PRT Questions from first review of: The COPD and Asthma Monitoring Project (CAMP), submitted by
Pulmonary Medicine, Infectious Disease and Critical Care Consultants Medical Group Inc. of
Sacramento, California

Questions for Submitter

Questions about the provider network:

1. Please clarify the relationship of primary care providers to CAMP. How do primary care providers
share in the financial risks and incentives? How does CAMP share risk with the regional provider and
is this the same as the PCP? Do you plan on (and if so how exactly do you plan on) sharing
compensation (e.g., part of the $175 PBPM telemonitoring management fee) or two-sided risk
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payments with the “regional” providers?

We attempted to model something that involved PCPs and did not arrive at an option that was viable
before submission. At this time, we do not intend to share the financial risk with PCPs. Without
sufficient numbers of patients to normalize a cost distribution, this program is considered too high a risk
for individual PCPs to participate in. We propose both a shared compensation arrangement and a risk
sharing agreement to allow regional provider to manage patients in their respected regions and qualify
regional providers with an AAPM designation as in this setting a large enough cohort of patients can be
managed that will provide a more stable and predictable cost distribution curve.

2. By “regional providers,” do you mean the regular PCPs and specialists managing the patient before
CAMP got involved? Is there any hospital involvement in the “regional provider” network or
compensation plan?

The definition of regional providers will be specialists, Board eligible or certified in Pulmonary Medicine.
Depending on the regional provider’s employment relationship with a hospital or healthcare system it is
possible that hospitals will have a financial relationship with CAMP as a result of the regional provider’s
employment agreement.

3. Why is the Stark Safe Harbor exemption needed? What “kickbacks” are you concerned will be
triggered or necessitated in CAMP’s relationships to whom?

In our interpretation of the law, regional providers will be entering a financial relationship with an
outside entity (CAMP) and will be in a position of referring patient’s they already have a relationship
with. These regional providers may be seen as “self-referring” their patients to CAMP for financial gain.
By this logic, fees earned through their financial relationship with CAMP may be viewed as a “kickback”
even though the regional providers will be at risk for any losses incurred for the population of patient
they provide care for. This perception of how the law may be interpreted will act as a barrier in
recruiting regional providers for CAMP. If our interpretation of the law is incorrect than an exemption
from Stark will not be needed. We would, however request a review by the AG’s office for confirmation
as well as a written statement to that effect.

Questions about targeted patients:



4. Is there any distinction to be made in the model and its application regarding the severity of
symptoms of asthma and COPD or does the model aim to address anyone with multiple chronic
diseases who have any degree of these two illnesses? (There is a great deal of different between
chronic intermittent asthma and chronic persistent asthma with respect to treatment and outcomes
for example; or between someone with a spirometry FEV1/FVC ratio of 70% versus 30% for
example.)

As we could find no good data regarding the cost and distribution of Medicare Beneficiaries based upon
the severity of lung disease or the actual definition, based upon CPT codes, we abandoned this
methodology in establishing a benchmark for a risk sharing agreement. As there is excellent data
regarding the cost of care based upon the number of chronic conditions a Medicare Beneficiary has we
anticipate that the severity of lung disease will have a positive correlation with an increasing number of
chronic conditions. We intend to monitor and study this relationship.

5. The proposed Physician- Focused Payment Model (PFPM) discusses the service as being offered to
all Medicare beneficiaries with asthma and COPD irrespective of health care affiliation. Do you have
any experience with non-Medicare populations with this model?

We do not have any experience with CAMP as we have not been able to establish a payment model for
the service in a non-Medicare population with our local providers.

6. Couldn’t a very similar system be used for CHF? Would you be willing to engage in your proposed
model if it was broadened to include other patients such as those with CHF?

We have considered whether we would also use our model to manage other chronic disease states
other than COPD. Although it is likely that we will be in a position to manage other chronic disease
states in our population of COPD patients, we have concerns about the cost and increased complexity of
doing so during the pilot phase of the proposal. As we gain experience with the model, we will
determine whether we have the capability of such an expansion. We will specifically not expand the
program to include CHF at this time as we believe a risk sharing agreement to constitute too high a risk
using the CAMP model with CHF as the anchoring chronic condition. Our major concern is the dramatic
increase in the use of continuous infusion outpatient inotropes and Left Ventricular Assist devices for
the destination management of end stage CHF. With the popularity of these treatment strategies
increasing in our region we have concerns that our local cost will far exceed national costs.

Questions about care delivery:
7. How developed are the clinical algorithms proposed for use in the model? What are they based on?

Clinical algorithms have not yet been developed for but will be based upon a combination of the
breathlessness, cough and sputum score in combination with peak flow changes and change in
frequency of rescue inhaler use.

8. Given the offering of services irrespective of health care affiliation, how will information recorded in
the electronic health record be transmitted to regional PCPs that are on other EHRs?



For PCP with or without EHRs that do not directly communicate with the EHR used by CAMP,
information created by CAMP providers is documented into the CAMP EHR and immediately faxed to
providers upon completion of documentation. Quarterly and monthly reports will also be faxed to PCPs.

9. The proposal would use a centralized system for supporting patients and clinicians. Is such a system
replicable in other geographies? Please explain what you think a national network of such centers
might look like.

Once established and proven, we believe that a national network implementing CAMP will work well.
After the technology component of CAMP is established with proven results a national network will
probably be segregated into regions initially centered around population centers where a large enough
cohort of patients can be supported. For rural areas, we anticipate these areas will be covered as an
extension of population based hubs or alternatively as a geographic hub linked to a rural health
network. Other alternatives may include a large healthcare multi-hospital based system, taking into
account the need for individual state wide licensure and credentialing.

10. Telemonitoring works on a small sick subset of COPD patients. It would be helpful to better
understand how big that subset is using a claims based method to define the denominator. Can you
provide these data or suggest diagnosis codes that PTAC/CMS might use to estimate the size of key
group(s)?

Unfortunately, we could not find any good cost data based upon diagnostic codes to create a reasonable
risk sharing benchmark based upon CPT codes. If CMS has such data, with subsets of data that define
the Part A and Part B components of the cost data, we would be willing to look at a diagnosis based
payment proposal. As CMS has already provided incidence and cost data on beneficiaries with COPD
and Asthma with multiple chronic conditions we will accept the risk that the severity of COPD will
correlate to individuals with increasing numbers of chronic conditions.

11. Adherence to daily prompts in an app in an RCT setting is likely to be quite different from adherence
in a less motivated group. Do you have any estimates of the impact of adherence on the
effectiveness of the intervention?

Adherence will be closely monitored in our model. With the ability to flag patients who do not report in
on a regular basis we have built in text and phone interventions to explore why a patient is not reporting
his or her data. In our originating contract with each patient we will emphasize the goals of the program
to empower the patient to take greater responsibility of his health and give him the needed coaching
and guidance to make that patient successful. Incentives, such as discounted pricing on expensive
medications and no co-payment responsibility will enhance continuous patient interaction and
adherence.

12. The proposal only cites non-American study sources. Is there any information available with respect
to cultural differences in adherence that should be understood?



We are unaware of any specific cultural differences that require understanding. There have been other
telehealth studies centered around hypertension and diabetes management in the Unitized State that
have proven successful. One of our projected partners in this project, Twine Healthcare, provided the
technology interface for these studies. More information on Twine Healthcare can be viewed on their
web site https://www.twinehealth.com.

Questions about reimbursement and costs

13. Could you please explain the actual information and funds flow for payments starting with the
definition of the enrolled and how enrollment is communicated to CMS, when payments start, how
(under what circumstances) are patients disenrolled; and are all costs included in the risk?

We envision the establishment of 4 unique service codes to define our payment proposal.

The fist code, xxxx01 will be submitted to CMS upon abstaining a signed agreement from the Medicare
beneficiary to participate in the program. The date of this charge will define the start date for each
individual patient.

The second code, xxxx02 will be submitted on the 1* business day of each subsequent month as long as
the patient is enrolled in the program

The third code, xxxx03 will be submitted upon notification of the patient’s voluntary withdrawal from
the program, is lost to follow up or upon notification that the patient has expired.

Payment between submission of the 1* code and the initial submission of the 2" code will be prorated
to the first day of the month. Upon the patient’s expiration or withdrawal from the program a prorated
payment will be refunded to CMS.

A 4™ code, xxxx04 will be submitted for the cost of the peak flow device.

The cost for replacement mouth pieces will be included in the monthly fee as will the cost for any
replacement peek flow devices. This proposal included only Medicare Part A and Part B costs. Part D
costs were not included as we have no trending incidence or cost data to determine the impact of
adding Part D costs to the proposal.

14. Please indicate if the following explains the risk sharing component of the payment model and if
not, please correct our understanding of your proposal:
a. with no change in utilization, you expect the PBPM payment of $175 and the Medicare-
financed costs of the Peak Flow Meters to be distributed to enrolled patients to increase
Medicare spending by about 6% of baseline target spending;

This statement is correct.



b. If the CAMP intervention saves Medicare Parts A, B, and D less than 6% off the risk
adjusted baseline, then CAMP (however it distributes savings to its partners, if at all)
gets no share of the savings.

This statement is not correct. We did not include Part D costs into this proposal as there was no
published data that would allow us to evaluate risks associated with the incidence, total cost and
changes in Part D costs over time. As a result, we submitted this proposal under the assumption that
the risk sharing agreement would involve Part A and Part B costs only.

c. If the CAMP intervention saves 6% or more, up to 26%, CAMP (and its partners) would
get HALF of the savings above 6%. For example, if CAMP saved 7%, then CAMP would
get % of 1% as a shared savings amount.

This statement is correct.

d. If the CAMP intervention costs Medicare Parts A, B, and D, money, over and above the
“baseline target,” independent of the PBPM payment of $175 and the cost of the Peak
Flow Meters, then CAMP would pay Medicare % of the extra cost, up to 10% of baseline,
or up to % of the spending increase of up to 20%.

We intent to pay Medicare up to % of the spending increase of up to 20%.

e. incomputing the baseline risk adjusted target amount, you mentioned using a
combination of dual (Medicare plus Medicaid) enrollees’ + non-dual (Medicare only)
enrollees’ expenses, arrayed by the number of chronic conditions, 1 to 10, as the risk
adjusted target spending amount per enrollee, to aggregate into the breakeven point of
the shared savings calculation, once the number of chronic conditions of CAMP’s actual
enrollees were known. You would then use the entire universe of Medicare enrollees to
compute the per chronic condition number risk adjusted spending amount. Did you
intend for these targets per chronic condition spending amounts to be calculated
conditional on having COPD or Asthma diagnosis, or did you intend for your baseline to
be computed on the entire universe of Medicare enrollees?

Thank you for asking for clarification. We intend for the targets per chronic condition spending amounts
to be calculated conditions on having COPD or Asthma diagnosis in both the population of patients
managed by CAMP as well as the national comparison group, and not have CAMP compared to the
entire universe of Medicare enrollees.

15. The decrease in overall cost of care of Medicare patients enrolled is impressive, but doesn’t it
depend upon the criteria for enrollment with respect to disease severity?

To the extent that the number of chronic diseases correlate with disease severity of COPD and our
ability to limit ED visits and hospital admissions we will be successful in reducing the cost of care to
Medicare, where the proportionate cost of Part A spending increases as the number of chronic
conditions increase. Without the availability of cost data defined by disease severity we are unable to
answer this question.



16. Is the two-tailed risk-sharing model tied to meeting their 10%, 20%, and 30% goals or simply on a
more standard cost of care reduction?

This question was addressed in question 14.

17. The financial incentives are for “compliant” patients enrolled in the program. How is patient
compliance determined? What criteria will be used to determine compliance? Are there any barriers
to compliance that are discriminatory and should be taken into account?

We will be monitoring adherence to patient reporting of their peak flows and surveys as the primary
means of measuring compliance. Alerts designed to monitor for non-adherence to requested tasks will
be built into the technology. Non-adherence will trigger additional conversation and coaching between
CAMP and patients with the intent to further enable patient to be more self-aware of their underlying
disease and thus be more compliant as an end result.

18. How did you determine the fee for the Bluetooth Peak Flow Meter?

We based initial pricing of the Bluetooth Peak Flow Meter on European Pricing for the device we
anticipate using.

19. What is the relationship between the proposed PMPM and the cost of providing the management
services?

There is no current relationship established as we have yet to determine the cost of providing the
management services. The PMPM was determined using the Oncology AAPM model as a benchmark for
establishing a starting point.

20. What kind of “outside investment” help is involved in the project’s funding? Is it the device company
or the pharma company that is already selected as a partner? Do you have a letter of commitment
from them?

Until we obtain confirmation of our proposal’s acceptance we have not initiated any agreements or
commitments with any outside investment.

21. Page 16 of the proposal states that the model won’t be able to address the 28-day readmission rate
because “CAMP is not budgeted to specifically reduce the 28-day readmission rate at the point of
patient enrollment.” What does this mean?

The current hospital readmission rate for Medicare beneficiaries with acute exacerbation of COPD is
approximately 18-24%. By initiating a chronic disease management program with enrollment of
patients who have been hospitalized with a high risk of near term readmission with increased Part B
costs as well as increased Part A costs, we are accepting an enrollment cost risk that is much higher than
by only enrolling patients after that have been stabilized to their baseline disease state. With new
patient’s being enrolled into the program on a continued basis, the overall cost savings to Medicare will
not be accurately reflected if we are starting the program in a population of patients who require acute



post discharge management by their local providers. In this setting, CAMP is not designed to replace the
primary care provider in the role of acute post discharge management.

22. Since the proposal is requesting exemptions from Medicare co-pays, should there be an arm of the
study where this is not a factor to determine its true value?

We believe that any Medicare co-pay will act as a disincentive to a Medicare beneficiary asked to enroll
into CAMP. As we are attempting to decrease the cost of care of a very expensive group of patients, we
believe that the beneficiary should not bear any additional cost in reaching this goal.

23. The proposal states that the Medicare Part D “donut hole” leads to a reduction in controller
medications as patients cut back on meds to control cost. Is this anecdotal or is there data from
Medicare showing an increase in readmissions with “donut hole”? Please provide any data to
support this statement.

The example cited is antidotal. We know of no actual data to support this statement.

24. If this pilot group was successful, would access to the specific software be required or could there be
different telemonitoring and management software used?

There is no proprietary software that is required for CAMP.

25. Isn’t there a mismatch between the intervention, focused on a relatively sick subset of COPD
patients, and the use of the multi-comorbid illness scheme? Doesn’t that group include people
without COPD? In a relatively small group (e.g., less than 15,000 people), it seems likely that the
expected individual costs and the actual costs could vary considerably, introducing considerable
error into the overall benchmark. Please comment on this.

This statement is correct. As stated earlier we could not find cost data in the Medicare population that
specifically addressed cost based on the severity of COPD. We have accepted the concept that we are
willing to take risk using the number of chronic conditions as a relative proxy for disease severity. Also
by targeting patients with recent admissions to a Hospital with a COPD exacerbation, or COPD with
pneumonia, we will capture the high-risk population as their hospital admission will pre-define them as
likely having moderate to severe COPD. We would like as large a sample size as we can handle and if we
could successfully prove a benefit with a sample size of around 2000 we could then scale up to numbers
exceeding 15,000 in the next stage of the pilot. As stated earlier, we clarified our desire to use the
group of patients with chronic diseases, including COPD, as the benchmark to compare our population.
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Thank you for your evaluation of our proposal for CAMP. Although disappointed that our
proposa: will not be recommended to the Secretary by the review committee, we are
thankful for the work performed to review our idea. We would like to take this time to
address concerns listed by the review team. We are hopeful that there is a process by
which we can talk to members of the review committee and gain insight as to how to
create a payment model by which CAMP may be appropriate for a CMS payment model.

With this in mind I have provided some additional comments addressing the concerns
outlined in the report.

While the proposed PFPM’s basic approach — a PBPM payment and a shared two-sided risk
arrangement — seems appropriate for the clinical innovation the submitter proposes, the
PRT’s unanimous judgment is that there are too many unspecified or questionable features
of the payment methodology to meet this criterion. Major shortcomings in the payment

model include the following:
(a) there appears to be no quality performance requirements to earn shared savings,

shouid sufficient cost savings occur (i.e. there is a lack of accountability);

This was an oversight on our part. Due to space consideration we included a list
of quality measures that would be applicable to be measured against. We did
not go into a detailed explanation about how not meeting certain benchmarks

would affect the payment methodology. We made an assumption that if

approved, CMS would define what quality performance metrics They would be
interested in.

Some of the measurements we have planned to monitor include:

Measures (per 1,000 beneficiary-episodes unless noted)

s & & & » @

90-day Total Cost of Care per beneficiary-episode
90-day Hospitalizations

90-day ED Visits

30-day Readmissions

% of CAMP providers report satisfaction with training

% of CAMP providers report learning new skills and feeling better-prepared to perform their job

% of customers reporting excellent, very good or good patient satisfaction with the CAMP

interaction
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We will work with CMS to determine appropriate benchmarks for these outcome
measurement.

In addition to these outcome and patient satisfaction measurements we have
planned to be benchmarked at 100% for the COPD and Asthma PQRS
measurement standards. This information will be sent back to the PCPs as PQRS
standards for their patients are met.

(b) the justification for the PBPM amount is weak and not based on actual experience or
detailed analysis of the services that need to be provided for these kinds of patients under
the monthly fee arrangement;

We approached this number by determining what similar AAPM examples were
doing. The Oncology model was used to benchmark. This particular model
added cost to Medicare at about 6%. In considering our pricing and that overall
COPD cost CMS more that Cancer this proved to be a good starating ppoint. We
had to make many assumptions on how our model should work, what
reasonable ratio of beneficiaries to providers should be and what key personnel
would be needed to make this model successful. We also had to consider what
Revenue Reserve we would need if we caused a loss to Medicare rather than a

savings.

With these factors in mind we looked at our experience in telemedicine in the
Sutter Eicu to come up with a working model in order to create a budget.

In our current model we envision using Medical Assistants as health coaches and
monitors of alerts and adherence and compliance. Our starting ration would be
1 MA/100 beneficiaries. Supporting the MA’s will be 4 Puimonary Nurse
Practitioners who will handie medical issues. They will be supported by an office
manager, IT software engineer, 2 Nurse Case Managers, a Behavior
Psychologist, a Respirator Therapist, a Statistician/Researcher and Medical
Director. Startup costs for Office space, Computer equipment, Phone sytem,
Networking, EMR, Billing, Healthcare consulting, Technology Consulting, are
budjeted for. We also determined that a prudent Revenue withhold of at least
20% would be needed to ensure the success of the program. At the current
PMPB of $175 we will be able to meet these requirements.

(c) the model as proposed would not count some real costs — waived copayments and
discounted drug costs for beneficiaries that would likely substantially add to costs if the
model was applied nationwide. Neither would it include Part D spending in general, which
should be “recouped” by CMS before net savings have actually occurred;

In this section of the proposal we were looking for patient incentives that would
help enroliment into CAMP.
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Regarding the Medicare waiver of the Co-payment by the beneficiaries. We can
give up on this idea. We would however request the ability of waiving a
patient’s co-pay on a case by case basis based upon a financial disincentive for
the patient to enter the program.

Regarding the waiver for pharmaceutical companies. In the commercial market
PHARMA has the ability to set up programs to make their drugs more affordable
to patients. It has been our understanding that PHARMA is prohibited from this
activity when the patient has Medicare. We would like to give our patients the
ability to participate in these special programs as offered by PHARMA.

Regarding Part D spending. The original resources provided did not give any
Part D information. As CAMP was not designed to cover the costs of non
Pulmonary medications we felt we could not include Part D costs into our
proposal. We are open to having a discussion on whether Part D costs
associated with COPD and Asthma should be included.

(d) the proposed risk adjustment to the target spending for the shared savings calculation,
based on the number of chronic conditions, while interesting, has not been tested and may
impart higher financial risk to clinicians than may be prudent. Stronger use of available
Medicare data might improve the initial design of this essential element, but given the
inherent uncertainties involved in the impact of the proposed model, developing accurate
risk adjustment for this proposal will be a necessary early part of a piloted test of this
promising PFPM;

We are very comfortable with our model of cost based upon the number of
chronic conditions. Although perceived as riskier. We believe it is actually
riskier to usea average total cost of Care as the benchmark. Using average total
cost of care for the universe of COPD benificiaries is actually a disincentives to
recruiting and caring for the very sick.

In the analysis by the PRT, they looked at the cost of care of patients with COPD
and Asthma. Detailed tables were produced (Tables 2 and 3) and are now
available on the PTAC Web Page. Let's look at what was found. By taking the
universe of Patients with a known history of COPD. The average cost of care
was $24,000 to $25,000 per member per year. In our proposal we noted that by
removing patients with less than 3 chronic conditions, the average cost of care
was much higher, around $32,000.

CAMP is designed to care for the sickest of this population. Using a average of
the entire universe of patients gives the provider an incentive to cherry pick the
low risk patients. This is demonstrated by the "cost savings from $32,000 to
$24,000” by infusing a 5% population of low risk patients to the sample.
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Using the costs associated with the # of chronic conditions as benchmarks
allows for the provider to manage the higher risk group where CAMP will provide
the greatest benefit, both for the patient, for me as a provider and for CMS.

If cherry picking to a average occurs, CMS will lose money on patients with less
than 3 chronic conditions. Providers will have to recruit these low risk patients
to offset the higher cost of high risk patients. Creating individual buckets of risk
based on the number of chronic conditions solves this problem. I can now
recruit high risk patients and care for them without the fear that my skewed
distribution curve will not reflect actual cost savings gained by this approach.

(e) the key technological device in this model has not been approved by the Food and Drug
Administration; _

(f) the cost structure assumed device prices that were obtained in Germany, so cost
estimates and savings calculations would need to be adjusted to reflect US pricing; and

(g) more generally, the PTAC's approach to recommending payment models will, whenever
possible, avoid the endorsement of any specific company’s product. In this case, there are
multiple options for telemonitoring of patients with respiratory conditions and the proposal
does not make a compelling argument for this particular technology.

The technology device cited in our project is now FDA approved. Our proposal
was not dependent on this particular device. Other Bluetooth devices are now
available that will perform the same function as the one cited. The requested
funds for the Bluetooth device does however enforce the fact that there will be
technology costs required to connect each patient to CAMP in order for
continuous interactive monitoring to be possible.

The PRT holds the unanimous position that the proposed PFPM does not meet this criterion.
While the PRT concludes that the proposed PFPM is likely to encourage greater care
coordination, the PRT found the proposed PFPM lacking in terms of how integration would be
achieved. The proposal describes the sharing of information with primary care providers (PCPs)
(e.g. recommendations for medication changes) and making information easily accessible to
clinicians. However, the proposal does not seem to describe an integrated care model in which
primary care or other providers beyond the pulmonary subspecialists are integrated into the care
planning as part of a broader care team. Further, in response to questions asked by the PRT, the
submitter indicated that PCPs would not share in the financial risks and incentives of the
program. While the submitter’s willingness to take on a total cost of care model is laudable, a
significant proportion of clinical resource use for patients with COPD is not related to their
COPD, so explicit plans for coordination with ether providers would seem to be beneficial.

When initially designed, CAMP was concentrated on the management of COPD
and early recognition of a preventable acute exacerbation. As we have based
our plan on takailng care of the sickest of patients it is not unreasonable for the
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committed to ask what our intentions are in coordinating care, not only in our
disease subspecialty, but also in the management and coordination of other
chronic diseases.

We have decided that this is a valid argument and in our evolving care plan will
look to expand monitoring of other chronic conditions, such as Hypertension,
Diabetes and CHF. We will consult with and offer care coordination of these
chronic diseases in our population of patients with COPD and Asthma.

As a clinician it was difficult to define a payment methodology that we feit
comfortable committing to. The databases where excellent in providing an
overall picture but we were totally out of our league in drilling down to more
granular data to know what risks we are getting ourselves into. It is gratifying
to see that the granular data provided by the PFT supports our ideas.

Moving forward, risk remains a big issue, especially with a small sample size. I
therefore have a small wish list for the PRT.

Wish #1

I would like to know if Physician E&M codes associated with Emergency Room
and Inpatient evaluations can be sepzrated from the Total Physician E & M, and
from Inpatient admissions and ED visits associated with COPD

The following list of CPT -4 code can be used for this querry.

Inpatient CPT-4
Codes to identify
Inpatient E&M
Reimbursement

99221 INITIAL HOSPITAL CARE

99222

99223

99231 FOLLOWUP HOSPITAL CARE

99232

99233

99238 "HOSPITAL DISCHARGE DAY CARE

99239

99251 INITIAL INPATIENT CONSULT

99252

99253

99254
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99255

99282 EMEERGENCY ROOM E&M

99283

99284

99285

99291 CRITICAL CARE

99292
31500 ENDOTRACHEAL INTUBATION, EMERGENCY

31622 DIAGNOSTIC BRONCHOSCOPY

31623

31624

31625

31645

32531 TUBE THORACOSTOMY

36556 INSERTION OF NON TUNNELED CENTRAL VENOUS CATHETER

363580

36597

Wish #2:
Can Table 2B be repeated with patient’s with less than 3 chronic conditions

removed from the analysis?

Wish #3

Can this process be performed for each “number” of chronic conditions from 3
thru 10?

Wish #4
Table 5 contains 2 SD cost data for patients with COPD.

Can this be repeated with the addition of a 99" % number and an additional
column with the max reimbursement?

Wish #5:
Can this process be performed for each chronic condition #3 through #10?

Next Steps
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If approved to move forward, Is my assumption correct that the proposal as
written will then be reviewed by CMS and are subject to change given their

perview?

The reason for the question is that in the proposal I asked for everything I
wanted, but expected that there would be pushback on some items. That is why
I am standing before you to provide further information about the creation of

the proposal.

I would hope that me asking for the sky does not prevent this project from
moving forward as my partners and I strongly believe that CAMP Is a model of
care whose time has come. Itis a project that can deliver on the promise of
Better Heath, Better Outcomes at a cheaper cost. If needed, we will come back
with a revised proposal. Obtaining guidance on how to proceed would be
greatly appreciated.

Thank You

Daniel Ikeda, MC
916-835-8816



