic Control. High blood glucose is associated with poor outcomes in hospitalized
patients, and use of intensive insulin therapy (IIT) to control hyperglycemia is a common practice

in hospitals. But the recent evidence does not show a consistent benefit and even shows harms
associated with the use of IIT.

e Screening for Prostate Cancer. Men between the ages of 50 and 69 should discuss the limited
benefits and substantial harms of the prostate-specific antigen test with their doctor before undergoing
screening for prostate cancer.

* Diagnostic Imaging for Low Back Pain. [See Choosing Wisely® list above.]

e Oral Pharmacologic Treatment of Type 2 Diabetes Mellitus. On the basis of the evidence
reviewed in this paper, ACP has found strong evidence that in most patients with Type 2 diabetes in
whom lifestyle modifications have failed to adequately improve hyperglycemia, oral pharmacologic
therapy with metformin (unless contraindicated) is an effective management strategy. It is cheaper
than most other pharmacologic agents, has better effectiveness, and is associated with fewer adverse
effects; of note, it does not result in weight gain.
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e Screening for Colorectal Cancer. Currently, no evidence shows that screening more frequently
than recommended improves patient outcomes or reduces cancer-related deaths. On the other hand,
screening more frequently than recommended can contribute substantially to avoidable health care
costs.

e Upper Endoscopy for Gastroesophageal Reflux Disease. Upper endoscopy is commonly

used in the diagnosis and management of gastroesophageal reflux disease (GERD). Evidence
demonstrates that it is indicated only in certain situations and inappropriate use generates unnecessary
costs and exposes patients to harm without improving outcomes.

E. Other — Please see The Accountable Care Manual for Internal Medicine, which may be
downloaded at http://www.tac.consortium.org/resources/.

F. PCSP Standards — The NCQA Patient-Centered Specialty Practice standards regarding care
team and patient coordination are recommended generally for all specialists, including internists.

Il. Metrics

A. Overview — After determining the initiatives involving this specialty that are most appropriate for
your CIN/ACO, to incentivize the desired behavior and outcomes, it is recommended that clinically-valid
metrics track adherence to the chosen activities and accomplishment of the desired results. Starting
with the MSSP and MACRA Quality Payment Program measures, the latter at Section II.B. below, use
the available array of measures from various sources as a “menu” from which to start, and then tailor,
prioritize, and weight them to fit your incentivization goals.

page 162

©2019 Smith, Anderson, Blount, Dorsett, Mitchell & Jernigan, L.L.P.




THE ACO SPECIALIST MANUAL

B. MACRA’s Quality Payment Program MIPS Measures Relevant to Primary Care Medicine

MEASURE NAME MEASURE DESCEIFTION

Adult Srusths: Antibiotic Percentage of patients, aged IE years and older, with a
Prescribed for Acute Smusitis diagnosis of acute sinusitis who were prescribed an
{Cveruze) anfibiofic within 10 days after onset of symptoms

Adult Sinusitis: Appropriate Choice | Percentage of patients aged 1E years and older with a
of Antibiotic: Amoxicillin With or | diagnosis of acute bactenial sinusitis that were
Without Clasmlanate Prescribed for | presenibed amoxicilling with or without clayulanate. as a

Patients wath Acute Bactenal first line antibiotic at the time of diagnesis

Smusitis (Appropnate Use)

Adult Srusihs: Computenzed Percentage of patients aged I¥ years and older, with a

Tomography (CT) for Acute diagnosis of acute smusits who had a computerized

Smusitis (Ovemse) tomography (CT) scan of the paranaszl smuses ordered
at the time of diagnosis or recerved within 28 days after
date of diagnosis

Adult Srmusihis: More than Une Percentage of patients aged 15 years and older with a

Computerized Tomography (CT) diagnosis of chronic sinuzitis who had more than one
Scan Withm 90 Days for Chronic CT =can of the paranazal sinuses ordered or recerved

Smusitis (Ovemse) withmn 90 days after the date of diagnosis

Annual Hepatihs © Vius (HUCV) Percentage of patients, regardless of age, who are active
Screening for Patients who are mjection drug users who received screeming for HCV
Active Injection Drag Users mfection withm the 12 month reporting period
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L

Anti-Depressant Medication
Management

Percentage of patients 18 vears of age and older who
were freated with antidepressant medication, had a
diagnosis of major depression, and who remained on an
anfidepreszant medication treatment. Two rates are
reported. 2. Percentage of patients who remamed on an
antidepressant medication for at least 84 days (12
weekz). b. Percentage of patientz who remained on an
anfidepreszant medication for at least 180 days (6
momnths).

Chromic Anticoagulation Therapy

Atnal Fibnllation and Atral Flotter:

Percentage of patients aged 18 years and older with a
diagnosis of nonvalvolar amal fibnllaton (AF) or atnal
flutter whose assessment of the specified
thromboembolic risk factors mdicate one or more high-
rizk factors or more than one moderate rizk factor, az
determined by CHADS2 nsk stratification, who are
prescribed warfarin OF. another oral anticoagulant dmg
that 15 FDA approved for the prevention of
thromboembolism

Avoldance of Antbiotic Treatment
n Adults With Acute Bronchitiz

The percentage of adults 15-64 years of ape with a
diagnosis of acute bronchitis who were not dispensed an
anfibiotic prescription

Breast Cancer Screemng Percentage of women 3U-/2 vears of age who had a
mammogram to screen for breast cancer.
Lare Plan Percentage of patients aged 6% years and older who have

an advance care plan or surrogate decision maker
documented in the mediczl record or documentation in
the medical record that an advance care plan was
dizcuzsed but the patient did not wish or was not able to
name & swrogate decision maker or provide an advance
care plan

Lolorectal Cancer Screemng

Percentage of adults 303 vears of age who had
appropriate screening for colorectal cancer.

Controlhng Hhigh Blood Pressure

Percentage of patents 18-82 years of age who had a
diagnosis of hypertension and whose blood pressure was
adequately controlled (=140/90mmHg) during the
measurement period
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Dizbetes: Eye Exam

Percentage of patients 18-75 years of age with diabetes
who had a retmal or dilated eye exam by an eye care
professional during the measurement period or a
negative retinal exam (no evidence of retinopathy) in the
12 months prior to the measurement period

Lhabetes: Foot Exam

The percentage of patients 18-/ years of age with
diabetes (fype 1 and type 2) who received a foot exam
{vizuzl mspection and sensory exam with mono filament
and a pulse exam) during the measurement year

Dhabetes: Hemoglobm Alc (HbAlc)
Poor Control (=0%:)

Percentage of patients 18-/2 years of age with diabetes
who had hemoglobn Alc = 9.0% durmg the

measurement period

Documentation of Current
Medications in the Medical Becord

Percentage of visits for patients aged 18 yvears and older
for which the eligible professional attests to
documenting a list of current medications using all
mmediate rezources available on the date of the
encounter. This list must include ALL known
prescriptions, over-the-counters, herbals, and
vitamin/mmeral/dietary (nutnibonal) supplements AND
must contain the medications’ name, dosage, frequency
and route of administration.

Documentzhion of S1gned Upiood
Treatment Agreement

ATl patients TE and older prescribed opiates for longer
than six weeks duration who signed an opioid treatment

agreement at least once during Opioid Therapy
documented in the medical record.

Elder Maltreatment Screen and
Follow-Up Plan

Percentage of patients aged 6% years and older with a
documented elder maltreatment screen using an Elder
MMaltreatment Screening toel on the date of encounter
AND a documented follow-up plan on the date of the

positive screen

Evalustion or Internew for Bazk of
Opioid Misuse

ATl patients T and older prescribed opiates for longer
than six weeks duration evaluated for nsk of opioid
misuse using a brief validated mstrument (e.g. Opioid
Rizk Tool, SOAPP-E) or patient interview documented
at least once during Oproid Therapy m the medical
record
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| Falls- Plan of Care

Percentage of patients aged 65 years and older with a
history of falls that had a plan of care for falls
documented withm 12 months

Falls: Fisk Assessment

Percentage of patients aged 63 years and older with a
history of falls that had a nsk assessment for falls
completed within 12 months

Heart Failure (HE ): Angiotensin-
Converting Enzyme {ACE) Inhubator
or Anglotensin Feceptor Blocker
{AFE) Therapy for Left Venimcular
Systolic Dvsfunction (LVSDY)

Percentage of patients aged 1 years and older with a
diagnosis of heart failure (HE) with a current or prior
left ventmcular gjection frachion (LVEF) < 40%: who
were prescribed ACE mhibator or AFB therapy either
within a 12 month period when seen in the outpatient
setting OF. at each hospital discharge

Hepattis C: Scresning for

Percentage of patients aged 18 years and older with a

Hepatocellular Carcinoma (HCC) in | diagnosis of chronic hepatitis C cirrhosis whe

Patients with Cirhosis underwent imaging with either ultrasound, conirast
enhanced CT or MEI for hepatocellular carcimoma
{(HCC) at least once within the 12 month reporting
period

Lschemic Vascular Dhzezse (IVDY): Percentage of patients 15 vears of age and older who

Use of Aspirin or Another were diagnosed with acute myocardial infarction (AWI),

Amfiplatelet coronary artery bypass graft (CABG) or percutaneous

coronary interventions (PCI) m the 12 months prior to
the measurement period, or who had an active diagnoesis
of 1schemic vascular disezse (IVD) duning the
measurement period, and who had documentation of use
of aspirn or another antiplatelet durmng the measurement

period.

Une-[ime Screenmg for Hepatihs C
irus (HCWV) for Patients at Rask

Percentage of patients aged 1 vears and older with one
of more of the following: a history of mjection drug use,
recelpt of a blood transfusion prior to 1992, receiving
maintenance hemodialyzis, OF. birthdate m the years
1945-1965 who received one-time screeming for
hepatitis C virus (HCV) infection

Upmd Therapy Follow-up
Evaluation

ATl patients 1% and older prescribed opiates for longer
than six weeks duration who had a follow-up evaluation
conducted at least every three months during Opioad
Therapy documented in the medical record
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Osteoarthntis (OA): Funchion and
Pain Aszeszment

Percentage of patient visits for patients aged 21 years
and older wath a diagnosis of ostecarthntiz (OA) with
aszessment for function and pam

Usteoporoesis Management mn
Women Who Had a Fracture

The percentage of women age 3U-83 who suffered a
fracture and who either had 2 bone mineral density test

of recerved a prescription for a dmg to treat osteoporosis
m the six months after the fracture

Preventive Care and Screening:
Body Mass Index (BMI) Screening
and Follow-Up Plan

Percentage of patients aged 18 years and older with a
BMI documented during the current encounter or during
the previous six months AND with a BMI outside of
normal parameters, a follow-up plan 15 documented
during the encounter or during the previcus six months
of the current encounter  Nommal Parameters:  Age
18 years and older BMI == 18.% and < 25 kg/m2

Preventive Care and Screenng:
Influenza Immumization

Percentage of patients aged & months and older zeen for
a vizit between October 1 and March 31 who recerved
an mfluenza mmumzation OF. who reported previous
receipt of an mfluenza immunization

Preventive Care and Screening:
Screening for Climical Deprezsion
and Follow-Up Plan

Percentage of patients aged 12 years and older screened
for depression on the date of the encounter using an age
appropriate standardized depression screeming tool AND
if positive, a follow-up plan 1z documented on the date
of the positive screen

Preventive Care and Screening:
Screening for High Blood Prezsure
and Follow-Up Documented

Percentage of patients aged 18 years and older seen
during the reporting period who were screened for high
blood pressure AND a recommended follow-up plan is
documented based on the current blood pressure (BFP)
reading as mdiczted

Preventive Care and Screening:
Tobacco Use: Screening and
Cezzation Intervention

Percentage of patients aged 1% years and older who were
screened for tobacco use one or more times within 24
months AND who recerved cessation counseling
mtervention if identified as a tobacco user
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Preventive Care and Scresning:
Unhealthy Alechol Use: Screening
& Brief Counseling

Percentage of patients aged 18 years and older who were
screened for unhealthy alcohol use using a systematic
screeming method at least once within the last 24 months
AND who received brief counseling if 1dentified as an
unhealthy alcohol user

statin [herapy for the Prevenhon
and Treatment of Cardiovascular
Diseaze

Percentage of the following panents-all considerad at
high rizk of cardiovascular events-who were prescribed
of were on statin therapy during the mezsurement
period: Adults aged == 21 years who were previously
diagnozed with or currently “have an active diagnosis of
clinical atherosclerohe cardiovascular disease
{ASCVD); OF. Adults aged >=21 years who have ever
had a fasting or direct low- densm lipoprotein
cholesterol (LDL-C) level == 190 mg/dL or were
previously dizagnosed with or currently have an active
diagnosis of famihal or pure ]:va-ern:h-:nles.temlemla OF.
Adults aged 40-75 years with a diagnosis of diabetes
with a fasting or direct LDL-C level of 70-139 mg/dL.

Tobacco Use and Help with Quitting
Ameng Adolescents

The percentage of adolescents 12 to 20 years of age with
2 primary care visit during the measurement year for
whom tobacco use status was documented and received
help with quitting if identified as a tobacco user

Unnary [ncomtmence: Plan of Care
for Unnary Incontimence m Women
Aged 65 Years and Older

Percentage of female patients aged 63 vears and older
with a dizgnozis of unnary incontinence with a
documented plan of care for urmary mcontinence at
least once withm 12 months
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P. PSYCHIATRISTS

. Why and How You May Want to Utilize Psychiatrists in Your CIN/ACO
A. Background: Psychiatry’s Potential to Add Value

1. Psychiatric lliness as a Co-Morbidity — The inclusion of the psychiatrist in the ACO team follows
from the data about the prevalence of psychiatric disease and psychiatric co-morbidity with other
illness, most commonly cardio-respiratory and metabolic disease. National Institute of Mental Health
data states that one quarter of adults suffer from a psychiatric illness in a given year and that some of
these illnesses begin in childhood and adolescence. A Robert Wood Johnson synthesis of the data
finds that co-morbidity “is the rule rather than the exception” in high cost cases.'?

Studies have found that when asthma, cardiovascular disease and diabetes have co-morbid psychiatric
and substance abuse diagnoses, the cost of such care can double or triple, and

the ability to deliver quality clinical outcomes is compromised. Data about post-myocardial infarction
(“MI”) deaths routinely shows mortality is increased with co-morbid clinical depression.'s?

In current primary care settings, it has been found that the majority of care visits are due to
psychosocial issues. Patients may present with “physical” complaints but which are triggered by mental
health or substance abuse conditions. The ACO approach accepts the premise that treatment for
general physical care must be integrated with mental health and substance abuse treatment by a team
that embraces the care of the whole person.'s*

There are many studies that show the benefit of psychiatric involvement in specific populations in the
primary care setting, most notably depression, and this is achieved through collaborative care. These
results are found within several current collaborative care models such as the Impact Model, MacArthur
Foundation approach and the Respect Model. The work of the psychiatrist covers a range of activities
from direct provider to supervisor to teacher. Additional information can be found at http://impact-uw.
org/.

52 Druss, B.G., Mental Disorders and Medical Co-Morbidity, www.rwjf.org/en/research-publications

%3 Irvine, J., et al., Depression and Risk of Sudden Cardiac Death After Acute Myocardial Infarction: Test for the Confounding Effect of Fatigue, Psychosomatic
Medicine 61:729-737 (1999).

54 Collins, C., et al., Evolving Models of Behavioral Health Integration in Primary Care, www.milbank.org/publications/milbank-reports
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2. Select Most Appropriate Collaborative Care Model — There are several examples of ways in
which psychiatry can be involved in collaborative care.

Stepped Care (from Impact Model of Collaborative Care)'>® — Psychiatrists can serve as part of a
team that includes primary care physicians and care managers. Treatment can be adjusted based on
clinical outcomes and according to an evidence-based algorithm.

e Aim for a 50 percent reduction in symptoms within 10-12 weeks.

* [f patient is not significantly improved at 10-12 weeks after the start of a treatment plan, change
the plan. The change can be an increase in medication dosage, a change to a different
medication, addition of psychotherapy, a combination of medication and psychotherapy, or other
treatments suggested by the team psychiatrist.

Systematic Screening for Psychiatric lliness in Primary Care — Psychiatrists can help to develop a
screening program in the primary care setting with use of evidence-based tools.

* Depression Screening as part of routine primary care practice—Evidence basis for use of PHQ-
9 as part of systematic focus on screening for depression with subsequent algorithm for
intervention.

* Substance Abuse screening as part of routine primary care practice.

e Screening for Depression in high-risk groups—post MI, post stroke, Diabetes Mellitus—
Evidence that risk for depression is higher in these populations and outcomes can be improved with
adequate intervention.

Development of Treatment Guidelines Based on Primary Care Population Statistics, including, but
not limited to the following:

* Guidelines for treatment of common psychiatric disorders within primary care practices such as
anxiety, depression, attention deficit disorders.

* Guidelines for the process of referral to specialty psychiatric resources, including substance
abuse facilities, when it is no longer appropriate to treat complex disorders in whole or in part within
the primary care practice.

55 C. Boyd, B. Leff, C. Weiss, J. Wolff, R. Clark, and T. Richards, Full Report: Clarifying Multimorbidity to Improve Targeting and Delivery of Clinical Services for
Medicaid Populations, Center for Health Care Strategies, Inc., (December 2010). For the full analysis and corresponding materials, visit www.chcs.org.
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* Primary care practices with high utilization of atypical antipsychotics—make sure use is
appropriate to diagnosis and alternatives are utilized when indicated.

* Guidelines for choosing the most cost-effective and clinically appropriate medication based on
patient profile.

Choosing Wisely®, an initiative of the American Board of Internal Medicine (“ABIM”) Foundation, is
a resource “to help physicians and patients engage in conversations to reduce overuse of tests and
procedures, and support physician efforts to help patients make smart and effective care choices.”

(http://www.abimfoundation.org/Initiatives/Choosing-Wisely.aspx.)

The recommendations of the American Psychiatric Association to the Choosing Wisely® initiative can
be accessed at: http://www.choosingwisely.org/doctor-patient-lists/american-psychiatric-association/.
They include, among other suggestions, rethinking the use of atypical antipsychotics as a first-line
intervention for insomnia in adults.

Access to Psychiatric Care
e Develop close relationships between psychiatry and primary care, including on-site
collaboration, phone consultation, and availability, office-based consultation with referral back to

primary care for ongoing management.

e Telepsychiatry is a medium to increase psychiatric access, especially in rural settings, but has
applicability across settings.

B. Other — Please see The Accountable Care Manual for Psychiatrists, which may be downloaded
at http://www.tac-consortium.org/resources/

C. PCSP Standards — The NCQA Patient-Centered Specialty Practice standards regarding care
team and patient coordination are recommended generally for all specialists, including psychiatrists.
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Il. Metrics

A. Overview — After determining the initiatives involving this specialty that are most appropriate
for your CIN/ACO, to incentivize the desired behavior and outcomes, it is recommended that clinically-
valid metrics track adherence to the chosen activities and accomplishment of the desired results. Use
the available array of measures from various sources as a “menu” from which to start, and then tailor,
prioritize, and weight them to fit your incentivization goals.

B. MACRA’s Quality Payment Program MIPS Measures Relevant to Psychiatry

MEASURE NANME MEASURE DESCRIPTION

ADHD: Follow-Up Care tor Percentage of chuldren 8-12 yvears of age and newly dispensed
Children Prescribed Attention- a medication for attention-deficithyperactivity disorder
Deficit Hyperactivity Disorder {ADHD) who had appropriate follow-up care. Two rates are
{ADHD) Medication reported. & Percentage of children who had one follow-up

vizit with a practitioner with prescribing authority during the
30-Day Imitiation Phase. b. Percentage of children who
remained on ADHD medication for at least 210 days and
who, in addition to the visit in the Inttiation Phase, had at
least two addional follow-up visits with a2 practihoner
withmn 270 days (9 months) after the Imtiation Phase ended.

| Adherence to Antipsychotic Percentage of mdividuals at [east T¥ vears of age as of the
MMedications For Individuals with beginning of the measurement period with schizophrenia or
Schizophrema schizoaffective disorder who had at least two prescriptions

filled for any antipsychotic medication and who had a
Proportion of Days Covered (PDC) of at least (.8 for
anfipsychotic medications durmg the measurement pernod (12
consecutrve months)
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Adult Major Deprezsive Lisorder Percentage of medical records of patients aged 18 years and
(MDD): Coordination of Care of older with a diagnosis of major depressive disorder (MDI)
Patients with Specific Comorbid and a spectfic diagnosed comorbad condition (diabetes,
Conditions coronary artery dizease, 1schemic siroke, infracramal
hemormhage, chromic kidney dizease [stages 4 or 5], End
Stage Fenal Disease [ESED)] or congestive heart failure)
bemng treated by another clinician with communication to the
clinician freating the comorbid condibion

Lare Plan Percentage of patients aged 6> years and older who have an
advance care plan or sumogate decision maker documented m
the medical record or documentation in the medical record
that an advance care plan was discussed but the pahent did
not wish or was not able to name a swrrogate decizion maker
of provide an advance care plan

Depression Hemission at six Months | Adult patients age 1% years and older with major depression
of dysthymia and an initial PHQ-9 score = 9 who
demonstrate remizsion at six months defined az a PHO-9
score less than 5. This measure applies to both pahients with
newly diagnosed and existing depression whose current
PH()-9 score indicates a need for treatment. This measure
additionally promotes ongomg contact between the patient
and provider as patients who do not have 2 follow-up PHQ-9
score at six months (+/- 30 days) are also included in the
denominator
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Depression Remission at Twelve
Ivionths

Patients z2ge 18 and older with major depression or dysthymia
and an mitial Patient Health Queshunnm:e (PHQ-9) =core
greater than nine who demonstrate remission at twelve
months (+/- 30 days after an index visit) defined as a FHQ-9
score less than five. This measure zpplies to both patients
with newly diasnosed and existing depression whose current
PH()-% score indicates a need for treatment.

Deprezsion Utilization of the PHO-9
Tool

Patients age 1E and older with the dizgnosiz of major
depression or dysthymiza who have a Patient Health
Questionnaire (PHQ-%) tool admimstered at least once during
& 4-month period in which there was a qualifying visit

Diacumentation of Current
Medications m the Medical Becord

Percentage of visits for patients aged 18 vears and older for
which the eligible professional attests to documenting a list

of current medications using all immediate resources
available on the date of the encoumter. This list must mclude
ALL known prescriptions, over-the-counters, herbals, and
vitamm/'mmeral/dietary (nutribional) supplements AND must
contain the medications’ name, dosage, frequency and route
of admimstration.

Follow-Up Atter Hosprtahzation for
Ivental Illness (FUH)

The percentage of discharges for patients & years of age and
older who were hospitalized for treatment of selected mental
tllness dizgnoses and who had an outpatient visit, an
mitensive oufpatient encounter or partial hDE-PltEIlIE&E{I-ﬂ with
a mental health practihoner. Two rates are reported: The
percentage of discharges for which the patient recerved
follow-up within 30 days of discharge. The percentage of
dizcharzes for which the patient recerved follow-up within 7
days of discharge

Preventive Care and Screening:

Screening for Climcal Depression
and Follow-Up Plan

Percentage of patientz aged 17 years and older screened for
depression on the date of the encounter using an age

appropriate standardized depression screening tool AND if
positive, a follow-up plan 15 documented on the date of the

positive screen
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Q. PULMONOLOGISTS

. Why and How You May Want to Utilize Pulmonologists in Your CIN/ACO

With a pulmonologist’s (1) diagnostic skills, (2) experience balancing multiple medical
concerns and competing co-morbid conditions, and (3) experience leading interdisciplinary teams,
pulmonologists bring helpful skillsets to successful ACO population management.

With pulmonary diseases imposing significant and growing economic burden on the US health
care system, a pulmonologist’s specialized expertise is critical to improving under diagnosis and for
developing options that reduce deleterious and costly exacerbations.

The ability to access an ACO’s electronic data registry places pulmonologists in position to
be an ACQO’s early warning system and care coordinator, especially for patients with Chronic
Obstructive Pulmonary Disease (“COPD”).

* Pulmonologists can use their experience in chronic care management to drive significant
outcome improvements and reduce population costs in accountable care.

A. Accurate Diagnosis of Chronic Obstructive Pulmonary Disease — For pulmonologists, the ‘low
hanging fruit’ and the area where the practice can make the greatest impact is in how it addresses
management of COPD of a population. COPD is a progressive disease impacting over 11 million
Americans.’®® The disease is frequently untreated until later stages of progression, and is classified
(along with the larger grouping of Chronic Lower Respiratory Disease) as the third leading cause
of death in the United States in 2013."%” As an irreversible, progressive disease, frequently found
with multiple co-morbidities (common culprits including heart disease, diabetes and depression),
effective treatment of COPD is predicated on an accurate diagnosis followed by appropriate disease
management.

Despite its widespread prevalence, COPD is under-diagnosed. Results from a 2000 Centers for
Disease Control and Prevention (“CDC”) report indicate that roughly 24 million people appeared to
have COPD, but the disease was only diagnosed in about half of them.'*®* However, over-diagnosis is

%6 American Lung Association: “Learn about COPD” http://www.lung.org/lung-health-and-diseases/lung-disease-lookup/copd/learn-about-copd
87 http://www.medicalnewstoday.com/articles/282929.php
188 http://medicaleconomics.modernmedicine.com/medical-economics/RC/tags/business-health/copd-exploring-value-care.
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a concern as well, there can be multiple reasons for shortness of breath. Input from pulmonologists
will enable the ACO to appropriately identify patients within the early stages of COPD to optimize
outcomes. For example, family physicians often rely on symptoms and chest X-rays to make a COPD
diagnosis whereas studies have demonstrated that spirometry services can be incorporated into family
medicine practice with acceptable levels of technical adequacy and accurate interpretation that the
results influence management of patients previously diagnosed with COPD."® As expressed by the
Workgroup, spirometry is essential for both diagnosis and for determining the severity of disease. As
the gold standard for diagnosing COPD, the use of spirometers is not as common as it should be in
primary care physician offices.'®® The prevalence of COPD and its role in driving avoidable health
care costs means that practicing physicians have much to gain by adopting strategies for properly
diagnosing and developing effective interventions for this chronic disease.'®!

B. Coordination and Collaboration with the Primary Care Team — Larger market forces and
regulatory policy actions are encouraging team approaches to primary care, which can be very helpful
in addressing chronic health conditions. Effective treatment of pulmonary diseases is predicated on
management. There are opportunities for pulmonologists to contribute to better primary care for
patients managing certain diseases which may manifest in certain lung-related issues or problems.

With a pulmonologist working in a systemized care approach with the primary care provider as part of
an ACO, early and accurate intervention is enhanced and offsite physical referral needs are diminished.
Discharge planning and post-acute care coordination for these complex patients pay dividends. As
pointed out by a member of the TAC Consortium Physician Advisory Committee, care coordination in
transitions of care from the hospital to the home setting is a crucial component of decreasing the risk
of readmission. As this is already the way pulmonologists practice themselves, the ACO provides the
opportunity to remove some of the frustrations many pulmonologists expressed in terms of the ‘too
many hand-offs’ of a patient, leading to duplicative processes and missed opportunities.

C. Use of Best Practices — Core best practices are articulated within guidelines, classification,
and statements provided by the Global Initiative for Chronic Obstructive Lung Disease (GOLD), the
American Thoracic Society (ATS), the European Respiratory Society (ERS), and the American College
of Chest Physicians (CHEST). An example of a useful source of core best practices provided below
may be found in the recommendations of the American College of Chest Physicians and American
Thoracic Society to the Choosing Wisely® program sponsored by the ABIM Foundation:

% Yawn, BP, Enright PL, Lemanske RF, et. al. Spirometry can be done in family physicians’ offices and alters clinical decisions in management of asthma and COPD.
Chest 2007; 132:1162-1168.

160 http://medicaleconomics.modernmedicine.com/medical-economics/RC/tags/business-health/copd-exploring-value-care.

161 Id
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1. “Don’t perform computed tomography (CT) surveillance for evaluation of indeterminate
pulmonary nodules at more frequent intervals or for a longer period of time than recommended
by established guidelines.

2. Don’t routinely order imaging tests for patients without symptoms or signs of significant
lung disease. Don’t routinely offer pharmacologic treatment with advanced vasoactive agents
approved only for the management of pulmonary arterial hypertension to patients with
pulmonary hypertension resulting from left heart disease or hypoxemic lung diseases (Groups I
or lll pulmonary hypertension).

3. For patients recently discharged on supplemental home oxygen following hospitalization for an
acute illness, don’t renew the prescription without assessing the patient for ongoing hypoxemia.

4. Don’t perform chest computed tomography (CT angiography) to evaluate for possible pulmonary
embolism in patients with a low clinical probability and negative results of a highly sensitive
D-dimer assay.

5. Don’t perform CT screening for lung cancer among patients at low risk for lung cancer.”

Additionally, in a recent US Preventive Services Task Force special communication, the Task Force
concluded with moderate certainty that screening for COPD in asymptomatic persons has no net
benefit and therefore recommended against such screening in such patients. The recommendation
was based on the evidence of both the benefits and harms of the service and an assessment of
balance without considering the costs of providing the service. The special communication included
a recognition that clinical decisions involve more consideration than evidence alone and therefore
prompts clinicians to understand the evidence but to individualize decisions to the specific patient or
situation.'¢?

D. Patient and Family Education and Communication — The quality and integrity of long term care
for chronic illnesses, such as COPD, depends upon a patient’s informed participation and the ability to
articulate priorities and decisions in advance of crisis-events. Allowing patients to be part of the care
plan development helps ensure their ongoing engagement and investment in their health care needs.
In addition, patient adherence to a care plan and self-management help drive down health care costs.

62 JAMA, 2016:315(13):1343-1344.d0i:10.1001/jama.2016.3274
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Patient-centered care also emphasizes patient and family education as a means of achieving patient-
centered goals of care and preventing unnecessary or unwanted care. The ACO model provides
opportunities for pulmonologist to receive greater institutional support and recognition for their
contribution in helping patients to articulate their health goals and priorities. Providers can initiate and/
or facilitate these sometimes challenging, time consuming, and yet vital discussions around goals of
care.

A continuum of self-management for COPD patients provided by a trained health professional can
significantly reduce the utilization of health care services and improve health status.'®® This approach to
care can be implemented within normal practice.

In COPD, as in any chronic disease, day-to-day care responsibilities fall most heavily on patients

and their families. Interventions to improve outcomes of chronic disease and/or reduce hospital
readmissions have been developed on the basis of self-management principles.’®* One study showed
that patients with COPD who received an education intervention with supervision and support based
on disease-specific self-management principles had a better outcome than the usual care group with
respect to hospital admissions, emergency department and unscheduled family physician visits, and
health-related quality of life. These differences, especially those on health care utilization, are important
and worth considering. These benefits to the health system could potentially add to the patients’ quality
of life by avoiding institutionalization.'®®

E. Drug Management — Use of best practices and effectiveness evidence in determining the best
drug for treatment may lead to cost reductions. Medication adherence by patients and effective internal
protocols within a provider system to ensure safety and optimization of pharmaceuticals. An ACO’s
use of a pulmonologist will likely have an impact on prescribing trends as payers and providers alike
see chronic lung disorders as a treatment arena ripe for improvements in both cost savings and health
outcomes. Your ACO can create an environment where pulmonologists are more conscious of long-
term consequences of each prescribing decision by linking their reimbursement to the achievement of
goals such as reducing hospital admissions as well as saving on prescription drug costs. Appropriate
management requires a recognition that the prescription and use of more medications earlier in the
course of treatment may lead to fewer hospitalizations.

163 Reduction of Hospital Utilization in Patients With Chronic Obstructive Pulmonary Disease A Disease-Specific Self-management Intervention. Jean Bourbeau,
Marcel Julien, Francois Maltais, et al. Arch Intern Med. 2003;163(5):585-591

164 Id

165 Id
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F. Optimize Site-of-Service — Providers are encouraged to seek to move procedures to lower-
cost facilities or outpatient sites when consistent with best practices. Particular opportunity exists for
providing alternatives to the Emergency Department, which has a pronounced patient engagement
aspect. For example, the cost for treatment or maintenance of pulmonary disease with an Emergency
Department as the first option is both very expensive to the system and often provides less optimal
results than if seen in the pulmonologists’ office. One way this can be accomplished is by offering after-
hours access for patients to avoid potentially unnecessary Emergency Department use. Additionally,
pulmonologists should focus on avoidance of expensive in-hospital procedures when the same
procedure can be done in a less expensive setting with the same or better quality outcomes, such as a
physician’s office or Ambulatory Surgical Center

G. Use of Telehealth — With the onset of a multitude of telehealth technology options entering
the market, pulmonologists may find the use of telehealth technology to increase access to care and
improve the patient experience. Telemedicine possibilities for patients with COPD include medical
consultations, in-home patient monitoring, and remote rehabilitation. Teleconsultations have been used
successfully, saving time and travel costs for patients with only a few subsequently requiring face-
to-face visits. Despite many reports, the impact of telemonitoring on the detection of exacerbations,
reductions in health care utilization, and cost savings is equivocal. As emerging evidence from
preliminary trials of tele-rehabilitation for the pulmonary patient is encouraging, it may represent a
useful tool for increasing access and building capacity, especially in remote areas.'®®

Broad functions of telehealth interventions for COPD include the ability:
* to monitor vital signs or biological health data (e.g., oxygen saturation),
e to monitor symptoms, medication, or other non-biologic endpoints (e.g., exercise adherence),

* to provide information (education) and/or other support services (such as reminders to exercise
or positive reinforcement), and

* to establish a communication link between patient and provider."s”

Additionally, as previously discussed spirometry is an important tool for diagnosis and management of
respiratory diseases. A web-based application was tested for development of high-quality spirometry

166 Telemedicine in COPD: time to pause. Goldstein RS, O’Hoski S. Chest. 2014 May;145(5):945-9.
167 http://www.ncbi.nim.nih.gov/pmc/articles/PMC3384362/.
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skills in community/primary-care settings. Researchers examined the efficacy, acceptability and
usability of a web-based application covering three main functions: 1) accessibility to educational
material for continuous professional development; 2) remote support for quality assurance of tests
performed by non-experts; and 3) remote assistance for lung function interpretation. This research
indicated sustained benefit of online intervention by increasing high-quality spirometry tests,

and professionals acknowledged the usefulness of a web-based tool for remote assistance with
interpretation of the results as well as to increase non-expert professionals’ skills for performing high-
quality forced spirometry in primary care.'®®

H. Prevention and Tobacco Cessation — Pulmonologists can be a critical part of the care team
working on patient education and prevention such as urging patients to quit smoking, to follow up
with their primary care provider where necessary. As a specialty, pulmonologists have decades of
experience in promoting adaptive behavior in patients across populations. In roughly 85 percent of
those whom COPD has been diagnosed, cigarette smoking is a primary cause.

According to Jeffrey Cain, MD, president of the American Academy of Family Physicians, doctors also
need to adjust their own views of tobacco use and look at it as a chronic rather than acute problem.
“Tobacco use is much more like a rheumatoid arthritis that tends to flux and flare,” he says. “We have

to think of this as an ongoing management issue. So even though the patient in front of you may not
have changed at this visit, if you're using the stages-of-change model, giving them effective counseling
even in early stages helps move people forward.”’®® Pulmonologist have been at the forefront of the
movement to address public-health epidemics. As the vanguard in this area, they are highly valuable to
ACOs for this soft skill in communicating to patients individually and across populations.

I.  Other — Please see The Accountable Care Manual for Pulmonologists, which may be
downloaded at http://www.tac-consortium.org/resources/

J. PCSP Standards — The NCQA Patient-Centered Specialty Practice standards regarding care
team and patient coordination are recommended generally for all specialists, including pulmonologists.

Il. Metrics

A. Match Metrics to Plans — After determining the initiatives involving this specialty that are most
appropriate for your CIN/ACO, to incentivize the desired behavior and outcomes, it is recommended

168 http://breathe.ersjournals.com/content/10/3/198.
169 http://medicaleconomics.modernmedicine.com/medical-economics/RC/tags/business-health/copd-exploring-value-care.

page 180

©2019 Smith, Anderson, Blount, Dorsett, Mitchell & Jernigan, L.L.P.




THE ACO SPECIALIST MANUAL

that clinically-valid metrics track adherence to the chosen activities and accomplishment of the desired
results. Use available measures from various sources as a “menu” from which to start, and then tailor,
prioritize, and weight them to fit your incentivization goals.

B. MACRA’s Quality Payment Program MIPS Measures Relevant to Pulmonology

MEASURE NAME

MEASURE DESCRIFTION

Appropniate  Testng for Cluldren
with Pharyngitis

Percentage of chuldren 3-1% years of age who were diagnozed
with pharyngitis, ordered an antibiotic znd received a group
A sireptococcus (sirep) test for the epizode

Appropnate lreatment for Chuldren
with Upper Respiratory Infection
(URI)

Percentage of chuldren 3 months-18 years of age who were
diagnosed with upper respiratory mfection (UEI) and were
not dispensed an antibiotic prescription on or three days after
the epizode

Avoldsnee of Antibiotie Treatment
m Adults With Acute Bronchitis

The percentage of adults T8-84 vears of age with 2 diagnoziz
of acute bronchibz who were not dispensed an antibiotic

prescription

Care Plan

Percentage of patients aged 82 years and older who have an
advance care plan or surrogate decision maker documented n
the medical record or documentation mn the medical record
that an advance care plan was discussed but the patient did
not wish or was not able to name a surrogate decision maker
of provide an advance care plan

Centrolling High Blood Pressure

Percentage of patients [E-EY vears of age who had a
diagnosis of hypertension and whose blood pressure was
adequately  comtrolled  (=140/90mmHg) during the
measurement period

Documentation ot wrrent
hiedications in the Medical Record

Percentage of wvisits for patients aged 18 years and older for
which the eligible professional attests to documenting a list
of cwrent medications usmg all mmmediate resources
available on the date of the encounter. This list must mclude
ALL kmown prescriptions, over-the-counters, herbals, and
vitamin/'mineral/dietary (nuiritional) supplements AND must
contain the medications’ name, dosage, frequency and route
of administration.
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Elder Maltreatment
Follow-Up Plan

Acresn  and

Percentage of patients aged 65 years and older with a
documented elder maltreatment screen using an Elder

Maltreztment Screemng tool on the date of encounter AND a
documented follow-up plan on the date of the positive screen

Falls- Plan of Care

Percentage of pahients aged 65 vears and older with a nstory
of falls that had a plan of care for falls documented within 12
months

Falls: Fisk A=sessment

Percentage of pahients aged 63 vears and older with a lstory
of falls that had a nisk assessment for falls completed within
12 months

MMedication
Discharge

Eeconciliation  Post-

The percentage of discharges from any mpatient facility (2 2.
hospital, skilled mursing facility, or rehabilitation facihty) for
patient: 18 years and older of age seem within 30 days
following discharge i the office by the physician,
prescribing  practitioner, registered mnurse, or clinical
pharmacist providing on-going care for whom the discharge
medication list was reconciled with the current medication
list i the outpatient medical record. This measure is reported
ag three rates stratified by age group: Feporting Cntena 1:
18-64 years of age Beporting Critenia 2: 65 years and older
Total Rate: All patients 18 years of age and older

Optimal Asthma Control

Composite measure of the percentage of pediatne and adult
patients whose asthma 13 well-controlled as demonstrated by
one of three age appropriate patient reported ocutcome tools
and not at nsk for exacerbation

Pam Assessment and Follow-Up

Percentage of visits for patients aged 18 vears and older with
documentation of 2 pam assessment using a standardized
tool(s) on each visit AND documentation of a follow-up plan
when pain 13 present

Pam Brought Under Contrel Within
48 Hours

Patients aged 1% and clder who report bemg imcomfortable
because of pamn at the mitial assessment (after admission to

palliative care services) that report pamn was brought to a
comfortable level within 48 hours

Use of High-Fask Medications m the
Elderly

Percentage of patients 66 years of age and older who were
ordered high-risk medications. Two rates are reported. a
Percentage of patients who were ordered at least one high-
risk medication. b. Percentage of patients who were orderad
at least two different high-nisk medications.
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R. RADIOLOGISTS

. Why and How You May Want to Utilize Radiologists in Your CIN/ACO

A. Diagnostic Direction — Radiologists regularly support your CIN/ACO, primary care, and other
referring physicians across a wide spectrum of disease states. As part of this systematic diagnostic
support, many radiology practices have useful technologies, such as data-mining capabilities with
voice recognition. In a CIN/ACO context, radiologists can be an important part of the consultation to
manage a variety of medical conditions, particularly the most appropriate use of imaging studies to limit
unnecessary referrals and procedures.'® The benefit of such guidance will increase as value-based
care models will elevate the role of allied providers.

Relatedly, their experience with widespread decision support, radiologists are good candidates
to participate in the design and implementation of the CIN/ACO information and decision support
infrastructure.

B. Standardization of Image Management Best Practices — The fee-for-service system has
fostered over-referral of high-cost and low-value imaging services, even when there are multiple high-
value imaging services available. Radiologists are in the best position to manage an ACQO’s imaging
within a tight band of evidence-based best practices. The increased quality and savings stand to be
significant if this initiative is deployed. ACOs usually start with radiologist education, then nonbinding
review, then binding authorization, once efficiency is shown. In a show of leadership, the American
College of Radiology (“ACR”) has developed “The ACR Appropriateness Criteria,”’”! which are
evidence-based guidelines to assist referring physicians and others in making the most appropriate
and effective imaging or treatment decision for a given clinical showing. There are 186 topics and over
900 variants in the February 2013 version, which are posted on the National Guidelines Clearinghouse
(“NGC”) website: http://www.guideline.gov/; search “ACR Appropriateness Criteria.” The NGC is an
initiative of the Agency for Healthcare Research and Quality (“AHRQ”).

Choosing Wisely®, an initiative of the American Board of Internal Medicine (“ABIM”) Foundation (http://
www.abimfoundation.org/Initiatives/Choosing-Wisely.aspx) that focuses on encouraging physicians and
patients to think about tests and procedures that may be unnecessary, places a strong emphasis on

70 Strategies for Radiologists in the Era of Health Reform and Accountable Care Organizations, Journal of the American College of Radiology, Vol. 8, No. 5, p. 310
(May 2011).
7 The Advisory Board Company, A Growing Mandate—The Role of Radiology in the Care Continuum, at slide no. 62; (Nov. 2012).
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imaging. The ACR’s recommendations on the Choosing Wisely® initiative can be accessed at: http://
www.chosingwisely.org/doctor-patient-lists/american-college-of-radiology/. The Choosing Wisely®
campaign now receives input from twenty-four (24) medical societies, each of which puts out a list that
highlight low-value, overused tests. Nearly every society included at least one imaging study on their
list. Examples include imaging for lower back pain, MRI for syncope, and unnecessary prostate cancer
imaging for older men. On the other hand, existing evidence suggests high cost-effectiveness for the
following: CCTA for mild-moderate chest pain patients, pre-operative MRI, spectroscopy for prostate
cancer patients undergoing prostatectomy, and CT colonoscopy for men over 60 who refuse traditional
colonoscopy.

1. Radiologist Imaging Management—Case Study — The following example illustrates radiologists’
value-adding leadership in establishing a best practice and educating ordering physicians. It also
shows the benefit of transparently showing outliers and documenting benefits. Vanderbilt University
Medical Center engaged its radiologists to review literature regarding use of CT for head trauma
patients in the emergency department. They found that such scans do not affect treatment decisions.
A mandatory radiologist non-binding consult was instituted with all referring physicians who have
ordered such imaging. CT head trauma orders declined by more than 50 percent. This success helped
the department later get to the point that radiologist recommendations be binding."”2

Take-Away — The radiologist’s value in this non-interpretive context is clear. This type of best
practice consult, monitor and measure progression can be repeated for many imaging scenarios
and contrasts sharply with the siloed economic pressure under the fee-for-service system in which
interpretation of images predominates.

2. Utilization Management Assisted by Decision Support — Radiologists can guide appropriate
utilization in an ACO using tools such as computerized order entry (“OE”) and through implementation
of decision support (“DS”) protocols in close collaboration and consultation with referring
physicians. State-of-the-art DS systems incorporate evidence-based guidelines, such as the ACR’s
appropriateness criteria, to assist referring physicians and other providers to select the most appropriate
imaging studies for given clinical conditions. The use of such systems can reduce costs and radiation
exposure through the elimination of unnecessary imaging studies as well as untoward complications
resulting from unnecessary interventions based on inappropriate imaging. The most effective systems
provide real-time clinical guidance by basing the decision algorithm on patient complaints, actual
clinical data or diagnosis input by physicians. The system both recommends potentially useful imaging

72 The Advisory Board Company, A Growing Mandate—The Role of Radiology in the Care Continuum, at slide # 62, (Nov. 2012).
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studies, rates their appropriateness, and indicates the resulting level of radiation exposure. These
systems can track imaging of multiple physicians, providing valuable feedback to reduce unwarranted
variation in care. The consulting firm, The Advisory Board, suggests that, “Imaging expertise on
efficiency and productivity should be shared with other [hospital] departments to improve radiology’s
image as a valuable collaborator.”"”® The ACR goes further and states that, “A radiologist-managed OE/
DS system should be central to the decision-support ‘hub’ of an ACO,”"* predicting financial rewards

to radiologists when this happens. Many believe that this will drive the quality and efficiency that
preauthorization has not done successfully.

3. Expert Consultation — Radiologists not only can introduce and educate referring physicians on
the best practice guidelines, but also can provide ongoing consultation for cases that are unusual or for
which the DS system does not offer clear guidance. By providing effective imaging advice, radiologists
increase quality, decrease costs, and save time—a referring physician’s most precious resource. One
ACO found significant efficiencies through the simple practice of monthly multispecialty service line
meetings to discuss unusual cases and best practices, including referral management.

4. Guideline Management — Job one still is radiologist-led intra-ACO adherence to a tight band of
best practices, with as many reduced to written guidelines as possible, but clinically valid guidelines
will generate the additional benefit of reducing the urge to order unnecessary images due to fear of
malpractice liability. Also, if self-referral for imaging is allowed within the ACO, adherence to guidelines
must be closely monitored. Working with referring physicians, radiologists can set up imaging
algorithms for common clinical problems, including the ACR appropriateness criteria. This can be
plugged into the DS system.

C. Other — Please see The Accountable Care Manual for Radiologists, which may be downloaded
at: http://www.tac-consortium.org/resources/

D. PCSP Standards — The NCQA Patient-Centered Specialty Practice standards regarding care
team and patient coordination are recommended generally for all specialists, including radiologists.

73 Id. At slide # 30
7 Strategies for Radiologists in the Era of Health Reform and Accountable Care Organizations, Journal of the American College of Radiology, Vol. 8, No. 5., p. 311
(May 2011).
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Il. Metrics

A. Overview— After determining the initiatives involving this specialty that are most appropriate for
your CIN/ACO, to incentivize the desired behavior and outcomes, it is recommended that clinically-
valid metrics track adherence to the chosen activities and accomplishment of the desired results.
Starting with the MACRA measures in Section II.B. below, use the available array of measures from
various sources as a “menu” from which to start, and then tailor, prioritize and weight them to fit your

incentivization goals.

B. MACRA’s Quality Payment Program MIPS Measures Relevant to Radiology

MEASURE NAME

MEASUEE DESCRIFTION

Appropnate Asseszment of
Betrievable Inferior Vena Cava
(IVC) Filters for Femoval

Percentage of patients in whom a refrievable TVC filter 1=
placed who, within 3 months post-placement, have a
documented assessment for the appropniateness of continued
filtration, device removal or the mazbility to contact the
patient with at least two attempts

Appropnate Follow-up Imagmgz for
Incidental Abdommmal Lesions

Percentage of final reports for abdommal imagsing studies for
asymptomatic patients aged 13 vears and older with one or
more of the following noted 1.1:u:1-:i¢a:rlta].l*|r writh follow-up
maging recommended: Liver lesion <= 05 cm Cyshe
kidney lesion < 1.0 cm Adrenal lesion <= 1.0 cm
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Nuclear Medieme: Comrelahon with
Existing Imaging Studies for All
Patients Undergoing Bone

Scintigraphy

Percentage of final reports for all patients, regardless of age,
undergoinz  bone scmbgraphy  that mclude physician
documentation of comrelation with existing relevant imaging
studies (e.z., x-ray, MBI, CT, etc.) that were performed

Uptmizing  Patient Exposure to
Iomzing Radiation: Appropniateness:
Follow-up CT  Imagmg for
Incidentally Detected Pulmonary
Nodules According to
Eecommended Guidelines

Percentage of fnal reports for computed tomography (C1)
maging studies of the thorax for patients aged 12 years and
older with documented follow-up recommendations for
mcidentally detected pulmenary nodules {e.g., follow-up CT
maging studies needed or that no follow-up 13 needed) based
at a mimmimum on nodule size AND patient nsk factors

Uptimizing  Patient Exposure to
Iomzing  Fadiation:  Computed
Tomography (CT) Images Available
for Patent Follow-up  and
Companson Purposes

Percentage of final reports for computed tomography (C1)
studies performed for all patients, regardless of age, which
document that Digital Imaging and Commumicztions in
MMedicine IL'DIEDI-.EI format 1mage data are available to non-
affiliated external healthcare facilities or entities on a secure,
media free, reciprocally searchable basiz with patient
authorization for at least 2 12-month period after the study

Uptmizing  Patient Exposure to
Iomzing Radiation: Count of
Potential High Dose PRadiation
Imaging Studies: Computad
Tomography (CT) and Cardiac
Nuclear Medicine Studies

Percentage of computed tomography (Ul) and cardiac
nuclezr medicme (myocardial perfusion studies) mmaping
reports for all patients, regardless of age, that document a
count of kmown previeus CT (any type of CT) and cardiac
nuclezr medicme (myocardial perfusion) studies that the
patient has received mn the 12-month period prior to the
current study

Uptimizing  Patient Exposure to
Ionizing Radiation: Beporting to a
Radiation Doze Index Fegstry

Percentage of total computed tomography (Cl) studies
performed for all patients, regardless of age, that are reported
to a radiation dose mdex regisiry that i1z capable of collecting
at a mmirmum selected data elements

Uptimizing  Patient Exposure to
Iomzing Fadiation: Search for Prior

Computed  Tomography  (CT)
Studies  Through a  Secure,
Authorized, NMedia-Free, Shared
Archive

Percentage of final reports of computed tomography (C1)
studies performed for all patients, regardless of age, which
document that a szearch for DlEl‘tEl ImaEmE and
Communications in Medicine I:DICDI'..EI format images was
conducted for prnior patient CT 1maging studies completed at
non-affiliated external healthcare facilihes or entifies within
the past 12-months and are available through a securs,
authorized, media-free, shared archive prior to an mmaging
study bemng performed
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Uptimizing  Patient Exposure to
Ionizing Radiation: Utilization of a

Standardized  Nomenclatore  for
Computed  Tomography  (CT)
Imagzing Description

Radiation Considerstion for Adult
CT: Utihzation of Dose Lowering
Technigues

Percentage of computed tomography (L1) maging reports
for all patients, regardless of age, with the imaging study
named accordng to 2 standardized nomenclature and the
standardized nomenclafure 13 uzed In mstitwhon's computer
systems

Percentage of final reports for patients aged 13 years and
older undergomg CT with documentation that one or more of
the following dose reduction techniques were used:
Automated exposure control Adjustment of the mA and’or
kV according to patient size Use of iterative reconstruction
technigue

Hadwology: Exposure Dose or Time
Beported for Procedures Using
Fluoroscopy

Fnal reports for procedures usmg flucrescopy that decument
radiation exposure mdices, or exposure fime and number of

i, images (if radiation exposure indices are not
available)

Hadwology: Inappropriate Use of

Percentage of fmal reportz for screeming mammograms that

"Probably Bemign"  Assessment | are classified as "probably bemgn”

Category m Screening

MMammograms

Fadwology: Heminder System for | Percentage of patients undergomng a screenng mammogram
Screening hMammograms whose mformation 15 entered mto 2 reminder system with a

tarzet due date for the next mammogram

Haawology: Stenozmis Measurement m
Carotid Imagzing Beports

Percentage of final reports for carohid 1maging studies (neck
magnetic resonance anglography [MEA] neck computed
tomography angiography [CTA], neck duplex ultrasound,
carotid angiogram) performed that include direct or indirect
reference to measurements of distal mternal carotid diameter
as the denommator for stenosis measurement
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S. RHEUMATOLOGISTS

. Why and How You May Want to Utilize Rheumatologists in Your CIN/ACO

A. Co-Management of RA — Rheumatoid arthritis (“RA”) and its frequent co-morbidities are often
chronic, complex, and expensive conditions. The new collaborative nature of integrated population
health, contrasted with the fragmented fee-for-service delivery paradigm, presents high-value
opportunities for better diagnosis, treatment, and monitoring of those patients with RA.

* Rheumatologists’ Empowerment of Primary Care for Early Diagnosis and Treatment — Early
diagnosis and treatment avoids disabilities that compromise their ability to perform activities related

to daily living. Appropriate and timely application of disease-modifying therapy can reduce that
potential and slow the progression of joint damage.'”® Yet, in our traditional siloed system, primary care
physicians are often unaware of incipient RA symptoms, do not have access to a rheumatologist, and
do not know when to refer or co-manage the patient. They are often uncomfortable managing RA with
disease-modifying anti-rheumatic drugs.'”® In the CIN/ACO setting, the systemic barriers are removed,
and rheumatologists can provide diagnostic information through written materials or “lunch-and-learn”
sessions. They can establish ready access via telephone, emalil, or telemedicine. General indicators
of when to refer and when to co-manage can be established. The rheumatologist should agree to
coordinate with the primary care medical home and the rest of the care team. In the treatment of RA,
it is important to monitor disease progression, adverse events, and changes in the patient’s general
health. This is another element of care appropriate for co-management, with the primary care team
including this awareness in its regular laboratory testing, infection monitoring, and routine screening.
The patient’s care plan and engagement strategy should include integrated behavioral health strategies,
an understanding of community resources available, such as transportation, and a drug management
reconciliation, compliance, efficiency to cost and number of expensive medications.

B. Best Practices — While there are multiple resources that provide clinically developed and
proven best practice guidelines, one example of a useful source of core best practices may be found
in the recommendations of the American College of Rheumatology to the Choosing Wisely® program
sponsored by the ABIM Foundation and is included below:

75 Kosinski, M., Kujawski, S.C., Martin, R., et al., Health-Related Quality of Life in Early Rheumatoid Arthritis: Impact of Disease and Treatment Response, American
Journal of Managed Care, 2002; 8:231-240.
178 http://ww.ncbi.nim.nih.gov/pmc/articles/PMC3334638/.
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1. “Don’t test ANA sub-serologies without a positive ANA and clinical suspicion of immune-
mediated disease. Tests for anti-nuclear antibody (ANA) sub-serologies (including antibodies to
double-stranded DNA, Smith, RNP, SSA, SSB, Scl-70, centromere) are usually negative if the ANA is
negative. Exceptions include anti-Jo1, which can be positive in some forms of myositis, or occasionally,
anti-SSA, in the setting of lupus or Sjégren’s syndrome. Broad testing of autoantibodies should

be avoided; instead the choice of autoantibodies should be guided by the specific disease under
consideration.

2. Don’t test for Lyme disease as a cause of musculoskeletal symptoms without an exposure
history and appropriate exam findings. The musculoskeletal manifestations of Lyme disease include
brief attacks of arthralgia or intermittent or persistent episodes of arthritis in one or a few large joints at
a time, especially the knee. Lyme testing in the absence of these features increases the likelihood of
false positive results and may lead to unnecessary follow-up and therapy. Diffuse arthralgias, myalgias
or fibromyalgia alone are not criteria for musculoskeletal Lyme disease.

3. Don’t perform MRI of the peripheral joints to routinely monitor inflammatory arthritis. Data
evaluating MRI for the diagnosis and prognosis of rheumatoid arthritis are currently inadequate to
justify widespread use of this technology for these purposes in clinical practice. Although bone edema
assessed by MRI on a single occasion may be predictive of progression in certain RA populations,
using MRI routinely is not cost-effective compared with the current standard of care, which includes
clinical disease activity assessments and plain film radiography.

4. Don’t prescribe biologics for rheumatoid arthritis before a trial of methotrexate (or other
conventional non-biologic DMARDs). High quality evidence suggests that methotrexate and

other conventional non-biologic disease modifying antirheumatic drugs (DMARD) are effective in
many patients with rheumatoid arthritis (RA). Initial therapy for RA should be a conventional non-
biologic DMARDs unless these are contraindicated. If a patient has had an inadequate response to
methotrexate with or without other non-biologic DMARDs during an initial 3-month trial, then biologic
therapy can be considered. Exceptions include patients with high disease activity and poor prognostic
features (functional limitations, disease outside the joints, seropositivity or bony damage), where
biologic therapy may be appropriate first-line treatment.
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5. Don’t routinely repeat DXA scans more often than once every two years. Initial screening for
osteoporosis should be performed according to National Osteoporosis Foundation recommendations.
The optimal interval for repeating Dual-energy X-ray Absorptiometry (DXA) scans is uncertain, but
because changes in bone density over short intervals are often smaller than the measurement error of
most DXA scanners, frequent testing (e.g., <2 years) is unnecessary in most patients. Even in high-risk
patients receiving drug therapy for osteoporosis, DXA changes do not always correlate with probability
of fracture. Therefore, DXAs should only be repeated if the result will influence clinical management or
if rapid changes in bone density are expected. Recent evidence also suggests that healthy women age
67 and older with normal bone mass may not need additional DXA testing for up to ten years provided
osteoporosis risk factors do not significantly change.”"””

C. Optimize Site-of-Service — Providers are encouraged to seek to move procedures to lower-
cost facilities or outpatient sites when consistent with best practices. Particular opportunity exists for
providing alternatives to the Emergency Department, which has a pronounced patient engagement
aspect, discussed below. For example, when a patient presents at an Emergency Department with
pain associated with Rheumatoid Arthritis, the patient will likely need to undergo a series of expensive
tests to rule out a variety of causes. However, if seen in the Rheumatologists’ office, the specialized
expertise of the clinician can rule out certain conditions and thereby reduce the number of tests that
may need to be completed. One way this can be accomplished is by offering after-hours access for
patients to avoid potentially unnecessary Emergency Department use. Additionally, Rheumatologists
should focus on avoidance of expensive in-hospital procedures when the same procedure can be
done in a less expensive setting with the same or better quality outcomes, such as a physician’s office
or Ambulatory Surgical Center. Practice based infusion therapy is typically less expensive than when
performed in a hospital out-patient facility.

D. Other — For more detail on the above-prioritized initiatives and information on others, please
refer to the Accountable Care Manual for Rheumatologists at: http://www.tac-consortium.org/resources/

E. PCSP Standards — The NCQA Patient-Centered Specialty Practice standards regarding care
team and patient coordination are recommended generally for all specialists, including rheumatologists.

77 http://www.choosingwisely.org/societies/american-college-of-rheumatology/.
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Il. Metrics

A. Overview— After determining the initiatives involving this specialty that are most appropriate for
your CIN/ACO, to incentivize the desired behavior and outcomes, it is recommended that clinically-
valid metrics track adherence to the chosen activities and accomplishment of the desired results.

With the MACRA measures in Section II.B. below as a start, use the available array of measures from
various sources as a “menu” from which to start, and then tailor, prioritize, and weight them to fit your
incentivization goals.

B. MACRA’s Quality Payment Program MIPS Measures Relevant to Rheumatology

MEASURE NAME MEASURE DESCRIFTION

Care Plan Percentage of patients aged 63 years and older who have
an advance care plan or swrogate decision maker
documented in the medical record or documentation in
the mediczal record that an advance care plan was
dizcussed but the pahient did not wish or was not zble to
name a swrogate decision maker or provide an advance
care plan

Closmg the Beterral Loop: Feceipt | Percentage of patients with reterrals, regardless of age,
of Specialist Peport for which the refemng provider receives a report from
the provider to whom the patient was referred
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Dacumentzfion of Current
Medications m the Medical Record

Percentage of visits for pahents aged 18 vears and older
for which the eligible professional attests to
documenting a list of current medicztions using all
mmediate resources available on the date of the
encounter. This hist must include ALL known
prescriptions, over-the-counters, herbals, and
vitamin/'mineral/dietary (muiritional) supplements AND
must contzin the medications’ name, dosage, frequency
and route of adminstration.

Prevenfive Care and Screening:
Body Mass Index (BMI) Screening
and Follow-Up Plan

Percentage of patients aged 1 yesrs and older with a
BMI documented during the current encounter or during
the previous six months AND with a BMI outside of
normal parameters, a follow-up plan 1z documented
during the encounter or during the previcus six months
of the current encounter Nommal Parameters:  Age
18 years and older BMI == 18.5 and < 25 kg/m2

Preventive Care and Screening:
Screening for High Blood Pressure
and Follow-Up Documented

Percentage of patients aged 13 years and older seen
during the reporting period who were screened for high
blood pressure AND a recommended follow-up plan is
documented based on the current blood pressure (BP)
reading as mndicated

Preventive Care and bereening:
Tobacco Use: Screening and

Percentage of patients aged 13 years and older who were
screenad for tobacco use one or more times within 24

Cezsation Intervention months AND who recerved cessation counseling
miervention if identified as a tobacco user

Fheumatond Arthribs (FA): Percentage of patients aged I vears and older with a

Aszgezsment and Classification of diagnosis of theumatoid arthrtis (RA) who have an

Dizzaze Prognosis aszeszment and classification of disease prognosis at
least once withmn 12 months

Fheumatond Arthribis (FA): Percentage of patients aged 18 years and older with a

Functional Statuz Asseszment

diagnosis of theumatoid arthntis (RA) for whom 2
functionzl status assessment was performed at least once
within 12 months
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Fheumatood Arthntis (FLA): Percentage of patients aged 18 years and older with a
Glucocorticoid Management diagnosis of rheumatold arthntis (RA) who have been
assessed for glucocorticold use and, for those on
prolonged doses of predmisone == 10 mg daily {or
equivalent) with improvement or no change mn dizease
actvity, documentation of glucocorticold management

Fheumatond Arthntis (EA): Penodic | Percentage of patients aged 18 years and older with a

Aszzezsment of Dizeaze Activity diagnosis of theumatold arthrns (FA) who have an
aszessment and classification of disease activity within
12 months

Fheumatond Arthnhs (FA) Percentage of patients aged 1 years and older with a

Tuberculozs Screening diagnosis of theumatold arthritis (FA) who have

documentation of a tuberculosis (TB) screening
performed and results mterpreted within 6 months prior
to recerving a first course of therapy using a biologic
disease-modifying anti-rheumatic drug (DMARD)

Tobacco Use and Help with Uwthing | The percentage of adolescents 12 to IU vears of age wath
Among Adolescents a primary care visit during the measurement year for
whom tobacco use status was documented and recerved
help with quitting if 1dentified as a tobacco nser

Tuberculoms (1B) Prevention for Percentage of patients whose providers are ensunng

Psorasis, Peorniatic Arthritis and active tuberculosis prevention erther through yearly

Eheumatoid Arthnbis Patients ona | negative standard tuberculosis screening tests or are

Biological Immune Response reviewing the patient's history to determine 1if they have

Modifier had appropriate management for a recent or prior
positive test
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T. UROLOGISTS

. Why and How You May Want to Utilize Urologists in Your CIN/ACO

A. Site-of-Service — As the following excerpt shows, an unexpected finding by the Urology
Accountable Care Workgroup of practicing urologists in the development of The Accountable Care
Manual for Urologists was the prioritization of mindful site-of-service selection for urologists:

What is the least expensive site of treatment consistent with best practices? This applies for both acute
and sub-acute. Many benefits in value-based care are hard to measure—Ilike the infection that did not
happen. But an equally effective treatment in a lower cost setting is readily measurable. The Urology
Accountable Care Workgroup recommends such things as: (1) outpatient access to the ACO’s same
day clinic in lieu of referral to the emergency department, (2) select procedures in an office-based
setting in lieu of an ambulatory surgery center, and (3) utilize ambulatory surgery centers in lieu of
hospitalization, all as clinically appropriate.

One Urology Accountable Care Workgroup member noted that, “This is the number one way
subspecialists can help ACOs bend the cost curve, without question.” For years, when a patient came
in who was not scheduled, the mantra was ‘send him to the ER.”” One ACO instituted a same-day clinic
and found a direct correlation between the opening of the same-day clinic and reduced ER usage.

Site-of-service guidelines must be built upon urologist-vetted and approved evidence-based best
practices. Implementing site-of-service guidelines might be more difficult, however, in states with
certificate of need (“CON”) laws.

B. Standardization Around Best Practices — To find the biggest “bang for the buck,” look for the
diagnoses with the highest avoidable costs for patients seen by urologists. This is not the same as
the ones with the highest urology fees involved, as the greatest savings urologists drive will likely be in
things like avoided hospitalization, infections, readmissions, inappropriate referrals or misdiagnoses.
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Practice variation is another factor to consider. As one urologist put it, “This is a shift from what we’ve
seen before—six partners treating six different ways. The name of the game is avoiding variability.”
Urologists determine the best way particular diagnoses should be addressed across the continuum and
the urologist’s optimum role in that treatment.

The Urology Accountable Care Workgroup suggests that in practice, the relative adherence to the
practice guidelines be closely monitored and be transparent. Ideally, associated costs and savings also
will be tracked. One Workgroup member stated, “If you’re an outlier, you'’re in trouble. That’s when we’ll
see behavior change.” Next, urologists should look for those high-cost events that can most effectively
have the quickest and easiest impact. Lastly, be biased towards the ones with existing nationally-
recognized metrics, as they can be implemented most rapidly.

Applying these screens, the Urology Accountable Care Workgroup suggests that urologists consider
whether any of the American Urological Association’s (“AUA”) Clinical Practice Guidelines meet those
criteria for their local situations. The AUA Guidelines provide evidence-based guidance with an explicit
clinical scope and purpose (http://www.auanet.org/education/aua-guidelines.cfm).

Examples from the extensive offering include:

Bladder cancer

e Interstitial cystitis/bladder pain syndrome
* Incontinence

* Prostate cancer

* Renal cancer

Urology Accountable Care Workgroup members also noted that opportunities exist to decrease use
of ancillary services such as imaging, laboratory services and pathology. While many decisions
are based on individual patient needs, broad considerations include use of CT scans vs. plain films,
indications for biopsy and number of biopsies, PSA screening into advanced age and repeated
testosterone testing.

C. Coordination Across Specialties — Remember, the highest impact may be in influencing the
patient and primary care physician through “upstream” education and navigation and the coordinated
care of high-cost, chronically ill patients with comorbidities. Urologists have found the AUA Guidelines
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useful here as well. Examples are asymptomatic micro-hematuria, erectile dysfunction, initial
management of benign prostatic hypertrophy and PSA screenings for advanced-age men.

Practically speaking, urologists in ACOs have found monthly care continuum meetings to be valuable
for coordinating implementation of clinical protocols across specialties and settings. These meetings
provide a means for urologists to: (1) push knowledge “upstream;” (2) advise when and where
primary care should refer; and (3) communicate information needed at the time of referral. For
example, using the AUA Guidelines as reference, discussion of asymptomatic hematuria treatment
identified a knowledge gap in care, which led to education of the primary care physicians regarding
initial evaluation and appropriate imaging. Research suggests that communication with primary care
physicians can result in high-value outcomes, better diagnosis, and treatment design. To increase
adherence, the Geisinger Clinic’s ACO embeds as much of the agreed-upon clinical protocol support
as possible into their electronic health record (“EHR”) system so that it is available at the point of care
across the continuum.

This coordination can be aided through access via telephone, email, video conferencing, and
telemedicine consults.

D. Other — For more detail on the above-prioritized initiatives and information on others, please
refer to the Accountable Care Manual for Urologists at: http://www.tac-consortium.org/resources/.

E. PCSP Standards — The NCQA Patient-Centered Specialty Practice standards regarding care
team and patient coordination are recommended generally for all specialists, including urologists.

Il. Metrics

A. Overview— After determining the initiatives involving this specialty that are most appropriate for
your CIN/ACO, to incentivize the desired behavior and outcomes, it is recommended that clinically-
valid metrics track adherence to the chosen activities and accomplishment of the desired results.
Starting with the MACRA measures at Section I1.B. below, use the available array of measures from
various sources as a “menu” from which to start, and then tailor, prioritize, and weight them to fit your
incentivization goals.
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B. MACRA’s Quality Payment Program MIPS Measures Relevant to Urology

MEASURE NAME

MEASURE DESCRIFTION

Biopsy Follow-Lp

Percentage of new patients whose biopsy results have
been reviewed and communicated to the primary
care/referrmg physician and patient by the performing
physician

Care Plan

Percentage of patients aged 63 years and older who have
an advance care plan or surrogate decision maker
documented in the medical record or documentation n
the medical record that an advance care plan was
discuzsed but the patient did not wish or was not zble to
name a surrogate decision maker or provide an advance
care plan

Closmg the Beterral Loop: Feceipt
of Specialist Peport

Percentage of patients with referrals, regardless of age,
for which the refemng provider receives a report from
the provider to whom the patient was referred

Documentation of Current
Medications in the Medical Record

Percentage of visits for pahients aged 18 vears and older
for which the eligible professional attests to documenting
a list of current medications using all immmediate
reszources avallable on the date of the encounter. This hist
must melude ALL kmown prescriptions, over-the-
counters, herbals, and vitamm/mmeral 'distary
{nutritional) supplements AND must contzin the
medications’ name, dosage, frequency and route of
admimstration.

Patient-Centered Surgical Fisk
Azzezsment and Communication

Percentage of patients who underwent a non-smergency
surgery who had their personalized nisks of postoperative
complications assessed by their surgical team prior to
surgery using a clinical data-based, patient-specific nsk
calculator and who recerved personal discussion of those
risks with the surgeon
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Preventive Care and Screening:
screening for High Blood Pressure
and Follow-Up Documented

Percentage of patients aged 18 years and older seen
during the reporting period who were screened for high
blood pressure AND a recommended follow-up plan 13
documented based on the current blood pressure (BP)
reading as mdicated

Preventive Care and bereening:
Tobacco Use: Screenmg and
Cezszation Intervention

Percentage of patients aged 15 years and older who were
screenad for tobacco use one or more times within 24

months AND who recerved cessaton counseling
mtervention 1f identified as a tobacco user

Prostate Cancer: Adjuvant Hormonal
Therapy for High Bazk or Very High
Risk Prostate Cancer

Percentage of patients, regardless of age, with a diasnosis
of prostate cancer at high or very high nisk of recurrence
recerving external beam radl-:rtherapx to the prostate who
were prescribed adjuvant hormonal therap]r (GnPH

[gonadotropin-releasing hormone] agonist or antagonist)

Prostate Cancer: Avoldsnce of
Oweruse of Bone Scan for Staging
Low Bazk Prostate Cancer Patients

Percentage of patents, regardless of age, with a diagnosis
of prostate cancer at low (or very low) nsk of recurrence
receiving interstitial prostate brachytherapy, OF. external
beam radiotherapy to the prostate, OF. radical
prostatectomy, OF. cryotherapy who did not have a bone
scan performed at any time smce diagnosis of prostate
cancer

Tobacco Use and Help with (mtting
Among Adolescents

The percentage of adolescents 1. to 2U vears of age with
a primary care visit during the measurement year for

whom tobaceo use status was documented and received
help with quitting if identified as a tobacco user

Unnary [ncontmence: Assessment of
Presence or Absence of Unnary
Incontinence m Women Aged 63
Years and Older

Percentage of female patients aged 63 vears and older
who were assessed for the presence or absence of urmary
meontmence within 12 months

Urinary Incontmence: Flan of Care
for Unnary Incontinence m Women
Aged 65 Years and Older

Percentage of female patients aged 63 vears and older
with a dizgnosis of urmary incontinence with a
documented plan of care for urinary incontinence at least
once within 12 months
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lll. HOW TO DEVELOP A MULTISPECIALTY MERIT-BASED SHARED SAVINGS
MODEL

[TO BE ADDED IF COMMERCIALLY PUBLISHED]

IV. ACO SPECIALIST AFFILIATION OPTIONS
[TO BE ADDED IF COMMERCIALLY PUBLISHED]
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ACKNOWLEDGMENT

North Carolina
Academy of
Family Physicians

North Carolina
ONCOLOGY ASSOCIATION

Medical Group
Management
Assc:vatvun

Mecklenburg County Medical Society

NORTH CAROLINA COUNGIL OF CHILD AND ADOLESCENT PSYCHITRY

Ncs'ispg

Community Care
of North Carolina

NORTH CAROLINA
Academy of Physician Assistants

ncpeds

North Carolina Pediatric Society

State Chapter of the American Academy of Pediatrits

North Carolina

CHAPTER

NorTH Carormia CHAEPTER

ACP

AMerICAN COLLEGE OF PHYSICIANS
INTERN AL MEDICINE | Doctors for Adudts

) NCALHD

North Carolina Association
of Local Health Directors

Nc society of
éC‘AROLIIVq ANESTHESIOLOGISTS

¢ NCDA

%
\{(

§@

¢

70~va

(8]
b 24
Dogsv P

WESTERN CARCLINA

WOMS

MEDICAL SOCIETY

The Physicians' Voice for a Heallhy Community

Carolinas Chapter

'M NORTH CAROLINA FOUNDATION

‘A‘ for Advanced Health Programs
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