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A Short Quiz About

\CHQIR
the U.S. Economy

QUESTION #1.:
In which U.S. industries
are the key employees told
that at the end of the yearr,
they can expect to receive
a 25% pay cut
regardless of how well
t heyove perfor med?
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Medicare SGR Is a Big Problem,

\CHQIR
But So Is Lack of Annual Updates
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\CHQIR

A Short Quiz About
the U.S. Economy

QUESTION #2:
In which U.S. industries
are businesses forced to sell
their products and services
through an intermediary
who demands large discounts
from the supplier
but then marks up those prices
to the consumer by 18-25%7?
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AcHam We Spend As Much on Health
~Insurance Admin/Profit as on Drugs

Private Health Insurance Spending in U.S., 2012 (Millions)
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\CHQRFA Lot of a Phys]
Costs of Dealing with Health Plans

Private Health Insurance Spending in U.S., 2012 (Millions)
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A Short Quiz About

\CHQIR
the U.S. Economy

QUESTION #3:

In which U.S. industries
can one set of employees
only get a raise if other
employees take a pay cut,
even when the business is
performing well?
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The SGR Pits Physicians

\CHOR i
Against Each Other

A
PhyS|C|an Payments Capped by the Sustainable Growth Rate
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\CHQR

Most Medicare Spending
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All Physicians Should Benefit By

\CHQIR
Lowering Other Medicare Spending
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A Short Quiz About

\CHOR
the U.S. Economy

QUESTION #4:
Who is to blame for
the way physicians

are paid and
micromanaged?
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A Short Quiz About
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Who is to blame for
the way physicians
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© 2009-2014 Center for Healthcare Quality and Payment Reform www.CHQPR.org 16



\“x The Blame Rests With Physicians

APhysicians havenodot defined sc
costs without rationing

A Physicians are seen as the drivers of higher costs

APhysicians havenodot defined pe
lower-cost, higher-quality care and maintain financial viability
for physician practices

APhysicians areno6t organized t
high-value population health care to purchasers and patients
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The Sorry State of

\CHQR |
American Healthcare

TODAY

High
Healthcare
Costs

Mediocre
Quality

Overworked,
Unhappy
Physicians

Loss of
Independent
Practices

Purchaser-
Provider
Price Wars

Patients
as Pawns

© 2009-2014 Center for Healthcare Quality and Payment Reform www.CHQPR.org 18



Our Goal Should Be More

\CHQR
Than the nTri
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\eax - Are CAPG Groups the Leaders?
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CAPG Groups Ar

\CHQR
Enough to Change Healthcare
TODAY FUTURE
High Healthy,
Healthcare Productive
Costs Citizens
Mediocre Affordable,
Quality High Quality
Healthcare
Overworked, o
Unhappy Physician
Physicians Satlsfac(j:tlon
an
Loss of Independence
Independent
Practices Purchaser-
Provider
Purchaser- Partnerships
Provider _ _
Price Wars Financially
_ Viable
Patients Physicians &
as Pawns ospitals

© 2009-2014 Center for Healthcare Quality and Payment Reform www.CHQPR.org

21



And Some Providers in Other

\CHOR
States Are Moving Faster
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\CHQIR

Four Things CAPG Groups
Need for Greater Success

CAPG
Groups
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\CHQIR

#1: Improve the Way
Physicians Are Paid
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Groups

P
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Physicians
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\CHQIR

#2: Develop Stronger
Partnerships With Hospitals
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#3:. Stop Relying on HMO Plans

\CHQR |
For Payment and Patient Control
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5 Cefntt%red_ CAPG | Part\?v(latrﬁﬂlps |
enefit Design
& Care Delivgry Groups | Hospitals

Patients

Hospitals

P mT/rrllfI\Ieé{eform
faoyr Physicians

"4

PCPs Specialists

© 2009-2014 Center for Healthcare Quality and Payment Reform www.CHQPR.org 26



#4: Partner With Your Other

PCPs

Specialists

\CHQIR
Real Customers: Employers
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\CHQIR
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Everybody Agrees FFS Is Bad,

\CHQIR h
But Mo s Really knovoWhy

Health Plan

Physicians




Is FFS an Addiction of Physicians

\CHOR :
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Health Plans Cut Fees In Order to

\cram T \
NManage Careo (C

Health Plan

<§are Mgt/UE>

Physicians




\CHOR The Real Problem: FFS Creates
~ Barriers to the Care Patients Need

Health Plan

Care Mgt/UR
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The Real Problem: FFS Creates

\CHOR _ .
Barriers to the Care Patients Need .
Health Plan FII__EA)((:IEI(L)II':I'Y

ANo payment for
Care Mgt/UR phone calls or emails

with patients

ANo payment to
coordinate care
among providers

ANo payment for non-
physician support
services to help
patients with self-
management

ANo flexibility to shift
resources across
silos

Physicians
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\CHQR

The Real Problem: FFS Creates

Barriers to the Care Patients Need

Health Plan

Care Mgt/UR

Physicians

LACK OF
FLEXIBILITY

ANo payment for
phone calls or emails
with patients

ANo payment to
coordinate care
among providers

ANo payment for non-
physician support
services to help
patients with self-
management

ANo flexibility to shift
resources across
silos

PENALTY FOR
QUALITY/EFFICIENCY

ALower revenues if
patients
frequent office visits

don

ALower revenues for
performing fewer tests
and procedures

ALower revenues if
Infections and
complications are
prevented instead of
treated

ANo revenue at all if
patients stay healthy
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So How Are Payers

\cHam N
Fixing These Problems?

Health Plan

Care Mgt/UR

FFS

ANo payment for

serwces that will
benefit patients

A _ower revenues
from reducing
avoidable coSts

Physicians
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Most nPayme o nK

Acram . .
Really Fix The Problems with FFS
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Physicians
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\CHQR

CAPG Groups to the Rescue!
Payment From Plans is NOT FFS
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CAPG Groups Do Care Mgt/UR

FFS

ANo payment for

serwces that will

benefit patients

A _ower revenues
from reducing
avoidable coSts

Physicians

\CHQR
Instead of Health Plans!
Health Plan Health Plan
Care Mgt/UR __
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g Care Mgt/UR
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,\\CHQRRThen CAPG Gr oup:
“FFS (ARVUsoO) +
Health Plan Health Plan
Care Mgt/UR oL
P4AP/PMPM/SS

FES | CAPG Group
ANo payment for  IFS Care Mgt/UR

serwces that will
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from reducing
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P4P/Surplus

FFS

Physicians Physicians
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So EVERYBODY Is Still Paying

\cHam - )
Physicians Fee for Service
Health Plan Health Plan
Care Mgt/UR
Capitation
P4P/PMPM/SS

FFS CAPG Group

ANo payment for Care Mgt/UR

serwces that will
benefit patients

P4P/Surplus

A _ower revenues
from reducing
avoidable coSts

FFS

Physicians
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What Would
NTrueo Payment
Look Like?



Example: Oncology



\CHQR

What Takes the Time/Expertise
of an Oncology Practice?
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What Generates Revenues for

NCHQR _
an Oncology Practice?

Typical Medicare Payments for 6 Month Adjuvant Chemotherapy
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WCHOR

Mismatch Between Revenues
and Patient Care in Oncology
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Condition-Based Payment Being

\CHQR
Developed for Oncology by ASCO

Patient [[—_ [ ~~r———F—~—~C~~7~~71 IFor More Complex Pts
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\CHOR

Oncology Payment Today: VisIts,
‘Infusions, Drugs; No Accountability

Oncology
Spending
Per
Patient

TODAY

ER/Hospital Admits

Testing & Surveillance

Supportive Drugs

No Accountabllity :

Oncolytic Drugs

Payment
to
Oncology

Markup on Drugs

Practice

Che_moth_eraBy
Administration Pmts

Billable E&M Visits

I Unbillable Services
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\CHQR

Oncology Payment Tomorrow:
Patient Centered Care

Oncology
Spending
Per
Patient

TODAY

ER/Hospital Admits

Testing & Surveillance

Supportive Drugs

Oncolytic Drugs

TOMORROW

Markup on Drugs

Che_moth_eraBy
Administration Pmts

Billable E&M Visits

Utilization/Cost Adjustments

Pathway Use Adjustments AYMENT Td
costot g mveioy——| ONCOLOGY

_ PRACTICE
aymerts o FOR

A Treatment PATIENT-
A Transition CENTERED
A Monitoring CARE

Unbillable Services
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\CHOR

Accountabllity for Avoidable
Oncology-Related Spending

Oncology
Spending
Per
Patient

TODAY

ER/Hospital Admits

Testing & Surveillance

Supportive Drugs

Oncolytic Drugs

Markup on Drugs

Che_moth_eraBy
Administration Pmts

Billable E&M Visits

TOMORROW
B
ospital Admits
[ Testing & Surveilllance PAYFI\Q)ERNTS
Supportive Drugs OTHER
SERVICES
LA
Oncolytic D
NCOMICDIUGS | T REATMENT
Utilization/Cost Adjustments
Pathway Use Adjustments AYMENT T
cestotoris venter—] ONCOLOGY
_ PRACTICE
Payments o FOR
A Tr%vz\alttm_ent PATIENT-
A Transition CENTERED
A Monitoring CARE

Unbillable Services
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Detailed Payment Design

\CHOR
for Oncology Payment Model

http://www.asco.org/advocacy/physician-payment-reform

THE AMERICAN SOCIETY OF CLINICAL ONCOLOGY

CONSOLIDATED
PAYMENTS FOR
ONCOLOGY CARE

Payment Reform to Support
Patient-Centered Care for Cancer

May 2014

ASCE

merican Society of Clinical Oncology
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Detailed Payment Design

\CHQIR
for Oncology Payment Model

http://www.asco.org/advocacy/physician-payment-reform

THE AMERICAN SOCIETY OF CLINICAL ONCOLOGY

CAPG Physician Groups

CONSOLIDATED Could Be Doing
PAYMENTS FOR Something Like This
ONCOLOGY CARE With the Flexibility
Patient-Centered Care fo Catcer Under Capitation
May 2014
ASCE
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\CHQIR

Detailed Payment Design

for Oncology Payment Model

THE AMERICAN SOCIETY OF CLINICAL ONCOLOGY

CONSOLIDATED
PAYMENTS FOR
ONCOLOGY CARE

Payment Reform to Support
Patient-Centered Care for Cancer

May 2014

ASCE

American Society of Clinical Oncology

http://www.asco.org/advocacy/physician-payment-reform

CAPG Physician Groups
Could Be Doing
Something Like This
With the Flexibility
Under Capitation

But Are You?
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Example: Primary Care
(and Specialty Neighborhood)



A Better Way to

\CHQR
Pay for Primary Care

Version 4.0 June 4, 2014
DRAFT - FOR DISCUSSION
SUPPORTING PATIENT-CENTERED PRIMARY CARE
IN WEST MICHIGAN
Changing Payment, Benefit Designs, and Care Delivery
to Achieve Higher Quality. Lower Cost Healthcare for Patients

Preface 2

L How a Primary Care Practice Would Deliver Patient-Centered Primary Car

II. How a Primary Care Practice Would Be Paid for Patient-Centered Primary Care........ y
II. How Specialists Would Be Paid ro Support Patient-Centered Primary Care....coivmin 9 E I I l p I O y e r S C ar e

IV.  How Patients Would Use and Benefit From Patient-Centered Primary Care ... 10 We S t P h y S I C I an S

A Advantages for Patients of Patient-Centered Primary Care............coovicinncne. 10

B. Responsibilities of Patients to Support Patient-Centered Primary Care ... 10 M i C h i a n
C. Changes in Cost-Sharing Requirements for Patients .. S —t g
D. Methods by Which Employers Can Encourage Use of Patient-Centered Pruna:y Care 12

, , - Payment |«
V. How Employers Would Benefit from Patient-Centered Primary Care.......
VI. How a Primary Care Practice Would Benefit from Patient-Cenrered Primary Care D e S I n
Payment. 17

VII. How Patient-Centered Primary Care Payment Would Be Implemented in a Claims
Payment System 18 . O r g r O u p
VIII. How a Common Appmacll 0] Pmem Centered Primary Care Payment Would Be U n I n S 1 | 1 t
eyt ons " { Specialists

A Agreeing on a Common Structure and Standards for Payment ...l 20

B. Using a Community-Wide System for Measurement and Performance Evaluation ... 21

IN. How Patient-Centered Primary Care Payment Would Differ From Fee-for-Service
Payment, Capitation Payment, and Other Primary Care Medical Home Payment Systems22

A Differences from Fee for Service and Traditional Capitation » H e al t h

B. Differences from Other Payment Reforms for Primary Care ... 24
X FAQ: How a Patient-Centered Primary Care Payment and Delivery System Would Work P I a n S
in Specific Situations 26

& Alliance for Health, Michigan Cantar for Clinscal Systems Improvement, Cantes for Healtheare Qualty and Payment Reform
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Current Payment

\CHQIR |
for Primary Care
CURRENT ' PRIMARY CARE !
PAYMENT |
[Payer]
i Payer i
i Payer i

________________________
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Current Payment

\CHQR
for Primary Care
CURRENT " PRIMARY CARE
PAYMENT Tests & Procedures for

Preventive Services

Office Visits for
Preventive Services

________________________
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Current Payment

\CHQR
for Primary Care
CURRENT " PRIMARY CARE
PAYMENT Tests & Procedures for

Preventive Services

Office Visits for
Preventive Services

Office Visits for
Chronic Disease Issues

[ Tests & Procedures for
Chronic Disease Mgt

________________________
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Current Payment

\CHQR
for Primary Care
CURRENT " PRIMARY CARE
PAYMENT Tests & Procedures for

Preventive Services

Office Visits for
Preventive Services

Office Visits for
Chronic Disease Issues

[ Tests & Procedures for
Chronic Disease Mgt

Ofttice Visits for
Acute Issues

Tests & Procedures for
Acute Issues
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Current Non-Payment

\CHQR
for Primary Care
CURRENT " PRIMARY CARE
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Preventive Services

Office Visits for
Preventive Services

Outreach Calls for

Preventive Services

"Proactive Care Mgt for
Chronic Disease

Office Visits for
Chronic Disease Issues

[ Tests & Procedures for
Chronic Disease Mgt
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What Is Not Paid For Is Exactly

\CHQPR A _
Wh a tNeesled to Improve Quality
CURRENT T PRIMARY CARE
PAYMENT Tests & Procedures for

Preventive Services

Office Visits for
Preventive Services

No[” OutreachCalfor - ]~~~ """ T T T T T |
PAYMENTL Preventive Services 1  preventive Care Ouality |

_________________ =

NO | Proactive Care Mgt for ! Chronic Disease Mgt Quality

1
|
1
|
: PAYMENT(__ Chronic Disease _ + _ _ _ _ _ _ _ _ _ _ __ |
: Office Visits for
Payer|, Chronic Disease Issues

[ Tests & Procedures for
Chronic Disease Mgt

Ofttice Visits for
Acute Issues

Tests & Procedures for
Acute Issues
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\cHom A Better Approach: Flexible
~ Payment Instead of E&M Payment

'+ PRIMARY CARE i PROPOSED

Tests & Procedures for PAYMENT
Preventive Services

Office Visits for
Preventive Services

Outreach Calls for  BEIVEESTTV D U ettt
Preventive Services Mggtrrély : Payer i

H |
Proactive Care Mgt for P%gqraery : :
Chronic Disease Services Payer|!

|
Office Visits for Payment ! :
Chronic Disease Issues '|Payer :

T = (7
Tests & Procedures for |t c@

Chronic Disease Mgt <
Office Visits for c,?« o
Acute Issues AN

Tests & Procedures for OQ
Acute Issues
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Size of Monthly Payment Should

Differ Based on Patient Health

Q

C

Q

©

o

©

Ry

Still g

Larger N

Payment .

for O

Larger Subset =

Subset of ﬁgtéﬁ?rfé ;

Patients e ©

Needing o

More More -

Small Pa¥ment for Proactive Proactive f=)
Large # of Patients Care Care T

SIZE OF MONTHLY PER-PATIENT PAYMENT

No Chronic Disease One Chronic Disease Two Chronic Diseases Complex and
and _ or or One Chronic Dis. High-Risk
No Major Risk Factors Major Risk Factors and Major Risk Factors Patients

PATIENT HEALTH ISSUES
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A Better Benefit Design

\CHQR _
For Patients
' PRIMARY CARE !
. ! PROPOSED
BENEFIT DESIGN Tests & Procedures for PAYMENT

APatient enrolls as

a nNmember|c

primary care
practice, but has

no restrictions on
Outreach Calls for  FEIVEESTIV D U ettt
other care Preventive Services Manthly [Payer
. : |
APatient has no Proactive Care Mgt for P%gwraery !
copays for visits Chronic Disease Services Payer
related to either : " Pavment ;

: Office Visits for y !
preventive care or rmice |
chronic disease Chronic Disease Issues '|Payer

; - . Z A
care from this Tests & Procedures for |,—~ot 3
practice Chronic Disease Mgt |~ © o
APatient only pays Office Visits for &
cost-sharing for Acute Issues «Qe'
acute issues Tests & Procedures for v ¢°
Acute Issues

Preventive Services

Office Visits for
Preventive Services
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Better Payment

W\CHQR . :
Nei ghborhoodo (

'+ PRIMARY CARE i PROPOSED

Tests & Procedures for PAYMENT
Preventive Services

SPECIALIST PMT

APayments for
telephone calls &
emails for PCP
consults with

Office Visits for
Preventive Services
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Accountabllity for Spending and

\CHQR |
Quality That PCPs Can Control

'+ PRIMARY CARE i PROPOSED

Tests & Procedures for PAYMENT
Preventive Services

ACCOUNTABILITY

AMonthly payment
would be adjusted
up or down based
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Office Visits for
Preventive Services

avoidable
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U Quality - Primar '
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U High-tech X
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Tests & Procedures for OQ
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This Is Different Than

\CHQPR
Current PCMH Programs
Current PCMH Model NEW MODEL
P4P/Shared Savings  Tests & Procedures for

Acute Issues

Office Visits for
Acute Issues

[ Tests & Procedures for
Chronic Disease Mgt

Tests & Procedures for

Preventive Services Tests & Procedures for
Office VSIS Tor Preventive Services
Preventive Services
Office Visits for
Chronic Disease Issues
Tests & Procedures for
Chronic Disease Mgt Core Primary Care
Office VisIts for Services Payment

Acute Issues

[ Tests & Procedures for
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\CHQR
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ffer

PCP Capitation Programs

Current PCMH Model

P4P/Shared Savings

Tests & Procedures for
Preventive Services

NEW MODEL

[ Tests & Procedures for
Acute Issues

PCP Capitation

Office Visits for
Acute Issues

[ Tests & Procedures for
Chronic Disease Mgt

Office Visits for
Preventive Services

Tests & Procedures for
Preventive Services

Office Visits for
Chronic Disease Issues

Tests & Procedures for
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Core Primary Care

Services Payment

P4P

Primary Care
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WCHOR

t 0 s

Better

Current PCMH or Capitation

Current PCMH Model

(PARTIAL CAPITATION)

NEW MODEL

A Most practice
revenue still
comes from
office visits

A Fewer office
visits = lower
revenue, even
with PMPM

A Patient still
discouraged
from office visits
by copays

A Patients must be
attributed based
on claims

A PCP practice
receives
Predlctable,
lexible payment
for patient mgt

A Higher payment
for patients with
greater needs

A Employer only
pays more if
patient needs or
receives more
services

A Patient enrolls
only for prev. &
chronic care

PCP Capitation

A No incentive for
PCP practice to
see patient for
acute needs

A Payment is the
same for patients
with high needs
as low needs

A Employer is

paying even Iif

atient needs
ew services

A Patients must
enroll for all
services
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CAPG Physician Groups
Could Be Doing
Something Like This
With the Flexibility
Under Capitation
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Those Are SOME Examples of

\CHQIR
True Payment Reform

CAPG
Groups

P mT;[m%I%eform
faoyr Physicians

PCPs Specialists
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Due to high
prostate-s
Is not cost
and Increa:
status Is e

Don’t
kidnef
equall

Administen|
and may b
should be

Avoid
hyper|

The use of
blood pres
such as acq

Don't]
n-v
Venous pref
and lower
subdavian
Intiation a

Don’t]
makir
The dedsio|
physicians
and hamms
Tor oider ad

American Society of Nephrology

o
o

.
ASN} e

I;n

M Foundation

Five Things Physicians
and Patients Should Question

American College of Radiology

RADIOLOGY

mortality among end-stage ren;
aific antigen (PSA) and Pap smd
frective and does not Improve 5
d stress. &n Individualized appy
uired.

administer eryt
disease (CKD)|
to 10 g/dL with

g ESAs to CKD patients with th
hammful In comparison to a trea|
rescribed to maintain hemoglob|

nonsteroidal an
tension or hear{]

SAIDS, Including cyclo-oxygen
ure, make antihypertensive dry
gaminophen. tramadol or short-4

place peripherg
CKD patients wi
Fervation Is critical for stage -
tient mortality, versus grafis of|
feln punciure can cause venous|

may avoid unnecessary PICC |

initiate chronic
g process betw

to Initiate chronic dialysts shoul
Iiis process Includes eliciiing In
f dialysis within the context of thy
its with a high burden of comorty

and Patients Sh

J disease (ESRD) patients, routine cancer screening—inciuding mammogriaphy. colonoscopy,

brs—in dialysis pati nth Iimited Iife expectancy, such as those who afe not transplant candidates,
rvival. False-pos s can cause ham: unnecessary procedures, ovrtreatment, misdiagnosis
creening Incorporating patients’ cancer risk factors, expdcled survival and transplant

hropoiesis-stimulating agents (ESA}) to chronic
patients with hemoglobin levels grgater than or
put symptoms of anemia.

Iment regimen that delays ESA administration or sets relatively conservatfve targets (9-11
I at the lowest level that both mimmizes transfusions and best meets indwidual patient neads.

ti-inflammatory drugs (NSAIDS) in individuals with
failure or CKD of all causes, including diabetes.

se type 2 [COX-2) Inbibitars, for the phammacological reatment of musfuloskeletal pain can elevate
s less effective, cause fluld retention and worsen kidney function in these Individuals. Other agents
rm use of narcotic analgesics may be safer than and as effective as NS4IDs.

Ily inserted central catheters (PICC} in stage
thout consulting nephrology.
CKD patients. Arteriovenous fistulas (AVF) are est hemodialysis accpss, with fewer complications
/8 ¥enous punciure damay estroying potentthl AVF sites. PICC lines and

tral vein stenosts. Early nephrolagy consultation Increfises AVF use at hemodialysts
s of centraliperipheral vein puncure.

dialysis without ensuring a shared flecision-

leen patients, their families, and thelir physicians.
be part of an shared decision-malking proc pagents. thair familias, and their
Jvicual patient goals and preferences and providing information on prognodls and expected benefits

s goals and preferences. Limited abservational data suggest that sunivafmay not difer substantally
ity who Initiate chronic diallysts versus those managed consenatively.

goal of normalizing hemoglobin levels has no demon: vival o it

Imaging heady
patients with

in many settin
that do not Imj

Don’ti
or high
While deep
specific risk fa}
has limited val
exclude PE on}

Avoid

with un
Performing roj
the history an
reasonable if
age 70 wha h

Don't g

an opti
Although €T
Since ultrasou
of the ultraso
accuracy, with)

Don'tr
adnexq
Simple cysts af
common, and
uitrasound In

s athreshold|

appendicitis in children until after ultrasound h{

che patlents ahsent specific risk factors for siructual disease Is not likely to changd
significant likelihood of structural disease reguiring immediate atiention are detecl
<. Many studies and clinical practice guidelines concur. &lso, Incidental findings leay
rove patient well-being.

mage for suspected pulmonary embolisn|
pre-test probability of PE.

n thrombosts (DVT) and PE are relatively common clinically, they are rare In the abs

Hors._ Imaging, particularly computed tomagraghy (CT) pulmonary analography, Is a
/@ In patients who are very uniikely, based on serum and cinical criterta, to have sig

ly for such patients, not for patients with low pre-tost probability of PE.

dmission or preoperative chest x-rays fo
remarkable history and physical exam.

ftine admission of preoperative chest x-rays 15 not recommended for ambulatory paf
or piysical examination findings. Only 2 percent of such Images lead to a change |

cute cardlopulmonary disease Is suspected or there Is a history of chronic stable ca
5 not had chest radiography within six months

o computed tomography (CT) for the evg

lon.

accurate In the evaluation of suspected appendicitis in the pediatric population, ult
d will reduce radiation exposure, ultrasound I the preferred initial consideration fe
Ind exam are equivocal, 1t may be followed by CT. This approach 1s cost-effective, res
reported sensitivity and specificity of 34 percent.

pcommend follow-up imaging for clinical|
| cysts.

d hemarthagic cysts in women of reproductive age are almost always physiologic. S}
finically Inconsequential. Ovarian cancer, while typically cystic, does not artse from i
jomen of reproductive age. don't recommend follow-up for a classic corpus luteum or
Jor simple cysts in postmenopausal women.

=WISG|Y . Five Thlngs Ph)-(sicians

A BIM Foun

buld Question

management or Improve outcome. Th
d by dlinical screens that have been
to addtional medical procedures an

(PE) without mod

nce of elevated blood d-Dimer levels
fapid, accurate and widely avallable te
hificant value. Imaging ks helpflto co

I ambulatory patie

jents without specific reasons suggesty
management. Obtalning a chest rad
Jdlopuimonary disease In a patient cid

luation of suspect
s been considered

sound Is nearly as good In experlenc
Imaging examination in children. f th
uces potential radiation nsks and has

y inconsequential

kil simple cysts In postmenapausal wor
2 benign appearing cysts. Afler a gaa
imple cyst <5 am in greatest diameter.

lidated
expenso

prate

Ind certain
i, but
Jfirm or

hts

d by
Jaraph 1s
rthan

pd
as

d hands.
resuits
wcellent

en are
quality
se fem

American Society of Nuclear Cardiology

lowing
art

ave a
ilar

asive
ents

rgaing
Teased
rdiac

edical
reduce

© 2009-2014 Center for Healthcare Quality and Payment Reform www.CHQPR.org



