Patient Care

ADOPTING NEW

CARDIOVASCULAR MODELS TO
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Moving cardiovascular care to a value-based payment platform requires careful

study and planning.

THE SHIFT FROM FEE-FOR-SERVICE TO VALUE-
based care reimbursement has cardiovascular (CV) executives
wondering how to position their service line in this new health
care environment and how they potentially can change the
business model.

Historically, CV reimbursement has been driven by units
of work and procedure volumes. Process-based compliance
measures were used as a proxy for performance. There were
few incentives for care coordination, preventing readmissions
or managing high-risk patients as a population.

With value-based care, the entire group of providers re-
sponsible for a patient’s care is held accountable as a team.
This doesn’t end with CV and primary care providers but is
expanded to coordinating care with hospitalists, oncologists,
rheumatologists, neurologists and other care providers within
the broader context of acute and chronic disease manage-
ment.!

New payment mechanisms are tied to quality, patient out-
comes and cost effectiveness not just for the individual patient
but also for the share of lives covered. Comprehensive popula-
tion management necessitates evidence-based protocols for
preventive care, analytics and patient engagement among
other capabilities.?

This new reimbursement paradigm and its associated fi-
nancial risks are almost too complex to comprehend. The
expectation to evolve CV services is pushing even the stron-
gest CV executives to contemplate early retirement as they
explore these new requirements and contracting strategies
with payers.
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Under the guise of a challenge lies an opportunity to imple-
ment innovative CV service line models that take advantage
of financial risk-based reimbursement to positively transform
patient care.

The current health care landscape should make the imple-
mentation of new models more successful in comparison to
previous attempts. There is better access to capital for tech-
nology investments, payers are more open to unique dem-
onstration projects and regulatory restrictions through Stark,
anti-kickback and private inurement are more manageable
through legal clinical integration.3

The health care industry has come a long way since co-
management, joint ventures and marketing classifications such
as centers of excellence and heart institutes. But one thing
hasn’t changed; CV services delivery has a significant halo
effect on the rest of the hospital and health system.

CV reimbursement remains a major engine that will drive
hospitals and health systems forward to succeed under risk-
based payment models.*

MARKET DRIVERS AND ACCELERATED CHANGES — With
the Accountable Care Act (ACA), health plans and hospitals
are exploring alternative payment mechanisms to manage
their economics better. It is pertinent to consider the multi-
modal factors that contribute to the changes in CV care to
understand how hospitals can thrive in this cost-constrained
environment.

Overall, we see declining reimbursement rates across
government and commercial plans.® Inpatient CV ser-



vice volumes (particularly open-heart surgeries and
percutaneous coronary interventions) and length of
stay are on the decline, as care shifts to the outpatient
setting. As a result, endovascular procedures and other
forms of outpatient minimally invasive surgery, which
are less favorable to reimbursement, are on the rise.®

Advances in home monitoring technologies and ser-
vices help move care to settings outside the hospitals,
which comes at the right time as the U.S. health system
faces workforce shortages with physicians, nurses and
other clinical support staff.” 8 This also give impetus for
physicians and nurses to practice at the top of their
license by incorporating nurse practitioners, physician
assistants, licensed practice nurses and other advanced
health professionals.

Technological innovations including advanced heart
assist devices, pumps and implants and percutaneous
procedures, stem cell therapy clinical trials and bio-
absorbable treatments help reduce complications and
increase lifespan.® 1 However, they bring a whole new
set of operational, quality and reimbursement chal-
lenges, as does any new technology or procedure.

[ An increasingly unhealthy lifestyle and diet as well as

an aging population are driving growth to CV services.

CV reimbursement remains a major engine that
will drive hospitals and health systems forward to
succeed under risk-based payment models.

According to the CDC, 25.5 percent of U.S. adults have
multiple chronic conditions.” This is a major public
health concern. Patients with multiple chronic condi-
tions (including obesity, hypertension and diabetes)
require more complex post-surgery and preventive care.

CV specialists are working more closely with medical
home primary care practices to manage high-risk pa-
tients (hot spotters) using predictive analytics and risk
stratification capabilities. There is a need for enhanced
access, better disease management, care coordination
across the continuum and patient activation, which has
prompted multidisciplinary, team-based patient care.”?

There is a new appreciation of evidence-based medi-
cine, transparency and adherence to appropriate-use
criteria. Hospitals are putting together detailed guide-
lines, protocols and surgical order sets with defined
responsibilities, working in collaboration with frontline
staff and physicians.'3

Managing quality and outcomes requires stricter docu-
mentation, coding and reporting capabilities to allow
for improved performance transparency as hospitals
aim to provide more consumer-driven care.'4
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PAYER REIMBURSEMENT IS SHIFTING FROM A FOCUS ON “VOLUME" TO “VALUE"
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Quality and comprehensiveness of patient care has to
be balanced across providers, as there are stricter requ-
lations around utilization management. This includes
RAC audits and penalties for clinically inappropriate
utilization, preventable readmissions and hospital ac-
quired conditions (HACs).'> 16

Increased competition including retail clinics and com-
peting networks has led hospitals to align with CV
specialists through employment, clinical integration
and narrow networks. This is in an attempt to build
regional referral sources, while providing higher qual-
ity care and controlling total costs.'”” Hospitals are also
banding together to form national specialty networks,
creating a uniform patient experience and adhering to
standardized care practices in order to jointly negotiate
favorable payer contracts.

As cost sharing with patients becomes more popular,'®
a robust patient engagement strategy including coordi-
nating with community resources (wellness programs,
health coaches), nonfinancial gamification and finan-
cial incentives (e.g., lower copayments or premiums for
completing a health risk assessment) and disincentives
become necessary. Such strategies reduce employee
medical costs by approximately $3.27 for every dollar

FIGURE 3

spent and absenteeism costs by approximately $2.73
for every dollar spent.'® 20

These fundamental changes require CV service lines to
change their operating model to manage costs more strin-
gently and negotiate new payer contracts. For many of these
reasons cardiovascular care delivery has been front-and-center
with risk-based reimbursement pilots including episodic bun-
dling and capitation for share of lives through chronic disease
management.

Let's review three innovative CV models that forward-
thinking hospitals and CV programs have adopted to help
their transition to the value-based care environment.

MODEL 1: CV-CENTERED MEDICAL HOMES — The primary
care medical home model is likely here to stay and CV special-
ists may feel a downstream impact with a potential decline in
CV volumes as primary care providers serve as gatekeepers
to specialists.?!

However, CV practices that have adopted the specialty
medical home model may actually see a rise in their patient
pool. As the complexity of managing CV patients with multiple
chronic conditions has increased, CV specialists often serve as
the first point of contact and they may provide a significant
amount of patients’ primary care. For this subset of patients,

ESSENTIAL COMPONENTS TO IMPLEMENT THE PATIENT-CENTERED SPECIALTY PRACTICE

B Renegotiate payer contracts

M Train staff to practice at top of licensure

Track and Coordinate Referrals

PROVIDE ACCESS AND
COMMUNICATION

B Engage community
health resources

IDENTIFY AND COORDINATE
PATIENT POPULATIONS

M Align physician/staff
compensation

Measure and Improve Performance

PLAN AND MANAGE CARE

B Revamp staffing ratios

TRACK & COORDINATE CARE

M Re-engineer workflows

TECHNOLOGY ENABLERS

EMR e-Order Entry  e-Prescribing

Cardiac Sensors

Patient Portal Smart Phones

Home Monitoring

M Integrate nonclinical staff (e.g. health coach)
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having the CV specialist as the coordinating physician may
be the most patient-centric and cost-effective model of care.

In 2013, the National Committee for Quality Assurance
(NCQA) launched its new Patient-Centered Specialty Practice
(PCSP) recognition program outlining the standards for CV-
centered medical homes:??

Track and coordinate referrals.

Provide access and communication.

Identify and coordinate patient populations.
Measure and improve performance.

Plan and manage care.

Track and coordinate care.

Similar to primary care medical homes, CV specialist medi-
cal homes offer enhanced access, comprehensive preventive
care, electronic communications, health coaching and oth-
er resources. But unlike primary care medical homes, CV
specialists are able to handle more complex medical situa-
tions without referrals. Considering that these patients have

FIGURE 4

CV-related chronic conditions, their personal physician is able
to provide more holistic patient care.

Medical home reimbursement often includes incentives
for care coordination and measurable quality improvement,
which should be encouraging to CV specialists interested in
serving as the personal physician through the CV special-
ist medical home. It remains to be seen whether the added
cost incurred by running a medical home will be adequately
reimbursed in future.

MODEL 2: DISEASE-FOCUSED CV CARE CENTERS — Hospi-
tals are increasingly seeing the value of integrating services
to provide subspecialized CV care that is comprehensive and
cross-continuum. Setting up a CV disease center requires a
guantitative strategic planning process including assessing
the financial business case and developing a go-to-market
strategy that is attractive to the population in the hospital’s
referral catchment area and palatable to cardiologists and
other cardiovascular specialists practicing at the facility or
health system.?3

Hospitals must start off by assessing regionally specific
population health trends and their financial implications across

PAYER REIMBURSEMENT IS SHIFTING FROM A FOCUS ON “VOLUME" TO “VALUE"

DESCRIPTION

Heart failure is one of the major
reasons for hospitalization,
particularly among Medicare
beneficiaries. It also has a high
rate of readmissions.

HEART
FAILURE
CENTERS

Managing chronic disease
(hypertension, diabetics, obesity)
can reduce the likelihood of heart
attack, stroke, bypass, angioplasty
and other costly conditions.

HEART
DISEASE
PREVENTION
CENTERS

Chest pain is a leading complaint
by patients who use emergency
care. Early detection can prevent
a heart attack or reduce damage
to affected heart muscle.

CHEST PAIN
CENTERS

Approval for new trans catheter
valve technologies come with
strict regulation that require
operational and reporting
infrastructure to provide high-
volume services.

VALVE &
STRUCTURE
HEART
CENTERS

v W 9 9@

PATIENT CARE STANDARDS

Multidisciplinary staff use
checklists and patient education
to help patients better manage
their care at home to reduce
the risk of complications and
readmissions.

Comprehensive approach:
advanced screenings, lifestyle
and history to assess risk. Health
educators help with smoking
cessation, exercise, diet and
stress management.

The Society of Chest Pain Centers
accredits hospitals based on the
"“Eight Key Elements of a Chest
Pain Center” published in the
American Journal of Cardiology.

Often focused on minimally
invasive, percutaneous
procedures (e.g. TAVR) with
resources to manage complex,
long-term, multidisciplinary
follow-up care.

EXAMPLES OF LEADING
PROGRAMS

¢ Johns Hopkins Heart Failure
Bridge Clinic (MD)

Cleveland Clinic Kaufman
Center for Heart Failure
Baptist Health, Outpatient
Congestive Heart Failure Clinic
(FL)

e NYU Langone Center for the
Prevention of Cardiovascular
Disease

¢ Johns Hopkins Ciccarone
Center for the Prevention of
Heart Disease (MD)

e St. Luke's University Hospital,
Chest Pain Center (PA)

¢ Yale New Haven Chest Pain
Center (CT)

e Emory Healthcare's Structural
Heart & Valve Center (GA)

e Brigham and Women'’s
Structural Heart Disease
Center (MA)

e Rush University Structural
Heart Disease Center (IL)
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care settings and patient encounters. Set-up requires complex
technological infrastructure, staffing models and operational
processes.

Crucial to success is aligned, credible leadership and physi-
cian relationships in order to cohesively coordinate multispe-
cialty treatment plans on a day-to-day basis, particularly for
long-term care. This hard work pays off in increased market
share, improved clinical quality, cost efficiency and higher pa-
tient satisfaction.?*

Hospitals are implementing various disease-focused CV
care centers around the country.?>34

Without a strict due diligence process (internal capacity
and external demand), attractive clinical offerings based on
patient needs and aligned incentives for care providers, the
investment in disease-based care might not meet its desired
results. However, doing it right may create a distinctive brand
for the disease center that will positively impact the entire
hospital.

MODEL 3: STREAMLINED AND ENHANCED SERVICE LINE
STRUCTURE — Expanding the CV organization beyond hospi-
tal-based CV services helps manage care across the continuum
and in nonclinical settings including patient homes. There
are various legal models for this including clinical integration,
multispecialty accountable care organizations (ACOs) and CV
regional MSOs and IPAs that are designed to integrate with
other specialties and services.

One of the main benefits of this model is that it sets the
framework to reduce variations in clinical practices across the
care continuum. The American Medical Association and the
Joint Commission estimate that 1 in 10 elective angioplasty
procedures performed may be “inappropriate,” and another
third questionable.3>

FIGURE 5

Variations in care and intensity of end-of-life care, open-
heart surgery and angioplasty costs the U.S. approximately
$600 billion annually in avoidable costs. With a more efficient
service line structure, hospitals can more easily facilitate reduc
ing variations in clinical practices whether with care pathways,
blood products, lab tests, medications (brand name versus
generic) or implants.3®

STRUGGLE TO BREAK THE SILOS
OF ISOLATED CV CARE.

These drastic changes cannot be done without engaging
leaders across the spectrum, from executives, physician lead-
ers, acute care managers and primary care clinicians. Crucial
to success is that there is a leadership team dedicated to
managing all CV programs that fall within the service line.
A budget must be tied to a CV-specific strategic plan and
there must be hospital executive and physician buy-in for the
purpose of the restructure.

Forming a multidisciplinary steering committee and
subject matter advisory groups helps facilitate a participa-
tory approach to reorganizing operations across the con-
tinuum while enfranchising physicians, nurses and other
frontline staff. Having physicians lead the reorganization
effort reinforces accountability, developing and meet-
ing timelines and an organic communications strategy.

PAYER REIMBURSEMENT IS SHIFTING FROM A FOCUS ON “VOLUME" TO “VALUE"

B Outpatient Facilities
Imaging, Diagnostics,
Therapeutic Centers

W Acute Care/
Heart Hospital

B Primary/CV
Physician Practices

M Transitional/
Post-Acute Care

H Wellness & Disease
Management Program

B Rehab/Home
Care
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THE IMPORTANCE OF UNDERSTANDING PERSPECTIVES: THE VALUE EQUATION (FOR PATIENTS, PHYSICIANS,
HOSPITALS AND PAYERS)

HOSPITAL & HEALTH SYSTEM VALUE
Favorable managed care & payer
relationships

Highly productive physicians

Positive revenue streams
Coordinated/integrated care

Safe, quality-focused care

Market leader status

HOSPITALS
& HEALTH

SYSTEMS

VALUE = QUALITY / COST

PATIENT VALUE

Meeting outcomes expectations
Physician communication

Easy access

Friendly, caring staff

B Reasonable cost

PATIENTS

PHYSICIANS &
PROVIDERS

PAYERS

PAYER VALUE

B Market Share

B Efficient networks of cost-effective providers

B Excellent outcomes

B Highly satisfied purchasers, employees and patients

PHYSICIAN & PROVIDER VALUE
Purposeful and meaningful work
Degree of autonomy
Supportive, knowledgeable colleagues
Trustworthy systems

Quiality focused

Knowledgeable support staff
Satisfactory compensation
Credible leadership

Learning environment

Quiality of life (balance)

Another factor that may accelerate the transition to cross-
continuum care is elevating physicians with business acumen
into strategic leadership positions beyond a high responsibil-
ity, nonincentivized auxiliary leadership role based on clinical
merits. Such physician leaders will be committed to success,
build trust among clinical staff and inspire others during the
change management journey.

THE VALUE EQUATION — It certainly is no easy plight to transi-
tion the CV organization to succeed under value-based care.
Many hospital executives struggle to break the silos of isolated
CV care provided by departments while balancing the demand
for clinical and technologic innovations alongside reducing
reimbursement trends.
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Key to success is the support of physicians to ensure ad-
herence to new patient care protocols and commitment to
cost containment, documentation and reporting. Hospitals are
turning to a spectrum of options to align with physicians rang-
ing from employment to clinical integration. As mentioned,
credible, knowledgeable physician leadership is of paramount
importance.

However, many physicians are cynical of the new risk-based
payer reimbursement with only 13 percent of physicians be-
lieving that it is likely to enhance quality and reduce costs.
Only 25 percent believe that the ACA will be effective and 37
percent believe that physician employment is a positive trend
(although this is an improvement between 2012 and 2014).37

Our current lexicon does not help this situation. The dis-



course is focused on regulatory and compliance concepts (such
as evidence-based care, appropriate use criteria, outcomes,
readmissions and patient/ physician satisfaction) when instead
our dialogue should be led by the perspectives and the vari-
able needs of the patients, physicians and hospitals and an
appreciation of the cultural and differing business motifs that
exist across the environment where care is delivered.

In summary, we leave you with three recommendations
to consider as you contemplate the future of your service line
and its evolution:

[ Don't protect the past simply for the sake of the past.
Defend important core and anchors, but be willing to
move to the next iteration.

[ Guard against being defined by a product or prior ser-
vice. Stay abreast of changes in evolutionary progress
and be willing to endorse such where appropriate.

[ Always be considering how you can transform your ser-
vices, yourself and practices. Evolution was not about
survival but adaptation.

Valerie Handunge, MPH, is a health care
solutions and strategy leader at Virtusa in
Washington, D.C.

Nathan G. Riner, MBA, is a consultant with
The Riner Group Inc., with offices in Naples,
Florida, and St. Louis, Missouri.

Magdeline Aagard, EdD, MBA, RN, is a con-
sultant with The Riner Group Inc.
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