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Message to HealthCare Providers: 
Prepare for the Future 

 Don’t Get Caught Sleeping on the Tracks 



What is Your Value & Worth? 
 

  
The answer is not monetary, but what is your value and 
worth to... 

1. Your Patients 

2. Your Peers 

3. Your Hospital System 

4. The Payer(s) 

5. The Government 

 We will be graded by them all. 

Your data will be critical to your success— 

real and perceived. 



HealthCare Provider Self-Awareness 

5 Realities over next 5 Years 

1. Know your Personal Data!!!! 

2. Certainty of Transparency & Public Reporting 

3. Accountability for Patient & Peer Satisfaction 

4. Accountability for Efficiency and Cost-Savings 

5. Accountability for Demonstration of Value 



- EHRs; meaningful use         - ICD-10 

- Value Based Purchasing 

- Efficiency metrics (= cut costs) 

- Payment cuts 

- Accountable Care Organizations           

- DOJ  Fraud investigations 

 

- Bundled payments (capitation) 

- Preauthorization 

- Physician Quality Reporting System (PQRS) 

- Public Reporting 

- Payer Programs 

- Utilization review 

- Claims data profiling 

- Episode groupers 

- MOC / MOL  
- Certification exams 

- Coverage determinations 

- Appropriateness auditing 

- Hospital employment 

Health Care Environment 2017-2020 

MACRA 

Merit Incentive Based Payment 

 (MIPS)  

Alternative Payment Models (APMs) 

Bundled Payments 

Core Quality Measures Collaborative 

CV Quality Measures 



Notes: GDP refers to gross domestic product. Dutch and Swiss data are for current spending only, and exclude spending on 

capital formation of health care providers. Source: OECD Health Data 2015. 

Health Care Spending as Percent of GDP, 1980–2013 

Percent 

* 2012. 



“Dead Last” Among Industrialized Nations 
Quality, Access, Efficiency, Equity Health Lives  

 Commonwealth Fund 



2017 Global Health Care  
Overall Performance Rankings 

 
  
1.  United Kingdom 
2.  Australia 
3.  Netherlands 
4.  New Zealand 
4.  Norway 
6.  Sweden 
6.  Switzerland 
8.  Germany 
9.  Canada 
10. France 
11. United States 

                         Source: Commonwealth Fund 
  Schneider et.al. Mirror, mirror 2017: International comparison reflects flaws and opportunities 

 for better U.S. health care (http://www.commonwealthfund.org/interactives/2017/July/mirror-mirror). 
 

http://host.netatlantic.com/t/22774886/366830024/1169136/503/
http://host.netatlantic.com/t/22774886/366830024/1169136/503/


Relative Health Care System Performance and 
Spending in 11 High-Income Countries 

Spending data are from the Organization for Economic Cooperation and Development for 2014 

DOI: 10.1056/NEJMp1708704 Commonwealth Fund 



Health-Care Access & Quality Index 
U.S. scored 80 (Bottom 2nd Decile=Estonia and Montenegro)  

Lancet: Murray et.al., University of Washington, 2017 
32 causes of death in 195 countries from 1990 to 2015 

U.S.= “Almost failing grades” for 9 conditions: 
ischemic heart disease, hypertensive heart disease, diabetes,  

lower respiratory infections, neonatal disorders,  
non-melanoma skin cancer, Hodgkin’s lymphoma, 
CKD and the adverse effects of medical Rx itself. 

  



 

Source: E. H. Bradley and L. A. Taylor, The American Health Care Paradox: Why Spending 

More Is Getting Us Less, Public Affairs, 2013. 

Health and Social Care Spending as a Percentage of GDP 

Percent 



 

 

$800 Billion  

of waste each year 

IOM Estimated Sources of  
Excess Costs in Health Care (2009) 



Healthcare is facing a classic “Curve One / Curve Two” shift in business 

models.  Moving too early, or too late, has its own risks and rewards. 

Changing the Healthcare 
 Business Model 

Curve One: Fee for Service Curve Two: Population Health 
● Volume-driven 

● Maximize unit price / volume 

● Little reward for quality 

● No incentives for coordination of  care 

● Regulatory disincentives to 

collaboration 

 

 

● Return to “managed” care 

● Return of  the “narrow network” 

● Reward lower cost / higher quality 

● Incentives to reduce utilization 

● Coordination of  care 

● Lines blurred between payers and 

providers 

Source:  Complements to Ian Morrison, The Second Curve: Managing the Velocity of Change; 1996.  For a contemporary application of Morrison’s 

thinking to today’s healthcare world, see:  http://ianmorrison.com/305/ 
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                   Better too early than too late!! 

Curve One: Fee for Service Curve Two:    Population 

                       Health     

Time 

Change too early… 

Risk 

• Loss of  fee-for-service revenue 

Reward 

• Growth – covered lives 

• Physician alignment 

Change too late… 

Risk 

• Loss of  market share 

• Physicians align with competitors 

Reward 

 

• Maximize fee-for-service revenues 

Ideal, but feasible? 

Changing the Healthcare 
 Business Model 
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Moving from Volume to Value 

“A Foot in Each of Two Canoes” 

 



How Will Health Care Change? 
 Current Future 

Paper records/poor EMR 
integration 

Interportable Electronic Health 
Records 

Provider autonomy Appropriate use; Formulary 

Autocratic MD Team based care 

Evidence based medicine Outcomes based care 

Clinical ‘giant’ Benchmarked data 

Reputation Public access and rankings 

AMC and inpatient-centric Coordination across settings 

Few full service providers Community tertiary care 

Physician driven Patient centered 

Insensitive to cost Cost accountability 

Fee for service P4P; Bundled; Tiered; APMs, 
Capitated?? 

Hospital vs. MD Accountable Care Organization 
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Changing U.S. Healthcare Environment:  
Payment & Delivery Systems 

Hospital Payment 

Systems 

Capitation 
Accountable Care 

Organizations 

 

Bundled Payments 

By Episode 

Pay for Performance 

(HAC/VBP/Readmits) 

Pay for Reporting 

 

Prospective Payment  

System (DRG/APC) 

Physician Payment 

Systems 

Capitation 
Accountable Care 

Organizations 

 

Bundled Payments 

By Episode 

 

Pay for Performance  

(PQRS / eRx) 

          Pay for Reporting 

  

 Fee For Service 

Clinical 

Integration 

Coordinated 

Care 

Population Health 

Episode of Care 

Acute Care 



CMS’s Quality Implementation  

• Measure and publicly reporting providers’ quality 

performance and cost of services provided 

 

• Foster learning networks for quality improvement 

 

• Create incentives for quality and value 

 

• Set standards for providers that support quality 

improvement 



         Medicare Access & CHIP  
     Reauthorization Act of 2015 
 
                        “MACRA” 
 

• Final ruling released October 14, 2016 

• Policies implementing: 

– Merit-Based Incentive Payment System (MIPS)  

– Advanced Alternative Payment Model (APM) 
participation 



What MACRA Does 

• Repeals the SGR formula 

• Establishes  a (modest) period of positive payment 
increases 

• Promotes the transition to  quality-based payment 
(MIPS or APM pathways beginning in 2019) 

• Supports participation in eligible APMs 

• Reauthorizes funding for CHIP 

• Expands use of Medicare data for transparency and 
quality improvement 

• Development of quality measures 

 

 

 

 



MACRA Goals for Tying Payment to Quality 
 

MIPS 

APMs 



Quality & Efficiency:  
How CMS Is Tracking the Cost 
and Quality of Care That You 

Deliver 
 



2019 MIPS Composite Weighting 
Merit-Based Incentive Payment System  

 

Quality 
60% 

Resource Use (0%) will be incorporated into MIPS score 

(10%) in 2018 performance period 

Advancing Care Information 
• Security Risk Analysis 

• E-Prescribing 

• Provide Patient Access 

• Send Summary of Care 

• Request/Accept Summary of 

Care 

• Bonus: Registry Reporting 

 
      Clinical Practice    
         Improvement 
• Expanded Practice Access 

• Population Management 

• Care Coordination 

• Beneficiary Engagement 

• Patient Safety  

• Practice Assessment (ex.  MOC) 

• Patient-Centered Medical Home or 

specialty APM 

 

         Quality 
•Most PQRS measures 

•QCDR (non-MIPS) measures 

•Bonus: “High-priority measures” 
– Outcome, appropriate use, 

patient safety, efficiency, 

patient experience, care 

coordination 

 



Quality (60%) 
Full Credit 

•6 quality measures, including 1 outcome measure or one 

specialty measure set 

•Points will be allocated based on performance against prior year 

benchmarks 

•QCDRs approved for group and individual level reporting 

Bonus Points 

•“High Priority Measures” 

– Outcome, appropriate use, patient safety, efficiency, patient experience, 

care coordination 

 

 
MIPS APM participants will report the quality measure 

requirements of their program 

High Priority Measures collected in NCDR Registries: 
 Outcomes and AUC 

GAPS: PROMS-SAQ, Cost data 

Can use MIPS and also non-MIPS measures 
 from NCDR QCDR (CMS) certified  

and non-certified registries 



CV Measures for MIPS 



MIPS Quality (60%) 

https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-

Instruments/PQRS/Downloads/2014_PQRS_Experience_Rpt.pdf 

Tobacco Use Screening/Cessation Intervention 

2013 Top Five PQRS Measures  
Reported by Cardiologists 

Documenting Current Medications in the EHR 

Aspirin in Ischemic Vascular Disease 

Antiplatelet Therapy in Coronary Artery Disease 

BP Management in Ischemic Vascular Disease 



Advancing Care Information (25%) 

Full Credit 

• Report 5 required measures for at 

least 90 days 

 

Bonus Points 

• Submit up to 9 additional 

measures for at least 90 days 

– Clinical Data Registry Reporting 

Required 

Measures 

Security Risk Analysis 

E-Prescribing 

Provide Patient Access 

Send Summary of Care 

Request/Accept 
Summary of Care 

Bonus Points for QCDR reporting 
PINNACLE, Diabetes, later this year CathPCI 

Pipeline: ICD, ACTION, PVI, and more 



Clinical Practice Improvement Activities 
A Key Component of  MIPS 

Quality 
60% 

Resource Use (0%) will be incorporated into MIPS score 

(10%) in 2018 performance period 

Advancing Care Information 
• Security Risk Analysis 

• E-Prescribing 

• Provide Patient Access 

• Send Summary of Care 

• Request/Accept Summary of 

Care 

• Bonus: Registry Reporting 

 
      Clinical Practice    
         Improvement 
• Expanded Practice Access 

• Population Management 

• Care Coordination 

• Beneficiary Engagement 

• Patient Safety  

• Practice Assessment (ex. MOC) 

• Patient-Centered Medical Home or 

specialty APM 

 

       Quality 
•Most PQRS measures 

•QCDR (non-MIPS) measures 

•Bonus: “High-priority measures” 
– Outcome, appropriate use, 

patient safety, efficiency, 

patient experience, care 

coordination 

 



Clinical Practice Improvement (15%) 

Full Credit 

• 4 medium-weighted activities or 

2 high-weighted activities 

• At least 90 days of participation 

in each activity 

 

Bonus Points 

• None 

Activity Weight 

Participation in MOC Part IV Medium 

Participation in CMMI Models such as 
the Million Hearts Risk Reduction 
Model 

Medium 

Use of QCDR data for ongoing practice 
assessment and improvements 

Medium 

Use of decision support and 
standardized treatment protocols 

Medium 

Activity Weight 

Participation in a systematic 

anticoagulation program 

High 

Participating in CAHPS or other 

supplemental questionnaire 

High 



 MIPS Quality and Cost 
Methodology 

• CMS gets the data from a combination of 

clinician/group reported clinical quality measures 

via EHRs or QCDRs/Registries, Consumer 
Assessment of Healthcare Providers & Systems 
(HCAHPS) survey and CMS claims 

 

• Cost is measured exclusively based on Part A and 

Part B CMS claims data- there is no clinician 

reporting 

32 



MIPS and Hospital Accountability for Patient 
Experience (HCAHPS) – “Doc Vader” 



When will MACRA affect my practice? 

April 2016 

•First 
proposed 
regulations 

Fall 2016 

•Proposed 
regulations 
finalized 

Jan 2017 

•Start of first MIPS 
performance period 

Jan 2018 

•Likely start of 
first APM 
performance 
period 

Jan 2019 

•Start of first 
payment year 
under MACRA 



Depending on the Quality Payment Program you choose 
and the data submitted by March 31, 2018: 

 your 2019 Medicare payments will be adjusted….. 



Introduction to the Medicare 
Cardiac Episode Payment Models 



What are the Models? 

AMI and CABG Models 

•Retrospective bundled payment 
to hospital for hospitalization 
and 90 days post-discharge 

•Triggered by applicable MS-
DRGs 

•AMI or PCI (280-282, 246-251) 

•CABG (231-232) 

•Hospital is financially 
accountable for all quality and 
costs under the episode 

Cardiac Rehab Payment 
Incentive Model 

• Incentive payments for 
CR/ICR services 90 days post 
discharge from an AMI or 
CABG hospitalization 

• $25 for the first 11 services 

• $175 for each additional 
service  

 

First performance period begins January 2018, ending on or about December 31, 2021 



Who is Participating? 

• CABG/AMI: 1,120 hospitals in 

98 Metropolitan Statistical 

Areas (MSAs) 

• Cardiac Rehab: 1,320 

hospitals in 90 MSAs 

– 45 MSAs: AMI/CABG and 

Cardiac Rehab 

– 45 MSAs: Cardiac Rehab 

only 

– Provider List lookup: 

https://innovation.cms.gov/init

iatives/epm  

https://innovation.cms.gov/initiatives/epm
https://innovation.cms.gov/initiatives/epm


What is an Episode of Care? 

Inpatient Stay 90 Days Post-Discharge  
Pre-

Admission 

• Physician services 

(inpatient) 

• Hospital services 

• Physician services (outpatient) 
• Post-acute, rehab, home care 
• Readmissions 

Episode triggered by an anchor admission for AMI as a 
principal/secondary diagnosis; or CABG 

Cardiac Episode Payment for AMI or CABG 



What are the Quality Measures? 

AMI Model 
• Hospital 30-day, All-cause, Risk-

Standardized Mortality Rate 

(RSMR) Following Acute Myocardial 

Infarction (NQF #0230) 

• Excess Days in Acute Care after 

Hospitalization for AMI 

• Hospital Consumer Assessment of 

Healthcare Providers and Systems 

(HCAHPS) Survey (NQF #0166) 

• Voluntary:  Hybrid Hospital 30-day, 

All-Cause, Risk-Standardized 

Mortality Rate Following Acute 

Myocardial Infarction 

Hospitalization (NQF #2473)  

CABG Model 

• Hospital 30-day, All-cause, 
Risk-Standardized Mortality 
Rate (RSMR) Following CABG 
Surgery (NQF #2558) 

• Hospital Consumer 
Assessment of Healthcare 
Providers and Systems 
(HCAHPS) Survey (NQF #0166) 

• Voluntary: STS CABG 
Composite Score (NQF #0696) 



How Bundled Payments Could 
Transform Patient Care 

• Promotes Integrated Multidisciplinary Care 

• Promotes Accountability for Outcomes 

• Promotes Cost Reduction    

– from the bottom up and team by team 

 



Translating Performance to Payment 

CMS sets participant 
quality benchmarks 
and target prices for 

episodes 

CMS adjusts target 
price by quality 
performance 

Actual Spend  
<  

Quality Adjusted 
Target Price 

Participant receives 
reconciliation 

payment based on 
savings 

Actual Spend  
> 

 Quality Adjusted 
Target Price 

Repayment to CMS 
starting in 2018  

• Participants can earn up to 5% of target price in from 2017-2019. 
• Participants will repay CMS up to 3% or 5% of target price starting in 2019 (PY3) 

      (or 2018 for those who voluntarily assume 2-sided risk earlier) 



Bundled Payments and APMs 
Partial or Full Capitation 

• Physicians, hospitalizations and imaging services 
become costs!! 

 

• Savings arise from increased quality health outcomes 
and efficiencies concomitant with reduced FFS activity 
 

• Population Health Management becomes a Focus 
 

• Potential of residual revenue then paid to providers? 



Tom Price Cancels Cardiac Bundles!! 

August 10, 2017 



What  Happens When Fee-For-Service 

Changes to a Global Payment (Capitation) 

Cardiologists Managing 60,000 60,000 

Lives Before and After 

Advisory.com  2014 

Cath/PCI Procedures per 

100,000 

Select Professional and Facility Costs 

Duration of Period: 8 Months 

300 

90 

129 

26 

70% 

Reduction 

80% 

Reduction 

$6.26 

$4.08 

35% 

Reduction 

Fee-for-Service Capitation 



Future CMS Measures: 
How will your value be judged & rewarded? 

• Increasing number of “e-measures”  

• Appropriateness of services/measures of overuse 
– Ex.= Appropriateness of PCI in asymptomatic pts 

• Clinical outcomes and patient reported outcomes 
(PROMs) with functional status 
– Ex.= Symptom improvement in PCI for stable angina 

• SAQ-7 and Rose dyspnea scale 

• Patient and caregiver experience 

• Care coordination 



Common Themes? 

• Physicians/hospital/payor alignment 

• Big Data 

• Incentives to promote prevention, primary care 

and care coordination for high-acuity patients 

• Careful adherence to CPGs/AUC 

 



What Does this Mean for you? 

• Make friends with payor/hospital/provider 

leadership 

• Embrace Big Data 

• Incorporate Care Team approach 

• Understand and embrace risk sharing 



The 2017 CV Specialist: 
Quality, Accountability, Transparency & Cost 

Sir Luke Fildes, 1887, The Tate Museum, London 



“Unintended variation is stealing 
healthcare blind” 

US Institute of Medicine.   
Best Care at Lower Cost, 2012  

Donald Berwick, MD 



ACC’s Role in  
Measurement and Improvement 

Define Care Standards Clinical Guidelines 

Define Data Standards Data Standards 

Develop Measures Performance Measures 

Appropriateness Criteria AUC 

Measure Quality ACC-NCDR 

Improve Quality QI Portfolio 

The Move from “Volume” to “Value” 



Concept 

Outcomes 

Clinical 

Trials 

Guidelines 

Data Standards 

Performance 

Indicators 

Performance 

Cycle of Clinical Therapeutic Effectiveness 

Appropriateness 

QUALITY!! 

ACC-NCDR 

  Registry 

  



New : Cost/Value Methodology 
 
  



High Quality Cardiovascular Procedures 

Right 
Patient 

Right 
Procedure 
Decision 

Appropriate Use Criteria 

Clinical Guidelines 

Patient Preferences 

Performance Measures 

Quality Metrics 

Public Reporting  

Right Procedure 
Execution 

Right 
Outcome 

 

Ongoing trials 

and  evidence 

Value equation for cardiovascular procedures – was the right 

procedure done in the right way with the right outcome in a timely fashion?  

Measures: AUC, Process, & Outcomes 

NCDR Cath PCI Registry 



THE ‘REAL VALUE’ EQUATION = 

 

 

 

 
 

                             Resource Utilization (COST) 

Patient 

Defined  

Outcomes 

Clinically 

Defined 

Outcomes 

Appropriate Use% X 

+ 



California Elective PCI Variation 
California Health Care Foundation  



When They Start Making 
Cartoons, Billboards and 
Reports to Congress, 
Maybe You Have a 

Problem 



Interventional Cardiology 1979 -2017 

Despite All the Advances in Interventional  

Cardiology During  the Past 37 years . . .   



We Have an Image Problem  





• Traveling nurse complained 

about unnecessary stenting at 

Lawnwood Medical Center in 

Fort Pierce 

• Internal HCA investigation 

concluded nurse was right 

• 1,200 cardiac 

catheterizations were 

deemed to be unnecessary 

• Independent review identified 

numerous problems in Florida 

HCA hospitals 

• The saga continues   

New York Times 
August 6, 2012 



Potential Impact of Inappropriate PCI 

• 700,000 PCI/year in US 

• 4% inappropriate and 12% uncertain (NCDR) 

• 25% of uncertain PCI are ? Inappropriate 

• Total= 45,500  “inappropriate” (.2% mortality) 

100 deaths avoidable by eliminating inappropriate PCI 



50%  
of all PCIs are  

inappropriate 

Did Dr. Oz  
Get it Right? 



Appropriate Use Criteria 

 J Am Coll Cardiol  2017  

Available at  http://www.acc.org 

Because: 

1)There are continuing and reasonable 
questions about what we do 

2)If we don’t do this, . . . . . someone 
else will 

3)We can and will do this better than 
anyone else 



SIHD AUC Table 



Moses Delivering the AUC Tablets 



Clinical Practice Guidelines, Performance Measures, 

 Appropriate Use Criteria,  

NCDR Registry Participation, Public Reporting,  
ABIM’s Maintenance of Certification 



Antman & Peterson, Circulation 2009:119:1180-1185. 

The “Big Three” Documents That Affect Care 



The SIHD AUC Overview 
• Separate tables for 1, 2, 3, vessel and left main 

CAD 
• Tables for the post CABG patient 

• IMA to LAD patent and without significant stenosis 
• IMA to LAD not patent 
• Disease affecting vascular territories rather than 

vessels 

• SIHD undergoing procedures for which 
revascularization might be considered 
• Renal transplant with or without diabetes 
• TAVR, Mitraclip, other structural procedures    



The SIHD AUC Basic Table Structure 

59 indications 
spread across 4 

tables 
472 individual 

cells 

Symptom status 

Asx on no 
therapy vs. 

Asx on 
therapy 

Antianginal therapy (AA) + OMT for 
risk factors 

 
AA therapy follows the SIHD 

Guidelines  



Professional Reactions to the AUC 

ANGER DENIAL 



Appropriateness? 

We can only manage  what we measure 



CathPCI Physician Dashboard 

• Hospital metrics reported at the 
physician level 

• Secure & confidential access via 
ACC.org login 

– Click “My ACC” 

– Click “NCDR Physician 
Dashboard” 

• Use for: 

a) Awareness 

b) Quality improvement 

c) ABIM MOC part IV  

 

 

Metrics include: 

1. Volumes 

2. Vascular 

complications 

3. Door to balloon time 

4. Appropriateness of PCI 
 

 

 



Hospital Variation in Non-Acute 

PCI Inappropriateness 

 

      Chan, PS, et.al 

“Appropriateness of PCI” 

 JAMA 2011;306:53-61. 

 

Overall 11.6%  Inappropriate 

 

 





Trends in Indication for PCI 
PCI 
indicatio
n/Year 

Overall 2009* 2010 2011 2012 2013 2014 

Overall, 
n 

2,685,68
3 

243,580 538,076 502,995 481,889 462,636 456,507 

Acute, n 
(%) 

2,047,853 
(76.3) 

168,366  
(69.1) 

377,540  
(70.2) 

373,423  
(74.2) 

380,331  
(78.9) 

373,650  
(80.8) 

374,543  
(82.0) 

Non-
acute, n 
(%) 

397,737 
(14.8) 

41,024  
(16.8) 

89,704  
(16.7) 

78,328  
(15.6) 

66,849 
(13.9) 

62,457  
(13.5) 

59,375  
(13.0) 

Non-
mappabl
e n (%) 

240,093 
(8.9) 

34,190  
(14.0) 

70,832  
(13.2) 

51,244  
(10.2) 

34,709  
(7.2) 

26,529  
(5.7) 

22,589  
(4.9) 

*Includes 6-months of data (July 1 to December 31, 2009) 



2010 2014 
Absolute Change 

from 2014-2010 

Patient Characteristics # % # % # % 

N 89,704 22.6 59,375 14.9 -30,329 -7.7 

Angina   

No symptoms 26,313 29.3 12,890 21.7 -13,423 -7.6 

CCS I or II  47,710 53.2 23,689 39.9 -24,021 -13.3 

CCS III or IV 15,681 17.4 22,796 38.4 +7,115 +21.0 

No. of antianginal medications   

0 27,076 30.2 11,521 19.4 -15,555 -10.8 

1 42,610 47.5 27,031 45.5 -15,579 -2.0 

>=2 20,011 22.3 20,816 35.1 +805 +12.8 

Stress test results (those with a 

test) 
  

Unavailable 10,328 18.4 4,708 11.2 -5,620 -7.2 

Low or intermediate risk 33,468 59.5 23,475 55.6 -9,993 -3.9 

High risk 12,460 22.2 14,018 33.2 +1,558 +11.0 
Multi-vessel CAD on angiography 39,231 43.7 28,192 47.5 -11,039 +3.8 

Baseline Characteristics Among Patients 
Undergoing Non-acute PCI 
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Patient-level Trends in  

 Appropriateness of Non-acute PCI 
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50% relative 

reduction, 

p<0.001  

Patient-level Trends in  
  Appropriateness of Non-acute PCI 

Appropriate 

Uncertain 

Inappropriate 
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Year 

10 

30 

50 

70 

90 

2009* 2010 2011 2012 2013 2014 

*Includes July to December 2009 

Hospital-level Trends in 
Inappropriate Non-acute PCIs  

Median 
(IQR) 

25.8 
(16.7-37.1) 

24.3 
(15.2-33.3) 

21.4  
(13.3-30.7) 

17.0 
(9.1-26.8) 

14.3 
(6.3-24.4) 

12.6 
(5.9-22.9) 



Physician Variation  

Source: Adapted from United Healthcare 

 We Can All Improve 



Stress Testing Post PCI by Use Frequency: 
Relationship to Time From PCI 

JACC 2013 62:436 

Highest 

 

 

Lowest 

use 



Outcomes by Intensity of Site Use of 
Post PCI Stress Testing 

JACC 2013 62:436 



Purchasers’ Concerns 
(Also Every Patient’s Concern) 

Evidence Based Guidelines 

A Method to Reduce Variation 

Shared Decision Making 

Fiscal Stewardship 



Payer Demands for your NCDR Data 



Professional Responsibility 

JACC 2011; 57:1557-59 

“ Although this sounds onerous, is it not better for us to impose 

 these controls on ourselves than what is done currently by payers 

 to control costs and procedures.” 



High 
Value 
Care 

Health 
Outcomes 

  Cost Waste 

Stanford Clinical Excellence Research Center:  

AIM Project 
 

  
 



The 30% Static Efficiency Gain Opportunity 

Source: IHA 2012 & A. Milstein 
© 2015 A. Milstein/Stanford Univ 

Performance of 200+ California Physician Groups  

Currently Accountable for Value 

Current 

value 

frontier 

Risk-Adjusted Total Cost of Care ($ PMPY) 
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“Secret Sauce” of High Value 

• Patient-Centric Appropriate Care (conservative practice style) 

• Team Based Care with NPs, PAs, RNs, MAs functioning at peak of 
scope of practice  

• Avoidance strategies for Emergency Room visits 

• Avoidance strategies for hospital readmissions 

• High Adherence to CV Performance Measures, Clinical Practice 
Guidelines and AUC– Common theme- MD DATA OWNERSHIP!! 

• Strategies insuring patients’ easy healthcare access  

 

 



SMARTCare:  
Smarter Management And Resource Use 

for Today’s Complex Care Delivery  

Center for Medicare Medicaid Innovation Project Grant  

 

Florida Chapter  

Wisconsin Chapter 

American College of Cardiology 

The project described was supported by Grant Number 1C1CMS331322 from the Department of Health and Human 
Services, Centers for Medicare & Medicaid Services.  
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Appropriate Access to Care   

Improving Quality  

Reducing Cost and Enhancing Value  

 

 

 

 

 

 

 

 

 

  

 

 
 

Evidence-based Guidelines 

Technology at the point-of-care 

State-of-the-Art Data Analytics 
 

Improve the bedside application of Science 

Improve the Cardiovascular Outcomes 

A collaborative effort convened by the ACCF to: 

Reduce unnecessary variation in resource use   

Clinical risk adjusted cost analysis 

Utilization of NCDR methodology 

 
 



SMARTCare: Overview 



• Decrease imaging not meeting AUC for 12-15% to <8% 
• Decrease PCI not meeting AUC from 9-20% to <6% 
• Reduce rate of bleeding and complications to < 2% 
• Improve patient quality of life - SAQ 
• Decrease average case costs by 15-20%  
• Improve to > 90% risk reduction goal & maximal therapy  
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SMARTCare: Expected Impact 



 Your Future: 2017-2020 
 

• Embracing and implementing MACRA  

• Changes in the delivery of care and payment structure 

• Bundled care may provide more ROI than ACOs 

• Population Health 

• Disease Management Concept– CAD  

• Less geared for “rewarding” procedures but patient-focused with clinical 
outcomes and symptom management (angina) 

• Shift in care to the out-patient setting 

• “Let the sun shine”- move to transparency and Public Reporting 

• Challenge to scale and spread “what works” 
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“Nobody knew that health care  
could be so complicated” 



The Work Ahead of Us!!!!   
 

Albert Einstein’s Desk on his Death April 18, 1955  

 




