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Bruce Gould, MD
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= | implore Congress to pass the Cancer Care Payment Reform Act (H.R. 1934), a
bipartisan bill introduced by Representatives Cathy McMorris Rodgers and Steve
Israel. This bill lays out the specific plans for a demonstration project based on
the Oncology Home Model. It builds upon the successful models that have
already been tested in oncology payment reform with both private payers and
CMS.
= Community oncology practices like ours want to be part of the alternative
payment reform path that the Energy and Commerce committee developed in the
SGR legislation; however, we need a Medicare alternative payment model in
oncology for that to happen. H.R. 1934 is a critical bridge to getting us to that
point.
= My practice has participated in several oncology payment reform pilots with both
private payers and Medicare, through a CMMI grant. These have proven very
successful in enhancing the quality of cancer care and reducing costs. Many of
the concepts in these successful programs have been incorporated into H.R. 1934
by Congresswoman McMorris Rodgers
= | ask Congress to pass this important legislation that will lower the costs of cancer

care while enhancing the quality of care for patients.



Chairman Pitts, Ranking Member Green, and members of the committee — | thank you
for the opportunity to share my views on payment reform in oncology and, specifically,

on the Cancer Care Payment Reform Act, H.R. 1934,

I am a practicing medical oncologist and medical director of Northwest Georgia
Oncology Centers, a private community oncology practice headquartered in Marietta,
Georgia. Additionally, I serve as President of the Community Oncology Alliance (COA),
a non-profit organization dedicated to advocating for community oncology practices and,
most importantly, for the patients they serve. Close to 70% of Americans with cancer are
treated by private practice clinics. | finally want to mention, and of relevance

here, that | am the son of two parents who passed away from cancer.

Community oncology practices such as mine have been struggling from major cuts to
reimbursement by Medicare. For example, the decision by CMS to apply sequestration
to the underlying costs of cancer drugs has led to many drugs being reimbursed for less
than their acquisition price. As a result, over 300 practices have closed treatment sites
and, more significantly, close to 550 practices have merged with hospital systems. The
data is clear on the consolidation of cancer care in the United States: it is creating access
to care problems for patients in rural areas and, very significantly, increasing the cost of
cancer care for seniors and the Medicare program. This unwanted trend has been

documented by reports this year by the GAO and MedPAC.

Despite reimbursement pressures from Medicare, our practice years ago made a decision

to ambitiously transform ourselves into a patient-centric Oncology Medical Home. Our



goal was simple — to better control the costs of cancer care while enhancing the quality
of the patient experience. Among other things, we improved care coordination for our
patients, established a structured triage, initiated a comprehensive patient satisfaction
survey, and developed our own guidelines. One benefit of this transformation is that same
day appointments are readily available in our nine clinics. Therefore, if our patients are
ill, they can come to our clinics rather than go to the hospital emergency rooms. Medicare
monies are saved by avoidance of needless emergency room visits and hospitalizations,
and patients are happier by not being subjected to hours waiting in the emergency room.
Our hard work has recently been recognized by the Commission on Cancer through their

accreditation of our practice as one of the first Oncology Medical Homes.

Our dedication to value based care has lead us to partnering with private payers and CMS
on oncology payment reform pilots. One program we and several others completed with
UnitedHealthcare resulted in cancer care savings of 34% as compared to a case control
group. The results were published in the peer-reviewed Journal of Oncology Practice, a

copy of which I have submitted with my remarks for the record.

We are also part of a national, $19 million grant from the Centers for Medicare &
Medicaid Innovation (CMMI). This grant funded the “COME HOME” pilot which was
designed to be a real world test of the Oncology Medical Home tenants. Findings from
NORC at the University of Chicago, the independent research entity CMMI contracted
with to measure results, were nothing short of remarkable. They showed an overall

reduction of cancer care costs due to reduced hospitalizations, readmissions, and



emergency department utilizations. | have included these results with my written

testimony.

I am here today to implore the Congress to immediately pass the Cancer Care Payment
Reform Act (H.R. 1934), a bipartisan bill introduced by Representatives Cathy McMorris
Rodgers and Steve Israel. This bill lays out the specific plans for a demonstration project
based on the Oncology Medical Home. It builds upon the successful models that have
already been tested in oncology payment reform with both private payers and CMS. |
commend Mrs. McMorris Rodgers for reaching out to practicing community oncologists
for help in crafting her bill. In addition to support from oncologists, her legislation also
has the support of patient groups, private payers, biotech companies, and pharmaceutical

distributors.

I also commend Congress for passing a fix to the SGR along with a path to meaningful
payment reform. Community oncology practices like mine want to be part of the
alternative payment reform path that the Energy and Commerce committee developed in
the SGR legislation; however, we need a Medicare alternative payment model in
oncology for that to happen. H.R. 1934 is a critical bridge to getting us to that point.

I ask Congress to pass this important legislation that will lower the costs of cancer care

while enhancing the quality of care for patients.

Thank you for your attention and | would be happy to answer any questions.
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Abstract

Purpose: This study tested the combination of an episode
payment coupled with actionable use and quality data as an
incentive to improve quality and reduce costs.

Methods: Medical oncologists were paid a single fee, in lieu of
any drug margin, to treat their patients. Chemaotherapy medications
were reimbursed at the average sales price, a proxy for actual cost.

Results: Five volunteer medical groups were compared with a
large national payer registry of fee-for-service patients with can-
cer to examine the difference in cost before and after the initiation
of the payment change. Between October 2009 and December

Introduction

Tl‘t Cost thm.ld'l carc .ﬂ [h: U“ltd S[ﬂtfs iS onan tmsustﬂin'
able trajectory. Using current trends, economists predict that in
lm t!-lan 3 }'ﬂ.rs, lt wdl rtq‘lilt SWﬂ ﬂfthf H\'t’l'agl: U.S. hD“EE—
hold income to pay the costs of out-of-pocket expenses and the
health insurance premium for a family.! Cancer therapy is a
contributor to these rising costs; it accounts for 11% of Unit-
edHealthcarc’s commercial health plan budget, and the propor-
l:iol'll[: Shm i.'i l'i.ﬁing. Thc Cxis[iﬂg ﬁ:c-ﬁ)r'scﬂicc pa)'ml:n(
provides theoretical incentives for overuse and the sclection of
expensive branded drugs rather than lower cost generic medi-
cations. New payment models that reward cost-cffective and
high-quality teatment arc needed.

Onec approach for cost reduction is t reduce the payment
amount for cach scrvice, After Medicare decreased the reimburse-
ment levels for drugs in 2003, an analysis of patients with lung
cancer revealed that oncologists treated more paticnts with chemo-
therapy and increased the usage of expensive drugs.? The cffect on
quality was not measured. Medicare continucs to expericnee increases
in cancer costs, probably caused by factors like the introduction of new
expensive drugs and increased numbers of bencficiarics.

Another potential solution to rising costs is paying for care
by the cpisodc. Medicare has uscd this approach for hospital
care for more than a decade with the Diagnosis Related Grou-
pers, but the method has not been tested for chronic illness care
in an ambulatory setting. Proponents arguc that a fixed pay-
ment fora defined time period provides the incentive to become
more cfhicient while limiting the provider risk to a manageable sum
of moncy. Bach ctal® proposed a payment model for cancer ther-

Copyright © 2014 by American Socaty of Clinical Oncology

2012, the five groups treated 810 patients with breast, colon,
and lung cancer using the episode payments. The registry-pre-
dicted fee-for-service cost of the episodes cohort was
$08,121,388, but the actual cost was $64,760,116. The pre-
dicted cost of chemotherapy drugs was $7,519,504, but the
actual cost was $20,979,417. There was no difference between
the groups on multiple quality measures.

Conclusion: Modifying the current fee-for-service payment
system for cancer therapy with feedback data and financial in-
centives that reward outcomes and cost efficiency resulted in a
significant total cost reduction. Eliminating existing financial che-
motherapy drug incentives paradoxically increased the use of
chemotherapy.

apy that uscs the monthly national average chematherapy cost for
cach cancer type as the basis for the episode payment. This pro-
poscd system would require physicians to usc lower cost regimens
to remain profitable. Further, it would provide an incentive for
pharmaccutical firms to reducc the prices of any medications that
exceed the episode payment budget amount.

The Bach proposal attacks drug costs, but it has no cffect on
other cost catcgorics for cancer care. UnitedHealthcare data
suggest that these other categorics are significant. For commer-
cially insured paticnts, chemotherapy drugs represent 24% of
total carc costs, inpatient and outpatient facility services ac-
count for 54%, and physician services constitute the remaining
22%. In a previous article, Newcomer proposcd a payment
mcthod that removes any adverse incentive to usc expensive
pharmaccuticals while simultancously creating an incentive to
reduce the total costs of carc and improve outcomes.® The pro-
gram included a quality improvement approach that mandated
an annual review and discussion of usc and quality data. This

article reports the results of a 3-year trial of this program.

Methods

UnitedHealthcare collaborated with five volunteer medical on-
Cﬂlogy gmu.PS ﬁ)r d-lc PuOL T‘.hc ngmm chﬂ.ngl:d ﬁ)u' Clc-
ments of the previous fee-for-service contract relationship.
First, the medical groups proactively registered all patients with
breast, colon, and lung cancer and provided clinical data to the
payer. Sccond, a single cpisode payment was made at the initial
visit. The method for calculating this payment is described
HOWA T’l’lj.td» all d.l‘ligs Wcrc ]mid H.ill]g ﬂl( ﬂvmgt glﬁ Pﬂm ratc
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as a ploxy ﬁ,l’ d’lc Icqui’i(ion cost Df(hc dnl.g A" otl‘cr Pliysician
scrvices continued to be reimbursed using the existing foc-for-ser-
nually to review dara on cost and qualiry outcomes.

The program began in October 2009, and it is described in

dﬂail il'l annt}ler arliclf.“ One gI'DIlP dmppcd our Or [he Pm'
gram after it was acquired by an academic medical center in
Junc 2011; it was replaced by a new medical group from an-
other city. Nincteen clinical cpisodes were created for paticnts
with breast, colon, and lung cancer (Table 1). Each medical
group sclected a single chemotherapy regimen for cach adjuvant
therapy episode on the basis of their interpretation of the med-
ical literature. Predefined chemotherapy regimens were not se-
lected for cpisodes treating metastatic discasc.
Healthcarc calculated the drug margin for cach adjuvant regi-
men, including supportive care medications, by subtracting the
average sales price from the contracted rate for the drugs. Aver-
age sales price was used as a proxy for acquisition cost in this
study. UnitedHealthcare also added a small case management
fec that included physician hospital carc to cach cpisodec. The
payer had previously created a registry of more than 65,000
Pﬂl’i:nts wit}l b'cast, 00'011, a.l‘ld lung canccr wit"l sumcicﬂt Cli n-
i(ﬂ] aﬂd Claij data o ﬂsﬁigl’l lh(m to T}IE same fpllSDCl.E Ea[fgﬂ‘
rics. The national average drug margin for cach episode in this
registry was calculated by subtracting the aggregate average sales
price from the aggregate amount paid for chemotherapy drugs
and dividing by the total numbecr of paticnts in cach cpisode. If
any episode payments were less than the national average, the
larger amount was substituted. A specific treatment regimen
was not Sclmcd fbr pzlicn“ wi(}l mclﬂﬂliﬂ canccers, so [l'lc
registry national average was used as the cpisode payment
amount for cpisodes 10, 11, 14, 18, and 19 (Tablc 1). An
arbitrary reimbursement was negotiated for the two episode
catcgorics that did not usc any cancer chemotherapy (cpisodes 1
and 12). The time period for an adjuvant episode was the time
to complete the therapy plus 2 months. A recurring 4-month
timc P:ri(xi was sl:ll:vtcd rDr mcm[:ti( Epimdﬂ.

The medical groups submirted clinical information at the time
of initial paticnt presentation to determine the correct cpisode.
These dara included the histology, dinical stage, relevant generic
information, and intent of treatment (curative or palliative). The
cpisode fee was paid immediately. All services were billed to Unit-
edHealthcare using standard fee-for-service formart. Table 2 sum-

The medical groups were free to change their prrﬁ:rr:d drug
E}Iaﬂg{ Ih( pffﬁrmd I‘fgim!“s d“ring Ih.is Smdy. pati!l'lls Cﬂuld
also be enrolled onto clinical trials. The new drug substitutes
wcre Paid at a\':l'ﬂ.gc sﬂic’s Pricc| but (}‘Cr: wcre no K:l‘lang!:s in (h"
cpisode fee. By contractual agreement, cpisode fees would be
improved the survival for the episode.

The oncology groups collaborated with UnitedHealthcare
w dﬂdop morec ‘J'lﬂ.n 60 mgcasurcs qulﬂ]ity aﬂd cost rﬂf lhm
cpisodes (Table 3). The mcasures were intended to compare the
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Table 1. Episode Payment Categories and Duration

Duration
Cancer Type Episode No. and Description {months)
Breast 1. Stages 0, |; no chemotherapy 6
2. Stages |, Il; HER2 overaxpression, 12
ER/PR negative
3. 1. Ii; HER2 overexprassion, 12
EVER podine
4. Stages |, Ii; HER2 underexprassion, 6
5. Stages |, Ii; HER2 underexprassion, 6
ER/PR positive
6. Ni; HER2 overaxprassion, 12
Eﬁ’h negative
7. Stage lll; HERZ2 overaxpression, 12
ER/PR positive
8. Stage lil; HER2 underexpression, 6
ER/PR negative
9. Hi; HER2 underexpression, 6
% positive
10. Stage IV; anti-estrogen tharapy only 4
11. Stage IV; treatment with al other 4
medications
Colon 12. Stages |. I; no chemotherapy 6
13. Stages I, il a
14. Stage IV 4
Lung 15. Small-coll, any stage 4
16. Non-small-cell, stages |, I 4
17. Non-small-call, stage il 4
18. Non-small-cal, stage IV, nonsquamous 4
histology
19. Non-small-cal, stage IV, squamous 4
hestology

Abbreviations: ER, estrogen receptor; HER, human epidermal growth factor re-
captor; PR, progesterona recaptor.

Pcrfomlancc across ‘}l: grul.l.PS. to g:n:ratc h)"POd'ICS:S &r quﬂl—
ity improvement and cost reduction, and to measure improved
outcomes or l'{.‘du('[ions in ("c lo‘a] Cost Dr care.

All analytic work was completed by UnitedHealthcare. The
study design used a retrospective obscrvational method that com-
pared the operarional and control cohort during the prepilot and
pilot time periods. Controls were obtained from the registry.

Table 2. Summary of Payment Method Used in Fee-for-Service
and the Episode Modei for Varlous Service Types

Payment Meathod
Service Type Episode Model Standard Model
Physician office visit Frs FFs
Chemotherapy administration  FFS FFS
Chamotherapy madications ASP + 0% ASP + contractad %
Diagnostic radiclogy FFS FFS
Laboratory FFs FFs
Physician hospital care Episode FFS
Hospice managemeant Episoda FFS or nona
‘Case management Episodae None

Abbraviations: ASP, average sales price; FFS, fee-for-service.

Copynght © 2014 by Amevican Socety of Clinical Oncology
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Table 3. Quality and Use Measures From the Episode Pay-
ment Program

Each clinical episoda Total cost of care
(19 soparaia op=odes)  borency room and hospitakization ratos
Parentoral drug costs par episode
Aggregate Average drug cost per episode

Admissions for cancar symptoms
Acmissions for treatment-reiated symptoms
Time to first progression for relapsed patients
No. of inas of therapy for relapsed patients
Hospice days for patients who died

Days from last chemotherapy to death
Costs in the kast 30 days of ife

Survival from date of condition anrolimant
{relapsad patients only)

Caost per admission and length of stay

Surgical services, use and cost
Fabrile nautropania cocurmenca rata

‘Granulocyte colony-stimulating factor
usage rate

Erythropoetin usa

NOTE. All medical groups were identifiad in the rasults reporting.

Members of both cohorts had the same accrual period for cach
prepilot and pilot period. The bascline period for the study began
with cpisodes starting October 2006 through July 2009, and the
pilot period included episodes beginning October 2009 through
December 2012, The unit of measurement for the pilot was a
unique cpisode.

The primary metric of the pilot was total medical cost per cpi-
sode of care, which exduded retail pharmacy claims. The estimared
sample size to demonstrate a 10% cffect was 400 obscrvations. The
sccondary metric, chemotherapy drug cost (CDC), measured the
cost of chemotherapy medications using the average sales price for
all observations. The resules for both es were d incd
using the agpregate of all of the 19 cpisode catcgorics.

The total medical cost was modcled as a function of the
cpisode payment condirion, age, and sex using a lincar regres-
sion technique. The model included terms that indicated
whether the obscrvations were from the cpisodc medical groups

or Cﬂ“‘rﬂls Ind whﬂ}!er thc Dbkwﬂ[iﬂns were me lhﬂ Prrpi.lol
period or the pilot period. An interaction term berween treat-
ment group and time period was included and was the key term
used to interpret the success of the program. The savings csti-
matc of the pilot program was derived from the log-transformed
r%r&ion mcdcl Df to[a.t mcdim] cost PCT CPiJ()dE.

Results

There were 1,024 patients cnrolled in the cpisode program
through the end of 2012. Of these, 810 paticnts were used in
the analysis. Patients were ineligible if they had not completed a
trcatment cpisodc by ycar cnd 2012 (n = 210), did not incur

Copyright © 2014 by Armerican Socety of Clinical Oncology

any medical cost in the analyric time window (n = 3), orhadan
incorrect episode assignment (n = 1). Any diffcrences in the
lﬂt’l:nt mix. as w'l.-].l as diﬂ-tf:ﬂcts in I)axli.ll: P:r‘—t'rmaﬂcc‘ werc
accounted for in regression modeling.

The predicted fec-for-service toral cost for the cpisodes co-
hort was $98,121,388, but the actual rotal medical cost for this
cohort was $64,760,116, rcpresenting a net savings of
$33,361,272. The predicted CDC was $7,519,504, and the
actual CDC was $20,979,417, with a nct increase in spending
of $13,459,913. In a subsct analysis, the control group was
limited to 50 medical groups that contributed at least 70 pa-
ticnts to the registry—the minimal number contributed by cach
episode medical group. There was no difference in the results
using this smaller control population.

The study was not powered to determine the expensces that
drove the differences in total medical cost. A subsct analysis did
therapeutic radiology usage for the episode arm.

Most quality outcomes had insufficient numbers for statis-
rical analysis. Kaplan-Meier survival curves were monitored for
all paticnts with metastatic discasc. Lung cancer survivors were
the only evaluable subgroup, and there was no significant sur-
vival difference between the cpisode and registry patients. Hos-
pitalization ratcs showed that onc medical group was an outlicr
for all cancer types. The group learncd that follow-up appoint-
mcnts to t}l:‘lr Eli.l'l“( wcrc Schcdulcd &'r mcfal mks aﬁcr ‘h:
initial hospital discharge, causing frequent readmissions for the
same problem. The group now cvaluates paticnts within 48
hours of discharge, and their hospitalization rates have de-
creased to peer levels. Overall, multiple quality measures were
monitored, and nonc of them provided an carly signa] that
quality of carc was diffcrent than controls.

Discussion

This program had two objectives. The primary objective was to
decrease the total medical cost by using aligned financial incen-
ti\rt.'s supponcd b” actiona!)l: usc md qualily i“&rmatiﬂnn This
goal was mct, as demonstrated by a 34% rcduction of the pre-
dicted total medical cost. The sccondary objective was to re-
income. Without this linkage, it was expected that CDC trends
would decreasc. Paradoxically, the pilot resulted in 179% more
CDC than predicted when compared with the controls. De-
spite the additional $13 million for chemotherapy drugs, the
total medical costs were reduced by $33 million.

The source of the cost savings is enigmatic. The primary end
point of the smdy was detection of a 10% change in the ol
rﬂﬂdjﬁl costs ﬁl’ thﬂ ﬂng?tE group S“hﬂ" aﬂaly.'s mnﬁmd
statistically valid decreases in hospitalization and usage of therapeu-
tic radiology, but it is not possible to make a statistically valid
qumtiﬁ(:iﬁon DF&)C szvings, T}W Study uzd wo i-rlrmmdﬂr‘s_
financial incentives and dara sharing—+to change behavior. It is not
possible to determine the relative effect of cach incentive, but thisis
an important question to answer in future studics.

Tl'lc ﬁvﬂ grn\lps mct 'wice du:ring l}‘c s(udy Friod w miﬂw
and analyzc morc than 60 mcasurcs of cost, quality, and usc.
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They had not been exposed o performance data abour their
practice from any source before joining this project. This mea-
surcment may I"av: l)c:n Ll"c Srim].l]us w impm\'c rcsl.l]ts. ni!
phenomena, known as the Hawthorne effect, is defined as, “the
stimulation to output or accomplishment that results from the
mere fact of being under observation.”* During the mectings,
the group lcaders discussed potential solutions for variation,
and they later shared the data with their practice partners. The
regular measures for this payment model may have stimulated
different care decisions by the participating physicians.

Larger medical oncology groups like those in this study may
have more sophisticared internal resources than smaller groups.
For example, larger groups could allow their physicians to focus
record systems with decision support tools. However, when the
comparison group in the registry was restricted to larger medical
groups, the results did not change.

Improvement projects by the individual medical groups were
not tracked by the study team. Anccdotally, the ability wo improve
specific performance issues was mixed. The group with high hos-
pitalization rates discussed above is an cxample of a successful in-
tervention. The use of diagnostic radiology was more problemaric.
The analyscs demonstrated a four-fold variation in the usc of diag-
nostic radiology procedures during the 4-month cpisode for met-
astaric discase in all three cancer types. The physician leaders for the
medical groups were unable to obtain consensus abour defined
intervals for radiological evaluation of metastatic discase.

Collaboration was an cssential clement to the success of the
pilor. The data for the project were available to all participants.
Variation was cxplicidy discusscd as an opportunity for improve-
ment and not a failure of health care delivery. Problem solving
involved the participation of physicians, the medical group busi-
ness executive, nursing staff, and payer staff. We believe that col-
laboration was an essential element to obtaining the resule.

The increased CDC was not expected. The cpisode payment
program contains scveral incentives for decreased chemothera-
py costs, First, if the selection for a chemotherapy regimen
yiclded a lower drug margin than the UnitedHcaltheare na-
tional average for the cpisodc, the group’s cpisodc paymcent was
raised to the national average, providing an incentive to select
low-cost regimens when appropriate. Sccond, the oncology
practices did not realize any gains by switching to higher priced
drugs. Third, the metastatic cpisode payments continued cvery
4 months cven if the paticnt was no longer recciving chemo-
therapy. This policy was intended to compensate the oncologist
for the additional work of palliative carc. All of these incentives
encouraged lower drug expenses.

Can this pilot be generalized? The operarional work for this
project was sub ial. Early identification of the pari was
cssential to ensure the correct treatment regimen and to explain the
unusual daim payments. Claims had w be adjusted by both the
payer and the physician’s office to conform to the episode pay-
ment methods. Claim adjudication was donc manually for the

JournaL oF OncoLocy PRAcCTICE

same reason. The work load required dedicated time and re-
sources for both paycr and medical groups. However, automa-
o Fll.“}!ef g:ncraliulinn.

The cpisode payment project yiclded significant savings for the
treatment of paticnts with cancer without any measurable effect on
quality outcomes or toxicity. This study challenges the assumption
r}ll[ any Tﬂjuniﬂ“ Qfmm l'u“!u iﬂ WOrse oOutcomecs ﬁ]r can-
cer. Further, this approach allowed cach medical group to seck the
solutions that worked best for their environment. Although the
pilot should be replicated to answer the questions about general-
ization, this study proves the essential concepr that the cost of care
for furure g ions can be reduced without sacrificing qualiry.
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Pre-Post Difference-in-Differences Analysis
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Patient Characteristics

COME HOME
3,488

Controls

Number of Pts 3,488

Breast 42.3% 42.3%
Colorectal 13.2% 13.2%
Lung 25.6% 25.6%
Other 18.9% 18.9%
Surgery 48.4% 49.8%
Radiation 31.9% 32.5%
Chemotherapy 58.1% 58.9%

Severity

% Metastatic 33.4% 33.9%

*HCC: Heirarchical Condition Categories
** p<0.05
**p<0.01

COME HOME @ Controls

Demographic

<65 yrs 9.3% 92.3%
65— Tayrs 49.6% 50.0%
75— 84yrs 31.3% 31.1%
285yrs 10.0% 9.6%
White 90.0% 89.6%
Female 69.1% 69.1%
Dually Eligible** 15.7% 13.7%

Comorbidity and Disability

HCC* Score (SD) 2.61(2.29) 2.62(2.35)
Disability 16.5% 16.6%
Utilization and Cost in Prior Year

Medicare Cost 17,101 16,644

IP Admits/1000 509 550

ED Visits/1000*** 836 674

Difference in Adjusted Total Cost of Care
per Patient for COME HOME by Quarter
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How COME HOME Practices Compare
to Controls, pre- and post-intervention

Pre-Intervention

Post-Intervention

Differenceln
Differences

(95% C1)

Hospitalizations per 1,000

Patients

ED Visits per 1,000
Patients

30-day Readmissions per
1,000 Patients Hospitalized

ACS Hospitalizations per

1,000 Patients

Total Cost of Care per
Patient

CH patients have 3
fewer than controls

CH patients have 17
more than controls

CH patients have 10
more than controls

CH patients
approximately equal
to controls

CH patients $167
higher than controls

***p<0.01; **p<0.05; *p<0.1

CH patients have 10
fewer than
controls**

CH patients have 11
more than
controls**

CH patients have 23
fewer than controls
CH patients have 3
fewer than controls

CH patients $139
lower than controls

7(9,3)

-6 (-16, 3)

-33 (-66, -1)**

-3 (-7,04)

-$306 (-938, 227)

Innovative Oncology Business Solutions, Inc. .‘

Conclusions

* COME HOME patients show a statistically significant
reduction in 30 day readmissions, compared with
matched controls.

* COME HOME patients show trends toward reduction
across all other reported utilization measures,

including:

— Hospitalization Rate

— ED Visit Rate

— ACS Hospitalization Rate

— Total Cost of Care
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