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PROCEEDINGS

[9:07 a.m.]
* DR. O"BRIEN: Good morning. [I"m John O"Brien,
Deputy Assistant Secretary for Health Policy in the Office
of the Assistant Secretary for Planning and Evaluation, and
on behalf of Secretary Price, 1°d like to welcome all of
you to this meeting of the Physician-Focused Payment Model
Technical Advisory Committee (PTAC).

As a physician himself, Dr. Price knows that
providers have a unique perspective to share on how health
care can be transformed to lower costs while increasing
quality. As you heard at the last meeting, he"s encouraged
by the number and breadth of innovative ideas coming to
PTAC for consideration.

And the Secretary i1s very appreciative of the
thoughtful work that PTAC has done thus far to evaluate the
1deas that have come forward, and he values the PTAC as one
way for bringing physicians and their best ideas for health
care delivery and payment forward for consideration.

HHS i1s looking forward to reviewing PTAC"s
recommendations for the three proposals now before the
Committee, and | know it"s going to be a busy couple days
and you have a lot on your plate, so 1°1l let you get to

work with the thanks of Secretary Price and myself.
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Now 1°d like to turn the meeting over to Dr. Jeff
Bailet, PTAC Chair, and Elizabeth Mitchell, the Vice Chair.
* CHAIR BAILET: Thank you, John.

Good morning, everyone, and welcome to this
meeting of the Physician-Focused Payment Model Technical
Advisory Committee, or PTAC. We"re delighted to have you
all here. In addition to the members of the public here iIn
person, we have participants watching the livestream and
listening on the phone. As you know, this is PTAC"s second
meeting that will include deliberations in voting on
proposals for Medicare physician-focused payment models
submitted by members of the public.

We would like to thank all of you for your
interest In today"s meeting. In particular, thank you to
the stakeholders who have submitted models, especially
those here today. Your hard work and dedication to the
payment reform process is truly appreciated.

PTAC has been active since our last public
meeting In April. Since that meeting, we have submitted
recommendations and comments on three physician-focused
payment model proposals to the Secretary of Health and
Human Services that were voted on at the April meeting.

We have written a letter to the Secretary

outlining key lessons learned from our work to date, that
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Dr. Price is aware of our progress and our thoughts on
physician-focused payment models. You can find that letter
on the ASPE (Office of the Assistant Secretary for Planning
and Evaluation) PTAC website.

We have updated the proposal submission
instructions to make the process for submitting a proposal
even clearer and to accommodate changes to how the proposal
review teams and PTAC conduct their work. The updated
proposal submission instructions can also be found on the
ASPE PTAC website.

PTAC has updated its bylaws to reflect an even
stronger commitment to transparency and disclosures of
potential conflicts of iInterest, and, of course, we have
been very busy reviewing and evaluating physician-focused
payment model proposals from the public.

I am pleased to report that interest in
submitting physician-focused payment model proposals to
PTAC continues. To date, we have received 15 full
proposals and an additional 16 letters of intent to submit
a proposal. The proposals are from a wide variety of
specialties and practice sizes, and they propose a variety
of payment model types.

For example, a dozen different specialties and

subspecialties are represented in the letters of intent we
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have received. There is interest in physician-focused
payment models by both small and large group practices.
Small physician groups have submitted six letters of intent
and three proposals. And large group practices have
submitted four letters of intent, and one full proposal has
been received.

Bundled payments and care management models
comprised the majority of the proposals to date, but we
have also received proposals or letters of intent that
relate to capitated payment and other payment models. We
are pleased that we have so much interest from clinical
stakeholders in proposing physician-focused payment models,
and we"re fully engaged to ensure proposals are reviewed
expeditiously and comprehensively.

We are already looking ahead to our next public
meeting, which will be held here i1In the Great Hall of the
Humphrey Building on December 18th and 19th. One simple
reminder, to the extent that questions may arise as we
consider your proposal, please reach out to staff through
the PTAC.gov mailbox. The staff will work with me as Chair
and Elizabeth Mitchell, the Vice Chair, to answer your
questions.

We have established this process iIn the iInterest

of consistency iIn responding to submitters and members of
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the public and appreciate everyone®s cooperation in using
it.

Today we will be deliberating on two proposals,
and tomorrow we will deliberate on one. To remind the
public, the order of activities for each proposal is as
follows. First, PTAC members will make disclosures of
potential conflict of interest and announcements of any
Committee members not voting on a particular proposal.
Second, discussion of each proposal will begin with
presentations from our Preliminary Review Teams, or PRTs.

Following the PRT"s presentation and some initial
questions from PTAC Committee members, the Committee looks
forward to hearing comments from the proposal submitter and
then the public. The Committee will then deliberate on the
proposal. As deliberations conclude, 1 will ask the
Committee whether they are ready to vote on the proposal.

IT the Committee is ready to vote, each Committee
member will vote electronically on whether the proposal
meets each of the Secretary®s 10 criteria. The last vote
will be an overall recommendation to the Secretary of
Health and Human Services.

And, finally, I will ask PTAC members to provide
any specific guidance to ASPE staff on key comments they

would like to include In the report to the Secretary.
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A few reminders as we begin discussion of the
first proposal. PRT reports are from three PTAC members to
the full PTAC and do not represent the consensus or
position of PTAC. PRT reports are not binding. The full
PTAC may reach different conclusions from that contained in
the PRT report, and, finally, the PRT report is not a
report to the Secretary of Health and Human Services.

PTAC will write a new report that reflects the
deliberations and decisions of the full PTAC, which will
then be sent to the Secretary.

It is our job to provide the best possible
recommendations to the Secretary, and 1 have every
expectation that our discussions over the next few days
will accomplish this goal.

Let us all introduce ourselves. 1°d like to
introduce Elizabeth Mitchell. She®s the PTAC"s Vice Chair.
111 let Elizabeth start.

VICE CHAIR MITCHELL: Elizabeth Mitchell,
president and CEO (Chief Executive Officer) of Network for
Regional Healthcare Improvement.

DR. NICHOLS: Len Nichols, I direct the Center of
Health Policy Research and Ethics at George Mason
University.

DR. PATEL: Hi. Kavita Patel. 1"m at Johns

This document is 508 Compliant according to the U.S. Department
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10
Hopkins as an internal medicine physician and at the
Brookings Institution.

DR. BERENSON: [I*m Bob Berenson. [I™"m an
Institute Fellow at the Urban Institute.

DR. MEDOWS: 1"m Rhonda Medows. 1"m a family
physician. [I"m the executive vice president for Population
Health at Providence St. Joseph Health.

DR. FERRIS: Tim Ferris, primary care internal
medicine and CEO of the Mass General Physicians
Organization at Partners Healthcare.

DR. SAPRA: Katherine Sapra. [I"m a Presidential
Management Fellow in the Office of the Assistant Secretary
for Planning and Evaluation working on PTAC.

MR. MILLER: 1"m Harold Miller. 1°m the
President and CEO of the Center for Healthcare Quality and
Payment Reform.

DR. CASALE: Paul Casale, a cardiologist and lead
the ACO at Weill Cornell, Columbia, New York Presbyterian.

MR. STEINWALD: 1"m Bruce Steinwald, a health
economist with a small consulting practice in Northwest
Washington and lots of government service iIn the past,
including in this buirlding.

MS. PAGE: 1°m Ann Page. 1™m staff in ASPE to

this PTAC Committee and also the Designated Federal Officer
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11
for the PTAC, which is an advisory committee under the
Federal Advisory Committee Act.

MS. STAHLMAN: And I*m Mary Ellen Stahlman, ASPE
staff and the staff lead for the PTAC support team.

CHAIR BAILET: And 1°m Jeff Bailet, Executive
Vice President of Health Care Quality and Affordability
with Blue Shield of California, and 1"m also the Chair of
this Committee.

1"d like to thank my colleagues for all of the
good work and the countless hours and the careful and
thoughtful expert review of these proposals as they®ve come
through the Committee. Again, | want to personally thank
everyone for their work, and we"re going to go ahead and
get started.

The fTirst proposal this morning we will discuss

iIs the Icahn School of Medicine at Mount Sinai, and it is
entitled Hospital at Home Plus Provider-Focused Payment
Model .
* So PTAC members, let"s start the process by
having each of us disclose any potential conflicts of
interest on this proposal. So I"m going to start, and
we" 1l go around the room.

So with respect to the Mount Sinai Hospital at

Home proposal, 1 have no conflicts.

This document is 508 Compliant according to the U.S. Department of
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VICE CHAIR MITCHELL: Nothing to disclose.
DR. NICHOLS: Nothing to disclose.
DR. PATEL: Nothing to disclose.
DR. BERENSON: 1 have something to disclose. |1
am a graduate of Mount Sinair School of Medicine and

occasionally have made charitable contributions, very

occasionally. | have no other relationship to Mount Sinai.
DR. MEDOWS: 1 have nothing to disclose.
DR. FERRIS: 1 have something to disclose. |

know some of the submitters through presentations at
national and international meetings that we have both
attended. As a result of hearing Al Siu, Dr. Al Siu, speak
at an international meeting, | organized for him to visit
my institution and present the Hospital at Home concept at
my institution.

MR. MILLER: 1 have no conflicts to disclose.

DR. CASALE: Nothing to disclose.

MR. STEINWALD: Nothing to disclose.

CHAIR BAILET: All right. We’ve previously
reviewed the disclosures, and we"ve concluded that nothing
in the disclosures should preclude any PTAC member from
full participation and deliberations and voting on this
proposal. We have 10 members voting on the proposal today.

And now 1°d like to turn the microphone over to

This document is 508 Compliant according to the U.S. Department
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13
the Preliminary Review Team for this proposal. Harold
Miller is going to present the PRT"s findings to the full
PTAC as the PRT lead.

Harold?

* MR. MILLER: Thank you, Jeff.

So I am presenting on behalf of my colleagues on
the PRT, Rhonda Medows and Len Nichols. Also, we had
excellent staff support from Katherine Sapra, who is
sitting to my right and will make sure I don"t screw up
anything during the process of this.

So the presentation that 1°11 go through
basically will cover our composition and role, an overview
of the proposal at least as we understand it, the summary
that the PRT -- the summary of the PRT"s review, the key
issues that we identified, and then the evaluation that we
did of the proposal based on each of the Secretary®s
criteria.

So just as a review for everyone of the process,
we, the three members of the PRT, were assigned by the
Chair and the Vice Chair. At least one of us, namely
Rhonda, is a physician, and one of us, namely me, is
assigned to serve as the team lead.

We go through a process of reviewing the
proposal, of identifying additional information that we

This document is 508 Compliant according to the U.S. Department
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14
need from the submitter and requesting that information. |
want to commend the submitter for, first of all, giving us
a very well-thought-out and prepared proposal and also
giving us very detailed, clear, concise, and thoughtful
answers to all of our many questions. We asked a lot of
questions and also had an In-person discussion with them on
the phone, which was very helpful.

After doing all that and some additional analysis
that we did looking at the literature, et cetera, we
prepared our report to the PTAC, which has been posted, and
just also to comment on top of what Jeff said earlier, the
only people on the PTAC who have discussed the proposal at
all before today are the three of us. There has been no
discussion by the full PTAC, so this will be the first time
for everybody else on the PTAC. And our report 1is,
obviously, as Jeff said, not binding.

So let me describe the proposal at least as we
understand i1t, and then the submitter can clarify 1if
there®s anything that I state that"s wrong. This proposal
is essentially -- i1s a payment model designed to enable the
delivery of hospital-level services at home for patients
who would otherwise be hospitalized, and the goal is to try
to reduce cost by delivering services in the home rather

than the hospital, but also to improve quality by reducing
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complications that patients can often experience when they
are in the hospital, as well as to improve the whole
transition process after hospitalization because the
patient actually is not in the hospital -- they are at home
during the acute phase as well as the post-acute phase.

So this model i1s targeted specifically to
patients who could be hospitalized and would be eligible
for hospitalization, but could be taken care of at home,
which i1s obviously not everyone who would potentially come
to the hospital.

The way the model was structured was that it
identifies a series of diagnoses, which are expected to be
patients who could be potentially taken care of at home,
but then there are additional clinical characteristics of
the patients beyond their diagnosis, which would suggest
whether or not they are appropriate for home care and also
whether they have the appropriate home environment to
enable home care to be delivered.

The services that the patients receilve are
divided into two phases that the payment model supports.
One i1s an acute phase, which is technically equivalent to
what the patient would have been hospitalized for, and then
a post-acute phase.

The proposal refers to the post-acute phase as

This document is 508 Compliant according to the U.S. Department
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16
transition services. We found that slightly confusing,
only because the term "transition” is often used by many
people today to simply reflect a short period of time that
occurs after discharge of the hospital, but what their
proposal is actually proposing to support is 30 days of
care for the patient after the conclusion of their acute
phase. So we have tended to refer to it as more of a post-
acute period rather than simply a transition period.

And all of that i1s basically home-based care for
the patient, although if the patient needs an actual
inpatient hospital admission, they can be what is referred
to by the submitter as "escalated to an inpatient
admission."

The payment model for this has two -- two
components. One is essentially what you could call a
bundled payment, a fixed amount of money that would come to
the entity that delivers these services to support all of
the services that they deliver during the acute and post-
acute phase of this care.

The payment amount would be based on a
calculation that would be based on the DRG, the diagnosis-
related group, that would have been calculated for that
patient under the Medicare DRG grouper, but also an

estimate of the physician services that would have been
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delivered in the hospital based on the average for that
DRG, because under the current Medicare payment system, the
hospital and the physicians are paid separately. And the
physicians are paid on a per-visit or per-procedure basis.
So the idea would be to create, essentially, a super DRG
payment that would be the combination of what the hospital
would have been paid and what the physicians would have
been paid and then discounting that amount by five percent.
That would essentially pay for the services that were being
delivered iIn the acute and the post-acute phase.

Then there i1s a performance-based payment that
looks at the total amount of spending that occurred during
that period, during the acute and the post-acute phase,
because not everything that the patient received would
necessarily be covered by the payment that the entity
participating in this would get. So iIf the patient, for
example, went to see a specialist, the specialist would be
billing separately for that. |If they needed some other
kind of billable service, they would be able -- the
provider for that would bill for that.

So the second part of this payment essentially
adds up all of the services that the patient did receive
and that were billed to Medicare and compares that to a

benchmark amount as to what would have been expected would
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have been spent on the patient with these particular
characteristics with a three percent discount on that. And
then there is a shared saving, shared risk model attached
to that. So i1f that spending is below what would have been
expected, then some of that savings comes back to the
entity. |If that spending was higher than would have been
expected, the entity has to pay that increase back to
Medicare. So that"s what"s referred to as the target price
and how that will be calculated.

And those savings and payment -- return payments
are capped at 10 percent of the target price, and there
would be an adjustment to that shared savings, shared loss
payment based on the quality of care that would be
delivered based on a series of quality measures as part of
the payment model, which will become relevant to some of
our later discussion.

So in our review of this, we went through each of
the 10 criteria that are specified in regulation by the
Secretary for our review, and I will review each of those
individually in a few minutes. But, as a summary, we, as a
PRT, unanimously agreed on all of the ratings that you see
on the screen. We felt that the proposed physician-focused
payment model met the criteria in all but one case. The

only criterion that we felt did not -- the only aspect of
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the proposal we felt that did not meet one of the criteria
was with respect to patient safety, and so we unanimously
agreed that the proposal as written did not meet that
criterion.

So, as a summary of the key issues that we
identified, this is sort of an overview, and then 1711 talk
about this with respect to each of the criteria.

We felt that this filled an important gap in the
portfolio of Medicare payments because there really iIs very
little that supports home care for patients and essentially
nothing that is designed to support hospital-level care iIn
the home for patients who would otherwise be hospitalized.

It is specifically designed to improve quality
and to reduce costs. It is focused on avoiding essentially
the undesirable things that can potentially happen to
patients when they are hospitalized and to avoid the
transition process that occurs when a patient has to be
hospitalized and then sent back home because they are
essentially at home through that entire period of time.

It is a bundled payment for both the acute and
the post-acute phase. So at least during that period of
time, there is no concern about shifting cost between one
period and another, and there is a measure of the total

spending that occurs. So there is no concern about
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shifting cost between what the entity is paid for versus
what i1s paid for separately by Medicare.

And we felt that this could potentially work well
for other payers, certainly for the Medicare population,
for Medicare Advantage plans, but also potentially for
commercial payers because many patients who are younger
than 65 are hospitalized and could potentially be cared for
at home with the appropriate kind of support.

The weaknesses we saw at the broadest level were
that this service --that the payment model would support
requires a certain minimum capacity iIn terms of physicians,
nurses, et cetera, to be able to deliver the services, yet
the payment model is a per-patient payment. So if you
don®"t have enough per-patient payments to be able to cover
the cost of that minimum fixed cost of the service, then
you could not sustain the service.

So the concern was that potentially leads to some
incentives, i1If you will, to try to boost the number of
patients who are included in the model in order to get
enough patients to be able to cover the cost.

And that could go in two directions. One is that
it could mean that some patients who really weren™t
appropriate to be cared for at home could be cared for at

home i1n order to increase the volume. It could also be the
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case that some patients who were not -- would not really
have been hospitalized in the first place could be put iInto
this program, who could certainly be cared for at home but
wouldn®t have been hospitalized.

A second concern is that the payments, because
they are based on hospital-level payments and current
spending on post-acute care may not really match the actual
costs of delivering the care -- | described one reason why
the cost might be higher than the payments. The other
potential i1s that other examples of this kind of a program
being implemented around the world have shown that
potentially very significant savings can be achieved
because patients could be cared for iIn many cases at much
lower costs. So the question is whether or not the
payments really match the appropriate costs.

We felt that there was a weak link between
quality and payment. Although there are quality measures
specified in the application, they are tied to the shared
savings, shared loss payments. That is very similar to
what i1s done iIn the Medicare Shared Savings Program for
ACOs, but it is done there because essentially there i1s no
payment for an ACO other than the shared savings, shared
loss payment. Here, there is a payment to the -- to the
entity delivering the services, so there i1s a different
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payment that could be modified based on quality. And we
felt that that should be considered.

We felt that while there are quality measures
included, that they were not sufficiently comprehensive to
really address the concern that patients who need hospital-
level care are being cared at home, and there is no medical
professional there at all times.

One of the concerns that was raised is that
adverse events with a population like this occur, but they
occur at fairly small rates. And so the concern about
having a small rate measure affecting payment was a
concern. So we noted that we thought that those things
should be at least monitored, iIf not affecting payment, and
so we felt additional mechanisms were needed, both for
adjusting payment based on quality and also for monitoring
safety.

So I"m going to go through quickly each of the
individual criteria and just explain why we rated it as we
rated it. So the first criterion relates to the scope of
the proposed PFPM (physician-focused payment model), and
the regulatory statement is that this proposal needs to
either directly address an issue in payment policy that
broadens and expands the CMS (Centers for Medicare and

Medicaid Services) APM portfolio, Alternative Payment Model
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portfolio, or to include APM Entities, entities that would
be receiving the payments, whose opportunities to
participate in Alternative Payment Models had been limited.

And, as | stated, we felt, as the PRT, the three
members of the PRT felt that it met that criterion, and we
felt that was true unanimously because we felt that this
really did fill a gap by covering home-based acute
services, which no other CMS model really does.

There are other models that do sort of pieces of
that for certain kinds of patients, but they are mostly
oriented at avoiding hospitalizations, not for caring --
avoiding people from having to go to the hospital and
needing a hospitalization in the first place, rather than
taking people who need a hospitalization, but delivering
that in the home.

As 1 saild, a concern iIs that there®s a minimum
number of patients who are needed to make the program
viable. We did some analysis of -- based on what the
applicant estimated was a minimum number of patients to
participate. The applicant estimated at least 200 patients
would need to participate in order to be able to make the
model viable, and we looked at some estimates of how many
patients were likely to meet those characteristics and

concluded that probably in the vast majority of rural
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areas, there would not be enough patients to meet that
minimum. That there would be in urban areas, but even in
many urban areas, there would not be.

That did not to us mean that this was an
undesirable model. It just meant that the ability to be
able to deliver it cost-effectively under this approach
would be challenging in smaller areas, but who knows what
innovation entrepreneurship might be able to deal with?

So we felt that at least, initially, this was
likely to be something that larger organizations would do.
It doesn®"t mean that down the road, smaller organizations
wouldn®"t, but more likely applicable to larger communities
and larger organizations, so -- but we did feel that
overall, this was filling a gap.

Second criterion related to quality and cost.
There are a variety of studies -- the United States iIs a
bit behind on this -- there are other countries that have
done this iIn a major way. The State of Victoria in
Australia has a major Hospital at Home program, and someone
there wrote an article a number of years ago describing the
500-bed hospital that was never built because of the number
of patients who are participating in this program. So it
does have some experience and evaluation showing that it

improves quality and reduces costs.
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And, as | mentioned earlier, there are some
features of the model that really ensure that costs are not
being shifted and that there are savings, but we do think
that there are some safety risks, that there are some
concerns about the minimum volume of patients.

We were somewhat concerned about the cost to whom
the -- it would be designed to basically pay less than
Medicare would pay or spend today, but that doesn"t
necessarily mean that it would not have some cost
implications for a hospital. 1If you are taking some
patients out of the hospital and putting them into the
community and the hospital has no longer paid for those
patients, then the hospital has fewer revenues to cover its
costs.

And 1t Is possible -- not clear at the moment,
but some studies have shown this -- that you“re essentially
taking out of the hospital, patients who would otherwise
have lower-than-average cost in the hospital, leaving the
hospital with a higher-than-average-cost patient
population, but with the same DRG payment remaining. So
there would be some concerns about the potential
implications that this would have for hospitals and
potentially leading to, if this was implemented broadly, an

increase in DRG rates to be able to cover that.
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We thought that there are some concerns about the
way the savings calculation was done, because you cannot
necessarily assume that these patients would have had the
same post-acute care costs as the average patient being
discharged from the hospital. But we felt that those
issues, those specific issues here iIn terms of benchmarking
and price, et cetera, could be dealt with simply by
adjusting the parameters of the model, and that, in fact,
it"s no different in that regard than many other payment
models that get introduced and that you have to adjust over
time.

The Medicare iInpatient prospective payment
system, for example, when i1t first created DRGs, ended up
with DRGs that were priced higher than what hospitals ended
up having to actually spend on care after they changed the
level of care. So the DRG rates were adjusted, and the
same thing could happen in a model like this. It would
simply be there would need to be recognition that that kind
of adjustment would need to be made.

Third criterion. With respect to the payment
methodology, we thought that the applicant did an excellent
job of describing the methodology in detail and trying to
address a lot of the potential issues associated with cost

shifting, how the calculations would be made, et cetera.
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As | mentioned, there would need to be some further
adjustments to all of that, and that there needed to be
some adjustments for quality.

The applicant indicated that they were willing to
consider adjustments to the basic payment based on quality,
but I think preferred to have i1t adjusted based on the
shared savings, shared losses. We felt fairly strongly
that the basic payment needed to be adjusted because, in
fact, 1T there are no shared savings or shared losses, then
there 1s no adjustment for quality. And we felt that there
should be some way of holding an entity accountable for
quality, regardless of whether there were savings and
costs.

But we felt that the methodology, as specified,
was sufficient to merit meeting the criterion and that the
adjustments that could be made were fairly easy to do. 1
would note that the applicant in the proposal really
proposed three different things. They proposed something
called Hospital at Home, Observation at Home, and
Palliative Care at Home.

We, 1 think, probably succumbed to complexity a
bit and concluded that trying to deal with three different
-- three different payment models at the same time was a

bit much because there were nuances associated with each of
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them that would be different, and that in some sense, each
of the models would really need to be fully specified
rather than saying it would be kind of like Hospital at
Home, but we"d have the following changes.

And so we really felt that in the absence of
having a clearly specified model for each of those that we
simply did not feel that we could review the payment
methodology, so we essentially put those two pieces aside.

We did not feel -- and the applicant confirmed --
that having those two components was essential to
implementing either the Hospital at Home program or
implementing the Hospital at Home payment methodology. So
we basically treated that, the Hospital at Home component,
as what we felt this proposal was, and our recommendations
relate specifically to that.

The fourth criterion was value over volume. We
felt that, interestingly enough, this model is different
than many current models in that patients don"t get
attributed to anything. They have to sign up. They have
to agree that they want to receive their care in the home
from this team, and, in fact, one of the difficulties that
Mount Sinail has had in terms of implementing the model in
their own environment is making patients feel comfortable

with that 1n some cases and making physicians who would
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need to refer to that.

So we felt that there is essentially a
requirement for quality in this in that if you aren™t
delivering good quality care, people aren®t going to want
to sign up for 1t, as opposed to this being a more passive
enrollment where you"re concerned that something might
happen to the patient that they"re not aware of.

However, we were also concerned that because of
the pressure to get enough patients enrolled that there
might be some tendencies to convince patients that this was
safer than i1t was. We didn"t think that that was a
compelling concern, but 1 would say for everyone®s benefit,
we looked at this as a payment model that would be
available broadly in Medicare.

We were not evaluating Mount Sinai or Mount
Sinai®s implementation of the Hospital at Home program. We
did not have concerns at all about what Mount Sinai was
doing. What we were concerned about, though, was If a
payment model was available broadly, what potentially
unknown entities who sign up for this might do or not do
and making sure that the payment model included enough
protections in there for that. And the folks from Mount
Sinai were very helpful in terms of helping to articulate

how some of those things could be addressed, and as |1
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mentioned before, we felt that there needed to be some
method of addressing quality directly in terms of the
payment amount.

So we felt that on this particular criterion,
providing Incentives to practitioners to deliver high-
quality care, that i1t met the criterion, and we felt that
it did -- we felt unanimously that it did so.

Fifth criterion was flexibility. We felt that
this was strong in terms of flexibility because, as
essentially a bundled payment -- as a bundled payment, it
gave the provider who received it the flexibility to do
whatever it was that the patient needed rather than being
restricted to particular kinds of services, essentially the
same kind of flexibility that a hospital has in being paid
a case rate.

The one concern would be that i1f, in fact, the
volume of patients was not sufficient to generate the full
revenues needed to cover all the costs, that that could
potentially lead to some restrictions In terms of the
services that might otherwise be desirable for patients.

We also were somewhat concerned that because
there was responsibility for the full post-acute care
period, but some patients might need much more extensive
services, such as a skilled nursing facility, that there
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really was not the ability to control the patient®s choice
of that. And so that might limit, to some degree,
flexibility. But we felt that overall that this did provide
significant flexibility, and so we felt that it met that
criterion.

Sixth criterion is ability to be evaluated. As
stated, 1t"s to have evaluable goals for quality-of-care
cost and any other goals of the PFPM. We felt that this
met the criterion.

We felt that it could be evaluated. We felt that
one could determine whether quality of care was being
delivered, and we could [unintelligible] it could be
compared to what 1t would have cost to have patients in the
hospital.

The ease of evaluation and the precision of the
evaluation i1s a different question, simply because trying
to identify comparison patient populations when you®re
picking patients based on clinical criteria, which are not
in claims, would be challenging, and that with the small
number of patients that might be participating, that
reaching statistical significance might be challenging.

But we didn®"t feel that that was any reason not
to move forward with a model like this. The issue would

simply be trying to do the best evaluation that one could,
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given the kinds of size, scale, and significance that one
could achieve. And this is something that 1 believe 1is
being struggled with right now because -- by Mathematica
because they are evaluating the Mount Sinai program -- not
the payment model, but the program -- as part of the Health
Care Innovation Awards.

Seventh criterion is integration and care
coordination, whether this encourages greater integration
and care coordination among practitioners and across
settings, where multiple practitioners or settings are
relevant to delivering care of the population treated under
the PFPM.

We felt this met the criterion. We felt that
unanimously because, essentially, 1T all goes well, this is
actually reducing the need for coordination because the
patient isn"t going to one place for their hospitalization
and going someplace else for their post-acute care.

They’re in the same place being managed and treated by the
same provider entity. So, in a sense, it’s better care
coordination.

The one concern that we raised was that it could
potentially introduce, in cases where it doesn®t go well,
more transitions, because i1If the patient needs to be

escalated to the hospital and then sent back home, that
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would create some new transition challenges. But overall,
we felt that this was actually improving care coordination,
and because the patient was staying in their home in the
community, that coordination with their existing
physician®s primary care physician, et cetera, would
actually be easier than i1t would be had they been iIn the
hospital.

Eighth criterion, patient choice. Again, this is
actually stronger in many ways than many other payment
models in that 1t is the patient®s choice as to whether to
enroll. It is not a passive enrollment part -- a passive
enrollment on their part, but we did say that it would be
important to make sure that the patient was adequately
informed about exactly what the services were and what the
tradeoffs were in terms of the potential risks of being
cared for at home, so that only appropriate patients were
actually admitted.

And we felt and recommended, which the applicant
agreed with, that there needed to be some external
monitoring of not only adverse events, but also just making
sure that the patients who were being admitted were, in
fact, appropriate for that kind of care.

The ninth criterion was the only criterion that

we felt the proposal did not meet, and we agreed on that
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unanimously. The concern is that a patient who needs
hospital-level care is being treated at home, and there is
not a health care professional down the hall 24 hours a day
when they are at home. And so that while It may protect
the patient from some safety risks that they would have in
the hospital, being In an unfamiliar environment, being
subject to infection risks, et cetera, i1t would also
subject them to different kinds of safety risks.

So we felt that there was a lot of things built
into the proposal to address that in terms of minimum
number of visits, a common set of providers, et cetera, but
we did feel, again, based on the inability to know exactly
who would be participating iIn a payment model like this if
it was implemented broadly, that there would need to be
some kind of external monitoring process. And so the
applicant, again, agreed with that, but we felt that this
was a sufficiently big change iIn terms of the proposal as
it was submitted, that we needed to say the proposal as
submitted really didn"t meet the criterion.

We felt that could be addressed, this could be
addressed, but we -- but it was not addressed adequately iIn
the proposal that we received.

And the final criterion is health information

technology. This criterion requires some careful -- sorry
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-- careful reading to determine exactly what the criterion
says In order to determine whether one thinks that the
proposal meets it or not. The criterion says encourage use
of health information technology to inform care.

We felt that a program like this and a payment
model like this would certainly encourage people to have
better HIT (health information technology) in order to be
able to deliver a coordinated care and to coordinate all
the things that were happening to them In the home.

We were concerned, which the applicant
essentially confirmed in their own circumstances, that the
current state of HIT was not exactly up to this, and so the
ability to find some off-the-shelf EHR (electronic health
record), HIE (health information exchange), HIT solution
for this was limited. But the -- one counter to that was
it"s a small patient population, and so 1t"s not like as iIf
you“"re managing tens of thousands of patients.

It could be tracked manually in the short run,
and we felt that this kind of thing was going to be needed
to be done more and more often in the future, and that
programs like this would, in fact, hopefully, encourage HIT
vendors to be able to do more of this, although, again,
that would depend on the ultimate scale of implementation.

So our members of the PRT felt that this met the criterion,
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and we agreed on that unanimously.

So that summarizes my long-winded but hopefully
helpful summary.

Let me ask Len and Rhonda and Kate if I missed
anything or if they would like to clarify anything that 1
said to make 1t clearer or fill In gaps.

Rhonda?

DR. MEDOWS: So I don"t think it was possible for
you to have missed anything in that presentation. Thank
you very much. That was fantastic.

I do want to say a couple things In -- positive
about this proposal. One, the concept of actually offering
a patient and the providers taking care of them the option
of treating them at home when they are low on the acuity
scale, and that it"s safe and effective, | think iIs a
wonderful thing.

We all recognize and we discussed that i1t would
be a low volume of patients, and whether or not the
provider group with their hospital partner would find it
sufficient for covering the cost of this, that would be
another question that had to be asked. But the model
itselft 1s something that we actually supported.

The questions and concerns about the patient

safety piece, we discussed with the applicant and amongst
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ourselves on the PRT that these were things that could be
rectified. They could be effectively addressed, everything
from adverse event reporting, for outcome reporting -- and
not just reporting, but actually including in the formal
process, the performance improvement, the effort to avoid,
and to reduce those risks.

[Unintelligible] 1 thought it was very well done,
and 1 think that the patient safety piece can be addressed.
It jJust simply wasn®"t in the original proposal. The
subsequent responses were very helpful.

I also want to commend them on the part about
making sure that the patient choice piece was fully
emphasized.

The part about making sure that the patient only
had a choice and then had home support, again, highly
important to the effectiveness of the program.

MR. MILLER: [I*1l1 just add one other thing that I
skipped over, which 1 think is important. We felt, based
on -- certainly based on the experience of this applicant
with their own program, which was a grant-funded program,
and the experience that has been reported from other places
where something like this has been done, is that it takes
time to get 1t up and running. So you don"t just suddenly
like flip the switch and, bam, you®ve got 300 patients
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being cared for at home.

And there i1s i1nherently some idiosyncrasy to the
implementation in different communities based on the kinds
of resources that are available in the communities and
locations and transportation systems and things like that.

So we did feel that having essentially a flat
risk standard that would be -- sort of start from scratch
and not change -- didn"t seem to make sense because there
would be start-up costs, there would be a learning curve,
et cetera, and that particularly given the desire to get
more of this in place, that we wouldn®t want to deter
people from starting because their risks out of the gate
were too large.

So we also suggested -- and, again, the applicant
did not object to the notion -- that the risk might be
transitioned over time. We didn"t try to specify exactly
what that time period would be, but not view it as simply
being the end state begins at the beginning.

CHAIR BAILET: Harold, that was a wonderful
summary, and I want to compliment the discipline in the
approach that the PRT used for this analysis. 1 know there
was extensive dialogue with the submitters, which we"re
going to hear from In just a moment.

* I would like to open the discussion up to the
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Committee members, not to deliberate, but if there are
clarifying questions that individual Committee members
have. 1 see Bob has one. We"ll start that conversation
now, then Kavita and Elizabeth and Bruce.

DR. BERENSON: A very good presentation.

Let me do one more of my bio things. In 1999 and
2000, 1 worked at what was then called HCFA (Health Care
Financing Administration), and one of the demos that was
under my responsibility was Hospital at Home, the Johns
Hopkins proposal. | met Bruce Leff at that time.

I recent -- 1 mean, in studying for this, 1 found
commentary by Bruce iIn which he referred back to that demo,
which happened in Medicare as well as the VA (Veterans
Administration), and then said, "Development of a payment
mechanism for Hospital at Home in the fee-for-service arena
using a Medicare demonstration mechanism wailver Is pending
approval.”™ That was 2009.

We have an Innovation Award that"s being
evaluated. 1 guess the question is, this has been around
for 20 -- almost 20 years, and now It"s coming to us. Is
there a story that we need to know about as to why this
either has not succeeded at CMS or that there may be some
disabling problems, which we"ll get to a little bit later

in the payment model? What do we know about the reason
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that this is still sitting as a proposal and not having
been adopted by CMS already? Does the PRT have any insight
or knowledge about that? 1 guess Is my question.

MR. MILLER: 1 have no particular insight into
that, other than to say, | guess, that -- and 1 think we
should hear from the applicant about that in a few minutes,
but as I said just a few moments ago, it is challenging to
get something like this up and running. And it is
essentially creating a kind of a new system, a new kind of
a provider entity, and with a potentially small patient
population in some communities and with the potential
threat to the notion that -- you know, that the hospital is
not the most ideal place In the world.

I do think that what -- to me, what is different
today i1s that there is growing recognition that a hospital
is not the best place to be for everyone, and so what might
have been before sort of an interesting idea becomes more,
more potentially compelling now. But | cannot answer that.
I don"t know if Rhonda, Len, or anybody else on the
Committee may have a better answer than that.

DR. MEDOWS: I don"t have the answer from CMS. |
think they would have to provide that themselves, but 1 can
-—- | know that in our discussions, the concern was the cost
of having a diverse multispecialty-type service available
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at home. Putting that in place, having people on call,
having people on hold waiting, depending on what the
patient needs, would be a little bit of a challenge i1If you
weren"t well resourced and financed to start it up iIn the
first place. That"s what I would imagine would be the --

MR. MILLER: 1 guess the answer i1s Bob should

have stayed at HCFA long enough to have gotten it into

place.

[Laughter.]

CHAIR BAILET: You heard it here first this
morning.

Kavita?

DR. PATEL: I just have some clarifying

questions. On page 7 of your PRT report for your summary
of your rating, you state that multiple studies have
demonstrated that the Hospital at Home care model Improves
quality and reduces cost. Can you just comment compared to
what? Because as -- you"ve alluded to some of the
[unintelligible] -- and 1"m not trying to point to you,
Harold. The PRT alluded in reference -- and I"ve read some
of the international studies -- there®s the Cochrane Review
-- a lot of this is somewhat dated, in that they found a
decrease i1n mortality, but some savings here and there.

You already talked about the post-acute savings.
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Was that reducing cost, is that just kind of a wrap-up
comment summarizing, or do you have a sense based on some
of the data tables -- which I couldn®t appreciate -- that
there could be a reduction in cost, despite the
limitations, compared to something else?

And then I had a second question
[unintelligible].

MR. MILLER: Well, 1711 start, and, again, then
Rhonda and Len can fill in.

First of all, I think it"s Important to
distinguish what do we mean by cost.

DR. PATEL: Yeah.

MR. MILLER: Right?

DR. PATEL: Right.

MR. MILLER: So spending is really the relevant
measure here, and so when we"re saying cost, we"re talking
about spending. And so the notion that has been
demonstrated in the studies that"s being referred to is
that you can take care of these patients at home for a
smaller payment --

DR. PATEL: Right.

MR. MILLER: -- than you could for paying for
them In the hospital.

Now, whether or not it is lower cost iIs a
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completely separate and more complicated question --

DR. PATEL: Right.

MR. MILLER: -- which is what we were raising is
-- so if these patients didn*"t have to have a nurse
visiting them in the hospital, [unintelligible] coming to
their bedside very often in the hospital, essentially they
might have been viewed as low-cost patients, you know, and
fully allocated. But, it"s lower payment for them.

And in terms of quality, there are studies
showing a number of comparative measures -- readmissions,
decubitus, other things -- in which the rates of those for
similar patients were lower, and interestingly, one study
that was done a few years ago, 1 think by Bruce Leff,
looked at a population of patients in the hospital,
classified them as to whether or not they were appropriate
for Hospital at Home services, but did not actually put
them 1nto Hospital at Home services, and then followed by
an intervention period in which patients were classified as
being eligible and put into Hospital at Home services.

So at least i1In that particular case, which is
somewhat challenging to do, but was done iIn that particular
case, there was a control group of patients who were
classified in essentially what was viewed as the same way

and then compared them. And so the comparisons that 1™m
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talking about in terms of quality were, in that sense,
apples to apples. Other things have been more difficult to
compare in terms of apples to apples, but there"s at least
that one study that 1"m familiar with that did that.

And 1 don"t know 1f Len or Rhonda recall other
things -- or Tim?

DR. FERRIS: Just from our organization, we have
a manuscript under review showing significant cost savings.
It"s a relatively small sample in our group, but the cost
savings are for exactly the reasons that Harold stated were
very clear, even in the small sample that we have.

DR. PATEL: And then just a second question, you
reference in the flexibility criterion, | believe, or at
least the limitations around small practices. From what
you have iIn the transcripts and kind of the back-and-forth,
it really does seem like 1t"s not feasible for -- 1 just
want to clarify. It really does not seem feasible for a
non-hospital-affiliated group to actually do this, given
the resources, intensity, and what"s just been acknowledged
about what will likely be a small sample size yet —- 1
don®"t want to say tremendous, but significant
infrastructure and time spent to do it.

So 1 just want to clarify. It does not seem

realistic, not even a small practice -- it doesn"t seem
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realistic for a non-hospital-owned or -affiliated practice
to do this.

MR. MILLER: Well, let me start, and then Rhonda
may want to add to this.

I wouldn®t agree with that. |1 think that what 1
don®"t think it works for is you wouldn®"t say to your
average primary care practice, ""How about taking on a few
of the