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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.

| am a practicing medical oncologist and medical director of Northwest Georgia
Oncology Centers, a private community oncology practice headquartered in Marietta,
Georgia. Additionally, | 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.

| 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.

| 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.

| 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 1 would be happy to answer any questions.
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Changing Physician Incentives for Affordable, Quality Cancer
Care: Results of an Episode Payment Model
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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. Chemotherapy 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

The cost of health care in the United States is on an unsustain-
able trajectory. Using current trends, cconomists predict that in
less than 3 years, it will require 50% of the average U.S. house-
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-
edHealthcare’s commercial health plan budget, and the propar-
tionate share is rising. The cxisting fee-for-service payment
provides theoretical incentives for overuse and the selection of
cxpensive branded drugs rather than lower cost generic medi-
cations. New payment models that reward cost-cffective and
high-quality treatment are necded.

One approach for cost reduction Is to reduce the payment
amount for each service. After Medicare decreased the reimburse-
ment levels for drugs in 2005, an analysis of paticnts with lung
cancer revealed that oncologists treated more paticents with chemo-
therapy and increased the usage of expensive drugs.? The cffect on
quality was not measured. Medicare continues to axpericnce increascs
in cancer costs, probably caused by factors like the introduction of new
axpensive drugs and increased numbers of beneficiarics.

Another potential solution to rising costs is paying for care
by the episode. Medicare has used this approach for hospital
carc 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 sctting. Proponents arguc that a fixed pay-
ment for a defined time period provides the incentive to become
more cfficient while limiting the provider risk to a manageable sum
of moncy. Bach ct al® proposed a payment model for cancer ther-
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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: Meodifying 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 uses the monthly national average chemotherapy cost for
cach cancer type as the basis for the episode payment. This pro-
posed system would require physicians to use lower cost regimens
to remain profitable. Further, it would provide an incentive for
pharmaccutical firms to reduce the prices of any medications that
cxceed the episode payment budget amount.

The Bach proposal attacks drug costs, but it has no effect on
other cost categorics for cancer care. UnitedHealthcare data
suggest that these other categories are significant. For commer-
cially insured patients, chemotherapy drugs represent 24% of
total carc costs, inpaticnt and outpatient facility services ac-
count for 54%, and physician services constitute the remaining
22%. In a previous article, Newcomer proposed a payment
method that removes any adverse incentive to use expensive
pharmaceuticals 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

UnitcdHcalthcarc co"aboratcd Wld'l ﬁvc voluntccr m:dlcal on-
COIOE‘Y groups For d‘lc PiIOt. Tl'lt program changtd {O'I.ll’ clc—
ments Of thc prcviou.s fcc—For-scrvicc contract rtlationship,
Fil’St, d‘lc m:dical gl'Ol.lpS proacr'lvcl}' rcgistcrcd 311 paricnts Witl‘l
brca.sr. colon. and lung cancer and provldcd clinical data to tI'IC
pa}tr. SCCDI'ICI, a Sil‘lglt CPiSOdC pa}'mcnr was rnadc at thc initial
visit, Tht ITICd'IDd fOl’ ca]culating this pa}'mcnt iS dcscribcd
bC].OW Thll’d. HJ.I dru.gs werce pald 'I.LSIl'lg thc avcragc salcs prlct rate
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as a proxy for the acquisition cost of the drug. All other physician
services continued to be reimbursed using the existing fee-for-ser-
V].tI contract Wid1 d‘l: Pﬂytr. Fourd-l, d’lc m:dl'cal group&s mct an-
nually to review data on cost and quality outcomes.

The program b:gan in October 2009, and it is described in
gmm aﬂ:r it was acquir:d b}' an md.cmic m:dical cocntcr in
June 2011; it was replaced by a new medical group from an-
other city. Nincteen clinical episodes were created for patients
with breast, colon, and lung cancer (Table 1). Each medical
group Sclc’ctcd asingl: Ch:moth:rﬂpy r:gim:n fOr GICI‘I adjuvant
l‘hcl‘apy Cpisodc on l‘l’lc basis Orth(ir int(l?r(rﬂtion OF l‘l’lc m(d—
ifﬂ] lit(ratur(. pr(d(ﬁn(d Chcmol‘l'lcrapy rcgim(ns WCrc not sc-
lected for episodes treating metastaric discase.

Using d‘l: Cxisting &: SCth]J]c far Cach gmup, Unitcd—
men, including supportive care medications, by subtracting the
average sales price from the contracted rate for the drugs. Aver-
a.gc Sﬂl:s Pricc was us:d as a me}' Fur acquisition COst irl th is
fee that included physician hospital care to cach episode. The
payer had prcviously created a rtg'lstry of more than 65,000
Pﬂti:nts wid‘l brcast, Colorl, and ILl ng canccr with Suﬁ"lci:nt clin—
icaj and clalelS data w migrl d_ICm o d‘l: samc cpisod.c Cﬂt:go—
ri(s. Thc national av(rag( dmg margirl For Cach Cpisod: irl th iS
registry was calculared by subtracting the aggregare average sales
price from the aggregare amount paid for chemotherapy drugs
larger amount was substituted. A specific treatment regimen
was not sclected for patients with metastatic cancers, so the
amount for cplsod:s 10, 11, 14, 18, and 19 (Table 1). An
arbitrary reimbursement was negotiated for the two cpisode
catcgor1c5 that did not usc anycanc:rchcmoth:rapy (Cpimdcs I
and 12). The time period for an adjuvant cpisodec was the time
to fDmPICtC d-lc tl‘lcrapy Plus 2 months. A rtcllrring 4—m0nd’|
time period was sclected for metastatic episodes.

The medical groups submirted clinical information at the time
These data included the histology, dinical stage, rlevant genetic
information, and intent of treatment (curative or palliative). The
episode foe was paid immediarely. All services were billed to Unit-
edHealtheare using standard fec-for-service format. Table 2 sum-

The medical groups were free to change their preferred drug
regimen at any time; new studics and new drug releases did
cl‘la.ngc d‘l: Pr:fcrrcd rcgi mcns du ri ng this Smdy. Paticnts CO]Jld
GJSD I)C Cnrollcd onto Clinical tria]s. Thc ncw drug Sub&t'ltutts
were paid at average sales price, but there were no changes in the
cpisode fee. By contractual agreement, episode fees would be
imP rovtd th( Survival For tI‘IC Cpisodc.
to develop more than 60 measures of quality and cost for these
episodes (Table 3). The measures were intended to compare the

2 JournaL oF ONcoOLOGY PRAGCTICE

Table 1. Episode Payment Categories and Duration

Duration
Cancer Type Episode No. and Description {months)
Breast 1. Stages 0, I; no chemotherapy &
2. Stages |, II; HER2 overexpression, 12
ER/PR nagative
3. Stages |, Il; HER2 overexprassion, 12
EFVPR positive
4. Stages |, II; HER2 underexprassion, 6
ERVPR negative
5. Stages |, Il; HER2 underexgprassion, &
ERVPR positive
6. 5! lil; HER2 overexprassion, 12
Eﬁ%gﬁ negative *
7. Stage ll: HERZ2 overexprassion, 12
ER/PR positive
8. Stage Nl; HER2 underexpression, &
ER/PR negative
9. Stage lll; HER2 underapression, -]
ER/PR pasitive
10. Stage IV; anti-astrogen tharapy only 4
11. Stage IV; treatment with all othar 4
medications
Colon 12. Stages |, II; no chemotherapy &
13. Stages I, Ml 2]
14. Stage IV 4
Lung 15. Small-cell, any stage 4
16. Non-small-cell, stages |, Il 4
17. Non-small-cell, stage lll 4
18. Non-small-cell, stage IV, nonsquamous 4
histology
19. Non-small-cell, stage IV, squamous 4
histology

Abbreviations: ER, esirogen receptor; HER, human epidermal growth factor re-
captor; PR, progestarons receptor.

Pcrﬂ)rmarlc: ACross d‘l: groups, w g:n:rat: hypothcscs Fur qu.al—
ity improvement and cost reduction, and to measure improved
outcomes or reductions in the total cost of care.

All analytic work was completed by UnitedHealthcare, The
pared the operational and control cohort during the prepilot and
pilot time periods. Controls were obmained from the registry.

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

Payment Method

Service Type Episode Model Standard Model
Physician office visit FFS FFS

Chemotherapy administration FFS FFS

Chamotherapy medications ASP + 0% ASP + contracted %
Diagnostic radiclogy FFS FFS

Laboratory FFS FFS

Physician hospital care Episoda FFS

Hospice managemeant Episoda FFS or nona

‘Caso managemant Episoda MNone

Abbroviations: ASP, average salos price; FFS, foe-for-servico.

Gopyright © 2014 by Amesican Society of Glinical Oncology
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Table 3. Quality and Use Measures From the Episode Pay-
ment Program

Each clinical episode: Total cost of care
{19 saparats opfsadas) Emargancy room and hospitalization rates
Parantaral drug costs per apisode
Aggregaie Awverage drug cost per episode

Admissions for cancer symptoms
Admissions for treatment-related symptoms
Time to first progression for retapsed patients
No. of ines of therapy for relapsed patients
Hospice days for patients who died

Days from last chemotherapy to death

Casts in the last 30 days of ife

Survival from date of condition enroliment
{relapsed patients only)

Cost per admission and length of stay
Diagnostic radiclogy usa

Laboratory service usa

Durable medical aquipmeant use
Surgical services, usa and cost
Fabrile neutropenia cccurrance rate

‘Granulocyte colony-stimulating factor
usage rate

Erythropostin usa

NOTE. All medical groups were identified in the results reporting.

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

The primary metric of the pilot was total medical cost per epi-
sode of carc, which excluded retail pharmacy claims. The estimated
sample size to demonstrate a 10% cffoct was 400 obscrvations. The
secondary metric, chemotherapy drug cost (CDC), measured the
cost of chemotherapy medications using the average sales price for
all observations. The results for both measures were determined
using the aggregate of all of the 19 cpisode categories.

The total medical cost was modcled as a function of the
cpisode payment condition, age, and scx using a lincar regres-
sion technique. The model included terms that indicated
whether the observations were from the cpisode medical groups
or controls and whether the observations were from the prepilor
period or the pilot period. An interaction term between treat-
ment group and time period was included and was the key term
used to interpret the success of the program. The savings csti-
mate of the pilot program was derived from the log-transformed
regression model of total medical cost per episode.

Results

There were 1,024 paticnts cnrolled in the cpisode program
d‘lrough the end of 2012. Of these, 810 pati:nts were used in
the analysis. Patients were incligible if they had not completed a
treatment cpisode by year end 2012 (n = 210), did not incur

Copyright € 2014 by American Society of Clinical Oncology

any medical cost in the analytic time window (n = 3), or had an
incorrect episode assignment (n = 1). Any differences in the
paticnt mix, as w(ll as diﬂ—cmnccs irl ba.s(linc Pcrrormm“, WCrc
accounttd For in rtgrtssion mod(ling.

Thl: Prcdict:d &c—{or—scwlc: total Ccost For thc CP].SOdCS [ g
hort was $98,121,388, bur the actual total medical cost for this
cohort was 564,760,116, representing 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 increasc in spending
of $13,459,913. In a subsct analysis, the control group was
limited to 50 medical groups that contributed at lcast 70 pa-
episode medical group. There was no difference in the results
using this smaller control population.

Thc Stud}' was not Powcrtd to dctcminc th( Cxpcnsts thﬂt
therapeuric radiclogy usage for the cpisode arm.

Most quality outcomes had insufficient numbers for staris-
tical analysis. Kaplan-Meier survival curves were monitored for
all Pati(nrs with mttastatic discas& Lung cancecr Suwivors WCrc
thc Only mluablc subgroup. md th:r: was no Slgniﬁcant sur-
Vival dlﬂ—crcncc b:twc:n thc Cpisodc and rtgistry Paticnts. HOS—
pitalization rates showed that one medical group was an outlier
for all cancer types. The group learned that follow-up appoint-
ments to their clinic were scheduled for several weeks after the
initllal I‘Iospital dischar’gt, aus'lng ﬁ'cqucnt rtﬂd.rnissions For th(
hours of discharge, and their hospitalization rates have de-
creased to peer levels. Overall, multiple quality measures were
monitored, and none of them provided an carly signal that
quality of carc was different than controls.

Discussion

This program had two objectives. The primary objective was to
decreasc the total medical cost by using aligned financial incen-
tives supported by actionable use and quality information. This
goal was met, as demonstrated by a 34% reduction of the pre-
dicted total medical cost. The secondary objective was to re-
move the linkage between drug selection and medical oncology
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 study was detcction of a 10% change in the total
medical costs for the aggregate group. Subsct analyses confirmed
statistically valid decreases in hospitalization and usage of therapeu-
tc radiology, burt it is not possible to make a staustically valid
quantification of the savings. The study used two interventions—
financial incentives and data sharing—to change behavior. Itisnot
possible to determine the relative effect of cach incentive, but thisis
an important question to answer in future studies.

The five groups met twice during the study period to review
and analyze more than 60 measures of cost, quality, and use.
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They had not been exposed to performance data about their
practice from any source before joining this project. This mea-
surement may have been the stimulus to improve results. This
phenomena, known as the Hawthorne cffect, is defined as, “the
stimulation to output or accomplishment that results from the
mere fact of being under observation.”® During the mectings,
the group leaders 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
diffcrent care decisions by the participating physicians.

Larger medical oncology groups like thosc in this study may
have more sophisticated internal resources than smaller groups.
For example, larger groups could allow their physicians to focus
on specific cancers or they can augment their clectronic medical
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 tcam. Anccdotally, the ability to improve
specific performance issues was mixed. The group with high hos-
pitalization ratcs discussed above is an cxample of a successful in-
tervendon. The use of diagnostic radiology was more problemare.
The analyscs demonstrated a four-fold variation in the usc of diag-
nostic radiology procedures during the 4-month cpisode for met-
astatic discase in all three cancer types. The physician leaders for the
medical groups were unable to obtain conscnsus about defined
intervals for radiclogical evaluation of metastartic discase.

Collaboration was an cssential clement to the success of the
pilot. The data for the project were available to all participants.
Variation was cxplicitly discussed 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 cxccutive, nursing staff, and payer statf. We belicve that col-
laboration was an cssential clement to obtaining the resulte.

The increased CDC was not expected. The episode payment
program contains scveral incentives for decreased chemothera-
py costs. First, if the sclection for a chemotherapy regimen
yielded a lower drug margin than the UnitedHealthcare na-
tional average for the cpisode, the group's cpisode payment was
raised to the narional average, providing an incentive to sclect
low-cost rcgimens when appropriate. Sccond, the oncology
practices did not realize any gains by switching to higher priced
drugs. Third, the metastatic episode payments continued every
4 months cven if the patient was no longer recciving chemo-
therapy. This policy was intended to compensate the oncologist
for the additional work of palliative care. All of these incentives
encouraged lower drug expenscs.

Can this pilot be gencralized? The operational work for this
project was substantial. Early identification of the paticnts was
essential to ensure the correct treatment regimen and to explain the
unusual claim payments. Claims had to be adjusted by both the
payer and the physician’s office to conform to the cpisode pay-
ment methods. Claim adjudication was done manually for the

JournaL oF OncoLoGY PRACTICE

s|amc rcason. Th: work loﬂd (cquir:d d:dicatcd tim: ﬂnd rc-
sources for both payer and medical groups. However, auroma-
tion OFCnrollmcnt and Claims Paymcnt 15 Possiblc and Css:ntial
o Furthcl' g:ncra]izﬂtion-

The episode payment project yiclded significant savings for the
quality outcomes or toxicity. This study challenges the assumption
that any reduction of resources results in worse outcomes for can-
oCr. Fu.l‘d‘lc(, d_lls approacl‘l auow:d mh mcd.ical grclup o Sctk d-lc
solutions that worked best for their environment. Although the
pilot should be replicated to answer the questions about gencral-
for furure generations can be reduced withour sacrificing qualiry.

Acknowledgment

We thank the following oncology medical group parficipants: Scoft
Parker, Norfhwest Georgia COncology, Aflanta, GA; Bamy Russo,
Tammy Chambers, Center for Cancer and Blood Disorders, Fort Worth,
TX; Marcus Meubauer, MD, John Hennessy, Kansas University, Kansas
City, KS; Charfes Bane, MD, Josh Cox, Robert Baird, Dayton Physi-
cians, Dayton, OH; Lee Schwarfzberg, MD, Jamie Chandler, \West
Giinic, Memphis, TIN; Leonard Kalman, MD, Maggy Pons, Advanced
Medical Specialties, Miami, FL.

A D of Conflicts of Interest

Although all authors completed the disclosure declaration, the following
author(s) andfor an author's immediate family member(s) indicated a
fimancial or other interest that is relevant to the subject matter under
consideration in this article. Certain relationships marked with a “lU™ are
those for which no compensation was received; those relationships
marked with a "C" were compensated. For a detailed description of the
disclosure categories, or for more information about ASCO's conflict of
interest policy. please refer to the Author Disclosure Declaration and the
Disciosures of Potential Conflicts of Interest section in Information for
Contributors.

Empic or L Position: Les N. Newcomer, United-
Healthcare (C); Sheila A. Donelan, UnitedHealthcare (C); Monica Per-
kins, UnitedHealthcare (C) Consultant or Advisory Role: Mone
Stock Ownership: Les N. Newcomer, UnitedHealthcare; Sheila A
Donelan, United Health Group; Monica Perkins, UnitedHealth Group
Honoraria: Mone Research Funding: Mone Expert Testimony:
Mone Patents, Royalties, and Licenses: Mone Other Remunera-
tion: None

Author Coniributions
Conception and design: Lee N. Newcomer, Bruce Gould, Ray D.
Pags, Sheila A. Donelan, Monica Perking

Collection and assembly of data: All authors

Data analysis and interpretation: Lee M. Newcomer, Sheila A.
Donelan, Monica Perkins

Manuscript writing: All authors
Final approval of manuscript: All authors

Cormesponding author: Lee N. Newcomer, MD, UnitedHealthcare,
9700 Heaith Care Lane, Mai Route MNOT7-W700, Minnetonka, MN
55343; e-mail: Lee_newcomer@uhc.com.

DOl: 10.1200/J0P.2014.001 488; published online ahead of print
at jop.ascopubs.org on July 8, 2014

Gopyright © 2014 by Amesican Sodiety of Glinical Oncology

woy papecumeg

TR

NP UD JaWoIman aa

‘panasal syl |y ﬁﬁﬁmo [0 jo Ayal

LAV LAV 'E0Z'9B) WOlY bLOZ '8




References

1. Young RA, DeVoe JE: Who will have health insurance in the future? An
updated projection. Am Fam Med 10:1566-162, 2012

2. Jacobson M, Earla CC, Price M, et al: How Madicare's pay cuts for
cancer chemotherapy drugs changed patterns of treatment. Health Aff (Milwood)
29:1394-1402, 2010

3. Bach PB, Mirkin J, Luke J: Episode-basad payment for cancer care: An

Copyright © 2014 by American Society of Clinical Oncology

opportunity for medicare to cut costs without hurling guality. Health Aff (Millweood)
30:1-10, 2011

4. Newcomer LN: Changing physician incentives for cancer care to reward better
patient outcomes instead of use of more costly drugs. Health Aff (Milleood)
31:780-785, 2012

5. Hawthome affect: htip:/Awww.memam-webster. comydictionany/Hawthomeafiact

jop.ascopubs.org

WBuAdon

A | ! UBO!-BUJH 7L0Z %
L2V 121802861 wol) #L0Z '8 Anp ud Jewucamap @a7 Aq Bio sqndoase’dal Woy papeojumog

paniasal Bl |y ABojoauQ (B3N JO KBl

10



COME HOME®™ B.
H B

Innovative Oncology Business Solutions, Inc. [ ]

The COME HOME Program — External Evaluation,
Evolving Outcomes

September 2015
Barbara McAneny, MD

Wi, Comenhomeprnod ram. com

Pre-Post Difference-in-Differences Analysis

* Comparing utilization and
cost outcomes for patients
at COME HOME practices

" Introductian af

before and after E;”gfrf o
introduction of the new
model to those observed _
for matched patients from Il .
non-COME HOME practices | -
P . 'E‘”‘H,_ Eﬁ%

* Normalized to patients’
utilization pre-intervention
(i.e. pre cancer diagnosis).

* Includes Data for 50% of
evaluation period, through Pe Post
December 2014.
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Patient Characteristics

Number of Pts 3488 3488 Demographic

Cancer Type < B5 Y5 9.3% 9.3%
Breast 42.3% 42.3% 65— Tdyrs 49.6% S0.0%
Colorectal 13.2% 13.2% 75— Bdyrs 31.3% 31.1%
Lung 25.6% 25.6% = B5 yrs 10.0% 9.6%
Other 18 9% 18 9% White Q. 0% £29.6%
Cancer T« Female 63.1% 63.1%
Surgery 48.49% 49.8% Dually Eligible** 15.7% 13.7%
Radiation 31.9% 32.5% Comaorbidity and Disability

Chemotherapy 58.1% 58.9% HCC* Score (SD) 2.61(2.29) 262 (2.35)
Severity Disability 16.5% 16.6%

% Metastatic 33.4% 33.9% Utilization and Cost in Prior Year
Medicare Cost 17,101 16,644
*HCC: Heirarchical Condition Categories o T - -
L 23 p"u.uﬁ
***p{ﬂ_ﬂ1 ED Wisits,1000*** B36 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 Past-Intervention Difference In
Differences
[95% 1)

Hospitalizations per 1,000  CH patients have 3 CH patients have 10 -7 (-3, 3)

Patients fewer than controls fewrer than

controls**
ED Visits per 1,000 CH patients have 17 CH patients have 11 -6 [-16, 3
Patients more than controls more than

controls**

30-day Readmissions per CH patients have 10 CH patients have 23 -33 (-66, -1)**
1,000 Patients Hospltalized more than controls fewer than controls

ACS Hospitalizations per CH patients CH patients have 3 -3 (-7, 0.4)
1,000 Patients approximatelyequal  fewer than controls
to controls
Total Cast of Care par CH patients 5167 CH patients 5135 -5306 (-938, 227)
Patient higher than controls  lower than controls
.*.p{u.u" . *.p{U.UE; *pqﬂl-‘ inmoreative li::ll‘rl:l:ﬂug'\mI Business Solutions, Ino -‘

* 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
COME HDME|-|-_|
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