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N\  Goal s of Todayo

A How to Eliminate the Federal Deficit

AHow t o Double Physici:
(While Reducing Healthcare Spending)

A How to Make Citizens Healthier, Wealthier,
and Happier
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Healthcare Spending Is the

Biggest Driver of Federal Deficits

Source:
CBO
Budget Outlook
August 2012
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Federal Cost Containment

\CHQPR . .
Policy Choices
Cut Services Cut Fees to
to Seniors? Providers?
N N
MEDICARE  _ SERVICES X FEES TO
SPENDING B TO SENIORS PROVIDERS
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| f | t 0s A Choil c

\CHQPR L .
Rate Cuts, Which is More Likely?
Cut Services Cut Fees to
to Seniors? Providers?
N N
MEDICARE  _ SERVICES X FEES TO
SPENDING B TO SENIORS PROVIDERS

N

Guess which one
theyoll try to
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N Medicare Payments to Physicians
~ Below Inflation for a Decade
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Past Solutions: Cost-Shifting

Hospital Payment-to-Cost Ratios
for Private Payers, Medicare, and Medicaid, 1988 17 2008
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Source: Avalere Health analysis of American Hospital Association Annual Survey data, 2008, for community hospitals.
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Cost-Shifting to Private Insurance
Makes Businesses Uncompetitive

Private
Public and Private Health Expenditures as a Health_care
Percentage of GDP, E?E?CS“ELGS
U.S. and Selected Countries, 2008 LT
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Source: Organisation for Economic Cooperation and Development (2010), "OECD Health Data", OECD Health Statistic{database)
Notes: Data from Australia and Japan are 2007 data. Figures for Canada, Norway and Switzerland, are OECD estimates. Numbers are PP adjusted.
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Busmesses Are Now Cost-Shifting

to Employees
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Health Care Costs Have

Wiped Out Real Income Gains
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Our National Leaders Will Figure
\CHQR
Out a Good Sol ut
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What We Need:
A Way to Reduce Costs
Without Rationing or Fee Cuts
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\\CHQQR

What We Need:
A Way to Reduce Costs
Without Rationing or Fee Cuts

| Canot Be Done f
It Has to Happen at the Local Level,
Where Health Care Is Delivered



\CHQR

What We Need:
A Way to Reduce Costs
Without Rationing or Fee Cuts

| t Canot Be Done f
It Has to Happen at the Local Level,
Where Health Care Is Delivered

And It Cannot Succeed Without
Physician Knowledge & Leadership
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Can It Be Done?
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\ram .Reducing Costs Without Rationing:
o Prevention and Wellnhess
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Reducmg Costs Without Rationing:

Avoiding Hospitalizations
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\ram .Reducing Costs Without Rationing:
~ Efficient, Successful Treatment
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Is Also Quality Improvement!

Reducmg Costs Without Rationing
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How Big Are the Opportunities?
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5-17% of Hospital Admissions
Are Potentially Preventable

Source:
AHRQ
HCUP
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More than a Million Preventable

CHQPR

e Errors & Adverse Events Annually
# Errors | Cost Per
Medical Error (2008) Error Total U.S. Cost

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

3 Adverse Events Every Minute

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

American Society of Neph

rology

---.:--f

American Academy of Allergy, Asthma & Immunology

= Choosin
.Wlsel

lhﬂ.ﬂmen(an Sumety of Clinichl Oncology (ASCO) is 2 medical professions!

and deliver

American Society of Clinical Oncology

ASCE

Efhannine

2Phancing

American Society of Nuclear Cardiology

American College of Radiology

= Choacine

American College of Physicians

& A BIM Fou

gy sociaty
care. ASCO recognizes the importance of evidence-based cancer care]

of pati

use and cinical value are not {upported by available evidence. These test and reatment options should
carefully considered if their usp is appropriate in the indiviual case. As an example, when a patient i en
may be part of the tral protocfl and therefore desmed necessary for the patient’s participation in the rial

ancer. dfter dareful ASCO highlights five cated

vatient

In-)li'm
fror

- Studies show tat cancer directed tretments are likely to be ineffective for solid tumor patie]
+ Exceptions inclfde patients with functional limitations due to oiher condiions resuting in 2 4
(2.9, mutationy that supgest a high likelihood of response to therapy

this approach shoukd be and sup

Don't perfprm PET, CT, and radionuclide bone scans ir

at low risk]for metastasis.

- Imaging with PYT, CT, or radionucide bone scans can be useful in the staging of specific can
evaluation of Iopy-risk cances jte a lack of evidence suggesting they improve detection)

- Evidence does f1ot support the use of these scans for staging of newly disgnosed low grade
antigen PSA) <}0 ngim, ieason score less than or equal to €) with low risk of distant metas

American Sociesy of Clinical Oneology

Five Things Physicians

and Patients Bhould Question

conquering cancer through research, education, prevention,

Jand making wise choices in the diagnosis and management

ories of tests, procedures andior treatments whase common
be administered unless the physician and patient have

led in a cinical trial these tests, treatments, and procedures

with the following characterist
Henc -
ing

hs who mest the above stated ariteriz.
fes pesformance status or these with disease characteristics

rive care.

the staging of early prostate cancer

e types. However, these tests are often used in the staging
Jof metastatic disease or sunvival.

arcinoma of the prostate (Stage Tie/T2a, prostats-specfic
is.

+ Unnecessary infaging can lead to harm through unnecessary invasive procegurs,

Don't perfprm PET, CT, and radionuclide bone scans inf

at low risk]for metastasis.

- Imaging with PYT, CT, or radionucids bone scans can be useful in the staging of speciic can
evaluation of Iopy-risk cancers, despile alack of evidence supgesting they improve detection)

+ Inbreast cancey. for axample, there is a lack of evidence demonstrating a benefitfor the use

indivicuals with{newly identiied ductal carcinoma in situ [DCIS), or cinical stage |or |l dissasp.

t, unnecessary

the staging of early breast cancer

Jer types. Howsver, these tests are often used in the staging
Jof metastatic disease or sunvival

f PET, CT, or radionucids bone scans in asymptomatic

- Unnecessary infaging can lead to ham through unnecessary invasive procedures,

biomarkers) or ima:
uals who have bq

Don't perfprm surveillance testing

bone scanf) for asymptomatic in.

curative ingent.

- Surveillance tedting with serum tumor markers or imaging has been shawn to have dinicsl v
cancer that with curafive intent. several studies bave shown there is no ber
tumar markers |n asympromatic patients.

invasve procadun E

L unnecessary
ng (PET, CT, and radionuclide
len treated for breast cancer with

iue for certain cancers (eg., colorsctsi). However for bresst
Jfit from routine imaging or serial mezsurement of serum

- False-positive tpsts can lead to ham

Don't use White cell stimulating factors for primary pre]
patients wjth less than 20 percent risk for this complic

- KSCO guidelingks recommend using white cel stimuating factors when the risk of febrile neu|
ragimen, is apgpmimately 20 percent and aqually effective. thatdomot

, Lnecessary . and misdiagnosis.

vention of febrile neutropenia for
htion.

ropenio, secondary to.a recommended chemoiherapy
ite el stimulating factors are unavailable

.+ Excestions shobies " bbb
forthis complication (due to age, medical history, or disease charadteristics)

Fi

For phar mco ogical treatment of
eflu a ERD), long-term
pump inhibitors or histamine2 rec
to the lo t effective dose need

The main identrflable nsk associated with reducing or discontinuing a
decision regarding the need for @and dosage of) maintenance therapy
of Ife rather than as a disease control measure.

Do not repeat colorectal cancer s
after a high-quality colonoscopy i

A sereening colonascopy every 10 years ks the recommended ntorval
years. Published studies indicate the nisk of cancer s low for 10 years
Therefare, following a high-quality colonoscopy with normal results th
nomal colonoscopy.

Do not repeat colonoscopy for at
have one or two small (< 1 cm) adq
grade dysplasia, completely remo

The timing of  follow-up survelliance colonoscopy should be determl
based (published) guidelines provide recommendations that patients:
‘survelllance colonoscopy five to 10 years afier Initial polypectomy. “T!
{such as prior colonoscopy findings, family history, and the preference

For a patient who is diaghosed wi
undergone a second endoscopy t
on biopsy, a follow-up surveillanc
performed in less than three year

In patients with Bamrett's esophagus without dysplasia (ceflular changy
‘exam the esophagus and check for dysplasia no more often than ever

For a patient with functional abdd
IIl criteria) computed tomography
unless there is a major change in

‘There Is a small. but measurable Increase In ona's cancer nsk from x-ray
— equivalent to three years of natural background radiation. Due to thi]
wihen they are likely to provide useful Information that changes patient {

American Gastroenterological Association

ve Things Physmlans
and Platients Should Question

patients with gastroesophageal

cid suppression therapy (proton
ceptor antagonists) should be titrated
d to achieve therapeutic goals

1d suppression therapy Is an increasad symptom burden. it follows that the
s dimven by the Impact of those residual symptoms on the patient’s qualty

reening (by any method) for 10 years
negative in average-risk individuals.

for aduits without Increased sk for colorectal cancer, baginning at age 50
fter a high-quality colonoscopy fails to detect neoplasia in this population.
next Interval for any colorectal screening should be 10 years following that
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ved via a high-quality colonoscopy.
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of the patient and judgment of the physician).”
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at confirms the absence of dysplasia
examination should not be

as per published guidelines.

¥s) the nisk of cancer s very low. In these patients, 1t 1s appropriate and safe to
thrae years because If theso cellular changes occur, thoy da so very slowly.
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