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Oncology Care Model (OCM)
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Updated the Access and Continuity secondary driver:
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0 Added five new toolkits/implementation guides
Updated the Care Coordination secondary driver to include one new
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Introduction

The Center for Medicare and Medicaid Innovation (CMMI) Oncology Care Model (OCM) was
established to improve the effectiveness and efficiency of oncology care for Medicare beneficiaries.
The OCM payment model aligns financial incentives to support improvement efforts in care
coordination, appropriateness of care, and access for those undergoing chemotherapy. In pursuit of
these goals, OCM encourages and measures practices’ ability to identify and implement practice
redesign strategies to improve the quality and experience of oncology care. Practitioners
participating in OCM need to consider changing how they organize and deliver care to be successful
and achieve the aims of the model, incorporating evidence and best practices in their approach.

This OCM Key Drivers and Change Package (hereafter referred to as the KDCP) provides a
framework for practice redesign, summarizing the essential areas of organizational change—
specifically related to structures and processes to drive outcomes and improvement—and
suggesting areas of focus for OCM participants. The KDCP is intended to:

e Suggest key drivers of success in OCM, presenting the OCM Driver Diagram as a framework
(Figure 1).

¢ Identify a set of change concepts rooted in evidence participants may test and implement
within each of the drivers (Table 3). While there are requirements and specific changes all
participants agreed to as a condition of participation in the model, there are additional
strategies practices have found necessary for success.

¢ Present specific tactics OCM practices can implement to meet the aims of OCM.

e Provide references and links to relevant literature and implementation tools and resources,
which are hyperlinked directly in the text to allow for immediate access.

The KDCP is not intended to be a checklist for what participants must do, but instead is an evolving
body of knowledge for participants to assess when redesigning their approach to care to achieve
the OCM aims.

The OCM Learning System continually refines the KDCP, with the entire change package
undergoing a comprehensive annual revision. Throughout the model, participants implement
changes in how they organize and deliver care and share their experiences and results with fellow
OCM participants to facilitate ongoing success. This fifth version of the KDCP is intended to align to
practice and payer priorities and support feedback received during the course of the model.
Additional resources and toolkits have been added to this document based on findings from OCM
Learning System activities.

OCM participants should carefully review the elements of this KDCP, consider those topics most
relevant to their practice, and review applicable resources to help drive organizational change. As
OCM participants, your feedback on which drivers and changes are effective contributes to future
iterations of this document.”

* Please reach out to the Learning System team at OCMSupport@cms.hhs.gov to share feedback on the KDCP.
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OCM Driver Diagram Overview

This section provides an overview of the driver diagram approach and associated definitions.
Additionally, it includes a discussion of how practices can work to sustain their care transformation
efforts.

To skip to a list of the OCM drivers and associated change concepts/tactics, see Table 3 on pages
6-7. Change concepts are a set of changes thought to be necessary to achieve results for each
secondary driver and are expressed in broad, conceptual terms. Change tactics are specific
strategies through which the change concepts are implemented.

Purpose and Use of the OCM Driver Diagram

A driver diagram is a common approach to summarizing the essential areas of action in
organizational change or improvement. Key drivers are broken into two levels: primary and
secondary. Primary drivers identify the major areas of action necessary to achieve the desired aim.
Secondary drivers drill down further into the areas of action (or focus areas for improvement)
leading to each primary driver. Supporting each driver is a set of changes rooted in evidence, which
practice participants may test and implement within their organizations. Definitions of important
terms in this section are below in Table 1.

Table 1: Primary Driver, Secondary Driver, and Changes Definitions

Primary Driver Secondary Driver Changes
Primary drivers identify Secondary drivers drill down The changes thought to be
the major areas of action further into the areas of action (or necessary to achieve the results
necessary to achieve the focus areas for improvement) from a secondary driver are
desired aim. leading to the primary driver. expressed in broad, conceptual

terms (change concepts) and as
specific tactics (change tactics)
through which the change
concepts are implemented.

OCM Driver Diagram

The OCM Driver Diagram is a tool that suggests practice transformation activities as areas of focus
for practices and payers. The Driver Diagram illustrates a hypothesis for those care delivery
transformations that may lead to the success of OCM participants in the model. As the model
progresses, changes to this document will reflect how practices and payers improve the quality and
experience of care and reduce costs in OCM.

The Driver Diagram (Figure 1) provides a snapshot of the overall OCM aim and the primary and
secondary drivers hypothesized to be necessary to achieve the aim. All subsequent sections of this
document tie back to this overarching approach.
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Figure 1: Oncology Care Model Driver Diagram
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Secondary Driver Definitions

Secondary drivers are critical areas of work for participating OCM practices. Table 2 provides
operational definitions for each secondary driver, which are grouped by primary driver. Some
definitions come from an external source, while others were developed specific to the purposes of
OCM.

Table 2: Secondary Driver Definitions

Primary Driver Secondary Driver Definition
Comprehensive, Access and Access refers to the ability of patients to obtain health care services in a
Coordinated Continuity timely manner, and includes the perceptions and experiences of people
Cancer Care regarding their ease of reaching health services or health facilities in

terms of proximity, location, time, and ease of approach.1Access is a
function of both system and individual characteristics and is influenced by
social, cultural, economic, and geographic factors. Continuity refers to the
development of long-term, trusting relationships between patients and
their providers to enable effective and efficient care. Continuity in
relationships and in knowledge of patients and their caregivers provides
perspective and context throughout all stages of cancer care, including
survivorship and end-of-life care.

Care Coordination  Care coordination involves deliberately organizing care activities and

sharing information among all participants concerned with a patient's care
to ensure the safe, appropriate, and effective delivery of health care

services.?
Care Planning and Care plans are comprehensive plans of evidence-based, integrated clinical
Management care activities specific to the patient and are agreed upon by the patient,

caregivers, and clinician. The care plan is a tool used to facilitate
communication and shared decision-making. Fundamental to the care
plan are the conversations a patient and clinician have regarding the
patient’s care.3

Patient and Patient and caregiver engagement is focused on empowering patients and
Caregiver caregivers to serve as active partners and collaborate in shared decision-
Engagement making with clinicians and the health care team, with the ultimate goal of

improving quality and safety. Cancer care teams should confirm sufficient
communication methods are instituted and take into account a patient’s
health literacy, information, language, and emotional needs.3

Team-Based Care = Team-based care is defined by the provision of comprehensive health
services to individuals, families, and/or their communities by health
professionals who work collaboratively with patients, family caregivers,
and community service providers on shared goals within and across
settings to achieve coordinated, high-quality care.3

Continuous Data-Driven Data-driven quality improvement (Ql) employs the use of a balanced set of
Improvement Quality measures with a strong evidence base to inform change and practice
Driven by Data Improvement transformation, identify and understand practice variation, provide clinical
decision support, and monitor and sustain successful practices.4
Evidence-Based Evidence-based medicine focuses on the integration of clinical expertise,
Medicine the patient’s preferences or values, and the best research evidence to

decide on the option best suited to the patient.>
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Primary Driver

Strategic Use of
Revenue

Secondary Driver
Strategic Plan

Definition

Strategic planning is focused on the development of a plan to use
payments for enhanced services and performance-based payments (PBP)
to maintain the infrastructure and resources to support enhanced care
including, but not limited to, additional staff, increased health information
technology (IT) and analytics capabilities, and extended care capabilities.

Sharing of Sharing of PBP requires the development of a customized payment

Performance- distribution plan allowing savings to be shared with care partners for their

Based Payment role in contributing to patient care.
Management of Payment for Payment for enhanced services and performance requires implementing a
Appropriate Multi- Enhanced payment methodology that incorporates a two-pronged approach for
Payer Structure Services and providing enhanced financial support to partner practices including: (1)
(Payers, including  Performance payment for services is aligned with those included in the definition of
the Centers for enhanced services (e.g., advance payment or per beneficiary/enrollee/
Medicare & member per month payment) and (2) payment for performance using a
Medicaid Services methodology designed to assess practices’ performance on measures of
[CMS]) utilization, cost of care, and/or quality of care for an episode of care (e.g.,

retrospective lump sum or enhanced monthly payment).
Engage with Engage with partner practices includes identifying payer-specific

Partner Practices

participation requirements and practice redesign activities, providing
operational support to practices, supporting the interpretation of data for
opportunity analysis, and appropriately aligning incentives to drive high-
quality, high-value care.

Quality
Improvement

QI for OCM payers includes aligning practice quality and performance
measures to those used by CMS as part of OCM (OCM 1, OCM 2, OCM 3 at
a minimum) or other quality measure reporting programs to reduce the
administrative burden for practices by limiting the total number of
measures reported across all payers.

Data Sharing

Data sharing involves providing participating practices with practice- and
patient-level data about cost and utilization for their attributed patients at
regular intervals (at least quarterly) through reports or other data sharing
methods.

Change Concepts

Supporting each secondary driver is a set of operational changes necessary to achieve results.
These changes are expressed in broad, conceptual terms (change concepts) and as specific tactics
(change tactics) through which the change concepts are implemented. This is intended to provide a
roadmap for action, allowing practices to test and implement the best tactics for them. To best
guide practices at the start of OCM implementation, a literature review was conducted to identify
the evidence base in each secondary driver and change concept area. The methodology for this
review is summarized in Appendix A: Methods for Development of Key Drivers.

Table 3 lists the change concepts aligned to each secondary driver. In some cases, the change
concepts are also operational requirements for OCM participation, and therefore core elements of
model implementation. These are indicated by the bolded “Required Practice Redesign Activity”

label.

Note that the secondary driver and change concepts identified for payers are indicated in the
Management of Appropriate Multi-Payer Structure primary driver.
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Table 3: Alignment of Key Drivers and Change Concepts

Primary Driver Secondary Driver Change Concept
Comprehensive, Access and e Required Practice Redesign Activity: Provide 24/7 access to an
Coordinated Continuity appropriate clinician with real-time access to patients’ medical records
Cancer Care e Increase access to visits

e Provide access to care and information outside of visits

Care Coordination e Required Practice Redesign Activity: Provide core functions of patient
navigation (PN)
e Conduct coordinated medication management (for IV and oral
therapies)
e  Support referral coordination and management (core function of PN)
e Improve transitions between care settings (core function of PN)
o Integrate palliative care

Care Planning e Required Practice Redesign Activity: Document a care plan containing
and Management the 13 components in the Institute of Medicine (IOM) Care

Management Plan
e Perform risk stratification
e  Conduct monitoring and follow-up from visits
e Estimate out-of-pocket cost
e Address health-related social needs (HRSN)

Patient and e Engage patients and caregivers in treatment plan conversations and
Caregiver shared decision-making
Engagement e Conduct patient education, coaching, and self-management support

e Provide patients with modes to track or share experiences

e Open medical records and documents (e.g., care plans) for patients to
review and revise

e Partner with patients and caregivers to guide practice improvements

Team-Based Care e Establish and provide organizational support for care delivery teams
e Implement collaborative team functions

Continuous Data-Driven e Required Practice Redesign Activity: Use data for continuous QI
Improvement Quality e Required Practice Redesign Activity: Use certified electronic health
Driven by Data Improvement record (EHR) technology

e Designate regular team meetings to review data and plan/implement
improvement cycles

Evidence-Based e Required Practice Redesign Activity: Use therapies consistent with
Medicine nationally recognized clinical guidelines

e Use clinical decision support systems

e Provide patients with appropriate opportunities to participate in clinical
trials (core function of PN)
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Primary Driver Secondary Driver Change Concept
Strategic Use of  Strategic Plan e Use budgeting and accounting processes effectively to transform care
Revenue processes and build capability to deliver comprehensive, coordinated

cancer care

e Align practice productivity metrics and compensation strategies with
comprehensive, coordinated cancer care

e Provide nonmonetary incentives, tools/technology, or vouchers for
health behavior change

Sharing of e Engage various care partners in sharing of PBP

Performance-

Based Payment
Management of Payment for e Required Activity: Implement a methodology for payment for enhanced
Appropriate Enhanced services
Multi-Payer Services and e Required Activity: Implement a methodology for payment for
Structure Performance performance
(Payers,
including CMS)

Engage with e Required Activity: Identify practice redesign activities

Partner Practices o  proyide operational support to partner practices

Quality e Required Activity: Align quality measures

Improvement

Data Sharing e Required Activity: Share data and feedback with practices and CMS

Sustaining Care Transformation

Since implementing OCM, participants have focused on QI projects and initiatives to improve the
delivery of care that are alighed to OCM measures and their practice’s broader priorities—making
iterative changes to and expanding the scope of these initiatives by tracking results received in
OCM feedback and reconciliation reports and/or based on analysis of related claims data. As
practices continue to implement new QI projects and modify existing projects, many are looking to
take the next steps to identify improvement strategies that “stick.” With the movement to align
multiple payers and payment models with consistent measures aimed at improving patient care,
practices who have identified ways to sustain key activities have the advantage of improved
readiness based on their experience in OCM, as successful strategies can be leveraged in future
alternative payment models. Thus, practices are assessing care transformation activities that have
become ingrained in their teams’ daily processes and analyzing the impact of these activities over
the long term. Care transformation activities become sustainable when teams recognize the value
in their new processes and when those processes have been integrated into day-to-day activities
and are no longer viewed as “added on” or additional steps.é7 For OCM practices, this may include
expanding practice redesign activities beyond their OCM patients to the practice’s entire patient
population.

Similar to implementing improvement projects, sustaining improvement requires ongoing
commitment from team members.”-8 To avoid reverting back to former processes and old
behaviors, known as the improvement evaporation effect,”.9 sustainability should be considered as
practices continually assess their QI projects.6.7.8.10 Clinicians, frontline managers, and project
leads who are intimately involved in the day-to-day work should be included in sustainment efforts,
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including data review and sharing with team members, leadership, and stakeholders.6.10 Sharing
data during improvement huddles should continue after a QI project has met its goal to ensure the
change is sustained.8 Additionally, teams should aim to identify threats to sustainability as soon as
possible.8 For example, a QI project that relies on temporary financial support (e.g., implementing a
third-party application) may be in jeopardy of sustainment if permanent funding is needed and not
secured. One strategy OCM practices can employ to increase the sustainability of a care
transformation activity is to look to infrastructure, technologies, and environmental factors that
“hardwire” the change, thus making it difficult or impossible to revert back to previous processes
and workflows.6 This could include electronic health record (EHR) enhancements creating “hard
stops” or alerts. In addition, tools are available to identify a QI project’s strengths, weaknesses, and
likelihood of sustainability. Two examples are the Clinical Sustainability Assessment Tool developed
by the Washington University in St. Louis and the National Health Service’s Sustainability Model
and Guide.

As sustainment is ongoing, so too should be the recognition of a practice’s journey from OCM
implementation to the present day. Celebrating change by marking long-term milestones is one way
to avoid the improvement evaporation effect,” keep enthusiasm up and recognize ongoing
commitment to care transformation.

While all OCM practice redesign resources (webinars, case studies and resource guides, affinity and
action group resources, spotlights, etc.) highlight how practices have implemented care
transformation activities, many also include examples of sustainment. These examples include
regular reviews of workflows and processes by governance committees, systematic surveying of
patients, holding monthly meetings where data is shared with leadership and long-range planning
around pilot projects.



https://www.sustaintool.org/csat/assess/
https://www.sustaintool.org/csat/assess/
https://www.england.nhs.uk/improvement-hub/wp-content/uploads/sites/44/2017/11/NHS-Sustainability-Model-2010.pdf
https://www.england.nhs.uk/improvement-hub/wp-content/uploads/sites/44/2017/11/NHS-Sustainability-Model-2010.pdf
https://www.england.nhs.uk/improvement-hub/wp-content/uploads/sites/44/2017/11/NHS-Sustainability-Model-2010.pdf
https://www.england.nhs.uk/improvement-hub/wp-content/uploads/sites/44/2017/11/NHS-Sustainability-Model-2010.pdf
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Primary Driver: Comprehensive Coordinated Cancer
Care

The Comprehensive Coordinated Cancer Care primary driver includes five secondary drivers:

Access and Continuity

Care Coordination

Care Planning and Management
Patient and Caregiver Engagement
e Team-Based Care

The following sections provide an overview of each secondary driver and describe the specific
change concepts and tactics OCM participants can implement at their practice in support of these
drivers.

Secondary Driver: Access and Continuity

Through OCM, practices continue to focus on a core element of comprehensive coordinated cancer
care by providing both timely access and continuity of care for patients. Access refers to the ability
of patients to obtain health care services in a timely manner, and includes the perceptions and
experiences of people regarding their ease of reaching health services or health facilities in terms
of proximity, location, time, and ease of approach.1Access is a function of both system and
individual characteristics and is influenced by social, cultural, economic, and geographic factors.
Continuity refers to the development of long-term, trusting relationships between patients and their
providers to enable effective and efficient care. Continuity in relationships and in knowledge of
patients and their caregivers provides perspective and context throughout all stages of cancer care,
including survivorship and end-of-life care. Relationship continuity can be measured in reference to
a single clinician or to a care team. Evidence suggests improving access and continuity increases
the likelihood patients receive the right care at the right time to achieve the best health outcomes,
while potentially avoiding costly urgent and emergent care.11

To accomplish the goals of access and continuity and achieve highest levels of patient-centered,
high-quality, cost-effective care for patients and families, OCM practices should focus on the
following change concepts, which are described in more detail below:

¢ Required Practice Redesign Activity: Provide 24/7 access to an appropriate clinician who has
real-time access to patients’ medical records

e Increase access to visits

e Ensure access to care and information outside of visits
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Change Concept (Required): Provide 24/7 access to an appropriate clinician who has real-time

access to patients’ medical records

Defining the Change

The Business Case  Often, patients have medical needs arise outside of traditional clinic hours. As such, practices

for Change should provide patients with access to a licensed clinician who has real-time access to their
medical record, 24 hours a day and seven days a week. Ensuring this level of access may help
to decrease over-utilization of emergency department (ED) services and duplicative testing,
while improving patient satisfaction.12 While this approach can be implemented in a number
of ways, a key element is ensuring patients are educated about how to contact the practice
after hours in case of emergency medical needs.

Change Tactics e Provide access to a clinician from the OCM practice who has access to patients’ medical
records (e.g., internal provider on call outside of practice hours).12
e  Provide cross-coverage from clinicians outside the OCM practice with access to patients’
medical records (e.g., grant access to the practice’s EHR).
e Use protocol-driven nurse triage lines to provide patients with after-hours support and
access to clinicians.13
e Provide education to patients around what symptoms are considered emergent and how
to contact the practice after hours before presenting to the ED.14
OCM Performance  The following measure(s) are useful in tracking progress and performance on a Ql initiative
Measure relating to this change concept:
Alignment e OCM 1: Risk-adjusted proportion of patients with all-cause hospital admission within the
6-month period (retired after PP4).
o OCM 2: Risk-adjusted proportion of patients with all-cause ED visits or observation stays
that did not result in a hospital admission within the 6-month episode.

Resources to Support Implementation

Other Tools, e Safety Net Medical Home Initiative. Enhanced Access: Implementation Guide.
Resources, and www.safetynetmedicalhome.org/sites/

Implementation default/files/Implementation-Guide-Enhanced-Access.pdf

Guides e COME HOME Model. http://www.comehomeprogram.com/

e  Office-Hours Telephone Triage Protocols User’s Guide 2016.
http://www.cleartriage.com/wp-content/uploads/STCC-OH-Users-Guide.pdf

e Gippsland Region Palliative Care Consortium. Tools to Assist After-Hours Telephone Triage
or Community Palliative Care Patients. http://www.grpcc.com.au/wp-
content/uploads/2015/03/GRPCC-Nurse-Triage-Tool-Kit-WEBa.pdf



http://www.safetynetmedicalhome.org/sites/default/files/Implementation-Guide-Enhanced-Access.pdf
http://www.safetynetmedicalhome.org/sites/default/files/Implementation-Guide-Enhanced-Access.pdf
http://www.safetynetmedicalhome.org/sites/default/files/Implementation-Guide-Enhanced-Access.pdf
http://www.safetynetmedicalhome.org/sites/default/files/Implementation-Guide-Enhanced-Access.pdf
http://www.comehomeprogram.com/
http://www.comehomeprogram.com/
http://www.cleartriage.com/wp-content/uploads/STCC-OH-Users-Guide.pdf
http://www.cleartriage.com/wp-content/uploads/STCC-OH-Users-Guide.pdf
http://www.grpcc.com.au/wp-content/uploads/2015/03/GRPCC-Nurse-Triage-Tool-Kit-WEBa.pdf
http://www.grpcc.com.au/wp-content/uploads/2015/03/GRPCC-Nurse-Triage-Tool-Kit-WEBa.pdf
http://www.grpcc.com.au/wp-content/uploads/2015/03/GRPCC-Nurse-Triage-Tool-Kit-WEBa.pdf
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OCM Key Drivers and Change Package

Change Concept: Increase access to visits

Defining the Change

The Business Case Increasing access to visits can be accomplished in many ways. This driver focuses on

for Change enhancing patients’ ability to obtain needed health care services in a timely manner.
Increasing access by extending clinic hours and offering same-day appointments has been
shown to make care more convenient for patients, lead to high levels of patient satisfaction,15
improve clinical outcomes, decrease the utilization of ED services, and reduce overall health
care expenditures.16:17 Shared medical appointments, where multiple patients are seen as a
group for similar conditions, may improve health-related quality of life and address medical
and psychosocial needs while enhancing communication in cancer care.18 A recent study
measured the effectiveness of telemedicine and demonstrated a decrease in assessment and
diagnosis wait times and an increase in patient satisfaction.1° Additionally, evidence suggests
video consultation is both feasible and effective for use in the clinical care of oncology
patients and may result in reduced costs.20

Change Tactics e Offer extended clinic hours (e.g., evening hours, weekend hours).17.21,22
e  Provide access to same-day appointments and/or urgent care visits, considering the use
of advanced practice providers.23.24.25
e Offer shared appointments or group visits.18:26
o  Offer alternatives for care outside of traditional office visits (e.g., telemedicine, eVisits
using secure email and sharing photos via the patient portal, telephone visits, two-way
video visits).20.27.28
OCM Performance  The following measure(s) are useful in tracking progress and performance on a Ql initiative
Measure relating to this change concept:
Alignment e OCM 1: Risk-adjusted proportion of patients with all-cause hospital admission within the
6-month period (retired after PP4).
e OCM 2: Risk-adjusted proportion of patients with all-cause ED visits or observation stays
that did not result in a hospital admission within the 6-month episode.

Resources to Support Implementation

Other Tools, e Safety Net Medical Home Initiative. Enhanced Access: Implementation Guide.
Resources, and www.safetynetmedicalhome.org/sites/default/files/Implementation-Guide-Enhanced-
Implementation Access.pdf

Guides e Association of Community Cancer Centers (ACCC). Patient-Centered Scheduling: Costs &

Benefits of Extending Practice Hours. https://www.accc-cancer.org/docs/docs-
imported/resources/pdf/patient-centered-scheduling

e Agency for Healthcare Research and Quality. The CAHPS Ambulatory Care Improvement
Guide. _https://www.ahrqg.gov/sites/default/files/wysiwyg/cahps/quality-
improvement/improvement-guide/cahps-ambulatory-care-guide-full.pdf

e (NEW) U.S. Department of Health and Human Services. Telehealth Models for Increasing
Access to Specialty Care. https://www.ruralhealthinfo.org/toolkits/telehealth/2/care-
delivery/specialty-care



http://www.safetynetmedicalhome.org/sites/default/files/Implementation-Guide-Enhanced-Access.pdf
http://www.safetynetmedicalhome.org/sites/default/files/Implementation-Guide-Enhanced-Access.pdf
http://www.safetynetmedicalhome.org/sites/default/files/Implementation-Guide-Enhanced-Access.pdf
http://www.safetynetmedicalhome.org/sites/default/files/Implementation-Guide-Enhanced-Access.pdf
https://www.accc-cancer.org/docs/docs-imported/resources/pdf/patient-centered-scheduling
https://www.accc-cancer.org/docs/docs-imported/resources/pdf/patient-centered-scheduling
https://www.accc-cancer.org/docs/docs-imported/resources/pdf/patient-centered-scheduling
https://www.accc-cancer.org/docs/docs-imported/resources/pdf/patient-centered-scheduling
https://www.ahrq.gov/sites/default/files/wysiwyg/cahps/quality-improvement/improvement-guide/cahps-ambulatory-care-guide-full.pdf
https://www.ahrq.gov/sites/default/files/wysiwyg/cahps/quality-improvement/improvement-guide/cahps-ambulatory-care-guide-full.pdf
https://www.ahrq.gov/sites/default/files/wysiwyg/cahps/quality-improvement/improvement-guide/cahps-ambulatory-care-guide-full.pdf
https://www.ahrq.gov/sites/default/files/wysiwyg/cahps/quality-improvement/improvement-guide/cahps-ambulatory-care-guide-full.pdf
https://www.ruralhealthinfo.org/toolkits/telehealth/2/care-delivery/specialty-care
https://www.ruralhealthinfo.org/toolkits/telehealth/2/care-delivery/specialty-care
https://www.ruralhealthinfo.org/toolkits/telehealth/2/care-delivery/specialty-care
https://www.ruralhealthinfo.org/toolkits/telehealth/2/care-delivery/specialty-care

OCM Key Drivers and Change Package

Change Concept: Provide access to care and information outside of visits

Defining the Change

The Business Case = OCM practices are encouraged to provide access to care outside of traditional office visits and

for Change sustain continuity of care for their patients. This goal can be accomplished in several ways,
including providing secure messaging capabilities, implementing call center triage programs,
and utilizing remote technology, each of which provides patients with care team touchpoints
between traditional office visits. Evidence has shown patient education for pain and symptom
management can decrease unnecessary ED visits as well as lower patient distress levels,
leading to higher overall care quality.2° Additionally, studies have shown remote symptom
monitoring has high acceptability and success in improving clinical outcomes such as pain,
depression,3° and fatigue; improving patient safety; and decreasing health care costs through
early detection and intervention.31.32 Furthermore, a recent study demonstrated two OCM
practices avoided 222 ED events and associated hospitalizations with an estimated combined
net annualized savings of $3.85 million after implementing a symptom management and
triage pathway system.33

Change Tactics e Provide patients with a secure email and/or text-messaging option.34.35.36,37
e  Offer use of a patient portal for access to health information.36.38.39

e Use protocol-driven nurse triage lines to support patients between clinic visits with
symptom management.13.40
o  Employ patient-reported outcomes for symptom management (e.g., remote monitoring
technology).35:36
OCM Performance  The following measure(s) are useful in tracking progress and performance on a Ql initiative
Measure relating to this change concept
Alignment e OCM 1: Risk-adjusted proportion of patients with all-cause hospital admission within the
6-month period (retired after PP4).
e (OCM 2: Risk-adjusted proportion of patients with all-cause ED visits or observation stays
that did not result in a hospital admission within the 6-month episode.
e OCM 5: Preventive Care and Screening: Screening for Depression and Follow-Up Plan.

Resources to Support Implementation

Other Tools, e Safety Net Medical Home Initiative. Enhanced Access: Implementation Guide.

Resources, and www.safetynetmedicalhome.org/sites/

Implementation default/files/Implementation-Guide-Enhanced-Access.pdf

Guides e Gippsland Region Palliative Care Consortium. Tools to Assist After-Hours Telephone Triage

or Community Palliative Care Patients. http://www.grpcc.com.au/wp-
content/uploads/2015/03/GRPCC-Nurse-Triage-Tool-Kit-WEBa.pdf

e Office-Hours Telephone Triage Protocols User’'s Guide 2016.
http://www.cleartriage.com/wp-content/uploads/STCC-OH-Users-Guide.pdf
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OCM Key Drivers and Change Package

Secondary Driver: Care Coordination

Through OCM, practices provide patients with the core elements of care coordination, with the
primary goal being to ensure each patient’s needs and preferences are met and bridge gaps
between different systems of care. According to the Agency for Healthcare Research and Quality
(AHRQ), care coordination involves deliberately organizing care activities and sharing information
among all participants concerned with a patient's care to ensure the safe, appropriate, and
effective delivery of health care services.2 Care coordination was identified by the Institute of
Medicine (IOM) as one of several priority focus areas for advancing health care quality, and IOM
suggests improving care coordination can result in better outcomes for patients, providers, and
payers.41

To accomplish the goals of care coordination and achieve more patient-centered, high-quality, cost-
effective care for patients and families, OCM practices should focus on the following change
concepts, which are described in more detail below:

¢ Required Practice Redesign Activity: Provide core functions of patient navigation

e Conduct coordinated medication management (for IV and oral therapies)

e Support referral coordination and management (core function of patient navigation)

e Improve transitions between care settings (core function of patient navigation)

e Integrate palliative care




OCM Key Drivers and Change Package

Change Concept (Required): Provide core functions of patient navigation

Defining the Change

The Business Case Patient Navigation (PN) is a patient-centered intervention which addresses barriers to care by

for Change providing individualized assistance to patients, families, and caregivers throughout the cancer
continuum. 4243 Practices can configure their PN program in a variety of ways, ranging from
models with one or more desighated navigators to those where multiple health care providers
share the role of navigation. Additionally, the professional background of staff serving in these
roles may vary and include registered nurses, non-clinical professions, volunteers, and social
workers. The Association of Community Cancer Centers recommends organizations consider
implementing disease-site-specific navigators, where navigators are assigned based on the
patient’s specific cancer diagnosis so they can better serve the unique needs of each patient
population.44 Regardless of its construct, studies have shown successful implementation of
oncology PN programs may result in improved adherence to treatment guidelines, 4546
decreased impact of health system barriers,4” enhanced patient quality of life and satisfaction
and improved patient outcomes.48:49.50 PN programs have also shown a reduction in missed
appointments,>! fewer treatment interruptions,>2 recouped potential lost revenue,>3 improved
timeliness of treatment,54.55 and better patient understanding of information,54 as well as
enhanced clinical trial recruitment, enrollment, and retention rates.5¢ While the
responsibilities of oncology patient navigators may vary depending on specific program needs,
a consensus exists regarding the common fundamentals of navigator roles, which include
focus on identification and resolution of barriers to care, coordination of efficient evidence-
based and patient-centered care, facilitating communication and transitions between
multidisciplinary care teams, and provision of guidance, education and emotional support.5”

Change Tactics The National Cancer Institute Patient Navigator Research Program? identifies the following as
the core functions of PN: 58

¢ Coordinate appointments with clinicians inside and outside the practice to ensure timely
delivery of diagnosis and treatment services.

e Maintain communication with patients and families across the care continuum.
o Ensure appropriate medical records are available at scheduled appointments.
e Arrange language translation or interpretation services.

e Facilitate connections to follow-up services.

e  Provide access to clinical trials.

e Build partnerships with local agencies and groups (e.g., cancer survivor support groups);
maintain a list of community and social services available to patients.

OCM Performance The following measure(s) are useful in tracking progress and performance on a Ql initiative
Measure Alignment  relating to this change concept:
e OCM 1: Risk-adjusted proportion of patients with all-cause hospital admission within the
6-month period (retired after PP4).
e OCM 2: Risk-adjusted proportion of patients with all-cause ED visits or observation stays
that did not result in a hospital admission within the 6-month episode.

Resources to Support Implementation

Other Tools, e George Washington Cancer Center. Advancing the Field of Cancer Patient Navigation: A
Resources, and Toolkit for Comprehensive Cancer Control Professionals.

Implementation https://smhs.gwu.edu/cancercontroltap/sites/cancercontroltap/files/PN%20Toolkit%20
Guides FINAL.pdf

T Although the NCI Patient Navigator Research Program ended in 2010, the study found positive outcomes on patient care when
compared to non-navigated patients, and therefore the core functions used in that study were adopted for use by OCM practices.
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e Association of Community Cancer Centers. Cancer Care Patient Navigation: A practical
guide for community cancer centers. https://www.accc-cancer.org/docs/docs-
imported/resources/pdf/patient-navigation-guide

e Association of Community Cancer Centers. Patient Navigation Guide. https://www.accc-
cancer.org/projects/patient-navigation-project/practical-guide

e The Boston Medical Center. Patient Navigation Toolkit. http://sites.bu.edu/
coeinwomenshealth/files/2016/12/BMC-Patient-Navigation-Toolkit-Vol-1.pdf

e American Society of Clinical Oncology (ASCO) Cancer.net. Financial Resources.
https://www.cancer.net/navigating-cancer-care/financial-considerations/financial-
resources

e Health Leads. Social Needs Screening Toolkit.
https://healthleadsusa.org/resources/the-health-leads-screening-toolkit/

e ACCC. Financial Advocacy Service Guidelines.
https://accc.informz.net/ACCC/pages/FAN_Guidelines

e Patient Navigator Training Collaborative. How are we doing? How to evaluate your Patient
Navigation Program. http://patientnavigatortraining.org/wp-
content/uploads/2014/07/PN-Evaluation-Toolkit.pdf

e (NEW) American Cancer Society (ACS). Patient Navigation in Cancer Care: National
Navigation Roundtable. https://www.chlpi.org/wp-content/uploads/2013/12/Patient-
Navigation-in-Cancer-Care-Review-of-Payment-Models FINAL.pdf

e (NEW) George Washington Cancer Center. Patient Navigation Barriers and Outcomes Tool
(PN-BOT). https://smhs.gwu.edu/gwci/BarriersTool

e (NEW) Journal of Clinical Pathways. Preparing a Community Practice for Value-Based
Care by Targeting ED Use. https://www.journalofclinicalpathways.com/news/preparing-
community-practice-value-based-care-targeting-ed-use
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Change Concept: Conduct coordinated medication management (for IV and oral therapies)

Defining the Change

The Business Case
for Change

Taking the right medications at the right times is a critical component of cancer care.
Medication management is a strategy for engaging with patients and caregivers to create a
complete and accurate medication list, reconciling any discrepancies, and providing correct
medications at all care transition points.59.60 Medication management and reconciliation have
demonstrated a significant impact in the reduction of inappropriate prescribing and adverse
drug events, as well as strengthening pharmacist-patient interactions within the oncology
clinic.61.62.63 Additionally, evidence has shown approaches such as patient education, patient
counseling, and improved communication with health care professionals can reduce the risk
of adverse events and hospital readmissions, which in turn can mitigate costs to the
system.64.65

Change Tactics

e Perform medication reconciliation systematically with patients and other members of the
care team, including referring and primary care physicians, during care transitions.63:59

e Conduct comprehensive medication reviews with patients to include action plans,
individualized therapy goals, and planned follow-up for high-risk patients.66.67

e Provide medication self-management support and conduct individualized education with
patients on their prescribed and over-the-counter medications to improve adherence.43. 66

e |ntegrate a pharmacist into the care team to coordinate and provide medication
management services.59.68

OCM Performance
Measure
Alignment

The following measure(s) are useful in tracking progress and performance on a Ql initiative
relating to this change concept:

e OCM 12: Documentation of Current Medications in the Medical Record (retired after PP4).

Resources to Support Implementation

Other Tools,
Resources, and
Implementation
Guides

e [nstitute for Healthcare Improvement (IHI). How-to Guide: Prevent Adverse Drug Events by
Implementing Medication Reconciliation.
http://www.ihi.org/resources/pages/tools/howtoguidepreventadversedrugevents.aspx

e Agency for Healthcare Research and Quality. Medications at Transitions and Clinical
Handoffs (MATCH) Toolkit for Medication Reconciliation.
https://www.ahrg.gov/sites/default/files/publications/files/match.pdf

e Patient-Centered Primary Care Collaborative. The Patient-Centered Medical Home:
Integrating Comprehensive Medication Management to Optimize Patient Outcomes.
https://www.pcpcc.org/sites/default/files/media/medmanagement.pdf

e American Society of Clinical Oncology (ASCO) Prior Authorization Toolkit.
http://nnecos.org/resources/Documents/ASCO%20Prior%20Authorization%20Toolkit.pdf

e Oncology Nursing Society. Oral Adherence Toolkit.
https://www.ons.org/sites/default/files/ONS_Toolkit ONLINE.pdf
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Change Concept: Support referral coordination and management

Defining the Change

The Business Case  Referral coordination and management is a key change concept that can elicit improvement in

for Change the coordination of care for cancer patients. This concept is also one of the core functions of
PN. Care coordination agreements, which delineate how care responsibilities will be shared
across providers and how bidirectional information will flow, may help enhance the efficiency
of specialist collaboration and improve access and quality of care for patients.69.70
Additionally, using systematic criteria for referrals to outpatient palliative care has
demonstrated improvements in candidate selection and timing.7®

Change Tactics e Maintain written agreements with care partners (i.e., care coordination agreements, care
compacts, or referral agreements).6?

e Use systematic criteria for referrals (e.g., refer patients for psychological support services
who screen positive for depression).30.71.72

e Prepare patients for referral or specialty consultation and set expectations for the
referral.6?
e Track patients referred to specialists through the entire referral process.”3
e Systematically integrate information from referrals into the plan of care.
e Use structured referral notes.
OCM Performance  The following measure(s) are useful in tracking progress and performance on a Ql initiative
Measure relating to this change concept:
Alignment e OCM 1: Risk-adjusted proportion of patients with all-cause hospital admission within the
6-month period (retired after PP4).

e OCM 5: Preventive Care and Screening: Screening for Depression and Follow-Up Plan.

Resources to Support Implementation

Other Tools, e American College of Physicians. Care Coordination - High Value Care Coordination (HVCC)
Resources, and Toolkit. https://hvc.acponline.org/physres _care_coordination.html

Implementation e The Commonwealth Fund. Reducing Care Fragmentation: A Toolkit for Coordinating Care.
Guides http://www.lpfch.org/sites/default/files/reducing_care

fragmentation a toolkit for coordinating care.pdf

e The American College of Physicians. Referral Tracking Guide.
http://www.improvingchroniccare.org/downloads/3 referral tracking guide.pdf

e Rural Health Information Hub. Rural Care Coordination Toolkit.
https://www.ruralhealthinfo.org/community-health/care-coordination

e Agency for Healthcare Research and Quality._Health Literacy Universal Precautions Toolkit,
2nd Edition: Make Referrals Easy Tool #21.
https://www.ahrg.gov/sites/default/files/wysiwyg/professionals/quality-patient-
safety/quality-resources/tools/literacy-toolkit/healthlittoolkit2 tool21.pdf
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Change Concept: Improve transitions between care settings

Defining the Change

The Business Case  “Transitions of care” refers to the movement of patients between health care practitioners,

for Change care settings, and home as their condition and care needs evolve.” Improving transitions
between care settings is an important aspect of care coordination and one of the core
functions of PN. Evidence has shown poor care transitions from the hospital to other care
settings can cost an estimated $12 billion to $44 billion per year and result in poor health
outcomes and adverse effects such as injuries due to medication errors, complications from
procedures, infections, and falls.”5> A study has estimated 80% of serious medical errors
involve miscommunication during the hand-off between medical providers.”® Implementing
interventions to manage care transitions can result in reduced readmission rates and
hospitalization costs when implemented in a variety of settings.59.77

Change Tactics e Use structured communications (e.g., forms, standard reports) to communicate across
care settings and enable information flow and seamless transitions.52.77
e Partner with community or hospital-based transitional care services (e.g., Area Agency on
Aging)_'/&?g
e Participate in health information exchange (e.g., exchanging Consolidated-Clinical
Document Architecture [C-CDA] documents with other practices).
e Follow a structured process for routine and timely follow-up on hospitalizations, ED visits,
and stays in other institutional settings.80.81
e Work with targeted hospitals where most patients receive services to develop
partnerships and achieve timely notification and transfer of information following hospital
discharge and ED visits.
OCM Performance  The following measure(s) are useful in tracking progress and performance on a Ql initiative
Measure relating to this change concept:
Alignment e OCM 1: Risk-adjusted proportion of patients with all-cause hospital admission within the
6-month period (retired after PP4).
e OCM 2: Risk-adjusted proportion of patients with all-cause ED visits or observation stays
that did not result in a hospital admission within the 6-month episode.
e OCM 5: Preventive Care and Screening: Screening for Depression and Follow-Up Plan.

Resources to Support Implementation

Other Tools, e Society of Hospital Medicine. Project BOOST® (Better Outcomes by Optimizing Safe
Resources, and Transitions) Implementation Toolkit.

Implementation http://tools.hospitalmedicine.org/Implementation/Workbook_for_Improvement.pdf
Guides e Project Re-Engineered Discharge (RED). The Project RED Toolkit.

https://www.bu.edu/fammed/projectred/toolkit.html

e American Association of Family Physicians. Transitional Care Management 30-Day
Worksheet. https://familymedicine.med.uky.edu/sites/default/files/TCM30day.pdf

e American College of Physicians. Care Coordination - High Value Care Coordination (HVCC)
Toolkit. https://hvc.acponline.org/physres _care_coordination.html

e The Commonwealth Fund. Reducing Care Fragmentation: A Toolkit for Coordinating Care.
http://www.lpfch.org/sites/default/files/reducing care fragmentation a_toolkit for coor
dinating_care.pdf

e The Joint Commission Center for Transforming Healthcare. Targeted Solutions Tool for
Hand-off Communications. https://www.centerfortransforminghealthcare.org/what-we-
offer/targeted-solutions-tool/hand-off-communications-tst
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OCM Key Drivers and Change Package

Change Concept: Integrate palliative care

Defining the Change

The Business Case  Per the Electronic Code of Federal Regulations, palliative care is defined as patient and family-

for Change centered care that optimizes quality of life by anticipating, preventing, and treating suffering.
Palliative care throughout the continuum of iliness involves addressing physical, intellectual,
emotional, social, and spiritual needs and facilitating patient autonomy, access to information,
and choice.82 Studies have shown cancer care is becoming more aggressive during the end-of-
life stage.82:83 The National Consensus Project’s Clinical Practice Guidelines for Quality
Palliative Care noted optimized care outcomes when palliative care begins early after the
diagnosis of a serious iliness and is delivered at the same time as curative or disease-
modifying treatments.84.85 Integration of palliative and hospice services into routine patient
care has demonstrated positive patient and caregiver outcomes,8¢ including improvement in
symptoms, quality of life, patient and caregijver satisfaction, caregiver burden, survival, mood,
and survival.87.88 Another study conducted by the National Institutes of Health found early
palliative care patients, when compared to patients receiving late palliative care interventions,
had lower rates of inpatient utilization by 33%, intensive care unit visits by 15%, and ED
utilization by 20% in the last month of life. In the last six months of life, costs decreased by
$6,687 per patient for those with early palliative care.8® Additionally, improved patient
outcomes are reported when palliative care clinicians focus on coping, treatment decisions,
and advance care planning during consultation.®°

Change Tactics e Integrate palliative care into routine cancer care (e.g., via referral to specialist, hiring
dedicated staff for palliative care within the practice, automatic referrals within the care
pathway) 91,86,84,87

e Provide access and/or referral to home hospice services.86:92

e Educate staff and patients around the purpose and benefits of palliative care.8é

e Coordinate with home health agencies.

e Provide psychosocial and rehabilitation support for patients and family members. 93.94

OCM Performance  The following measure(s) are useful in tracking progress and performance on a Ql initiative
Measure relating to this change concept:

Alignment e OCM 1: Risk-adjusted proportion of patients with all-cause hospital admission within the
6-month period (retired after PP4).

o OCM 2: Risk-adjusted proportion of patients with all-cause ED visits or observation stays
that did not result in a hospital admission within the 6-month episode.

e (OCM 3: Proportion of patients who died who were admitted to hospice for 3 days or more.
e OCM 4a: Oncology: Medical and Radiation - Pain Intensity Quantified.
e OCM 4b: Oncology: Medical and Radiation - Plan of Care for Pain.

Resources to Support Implementation

Other Tools, e The Advisory Board. How to capture the value of palliative care: an infographic.
Resources, and https://www.advisory.com/research/physician-executive-council/resources/posters/5-
Implementation characteristics-of-programs-that-capture-the-value-of-palliative-care

Guides e The Center to Advance Palliative Care. Palliative Care Featured Resources.

https://www.capc.org/

e Ariadne Labs. Serious lliness Conversation Guide. https://www.ariadnelabs.org/areas-of-
work/serious-illness-care/resources/#Downloads&

e George Washington University Cancer Center. Palliative Care Awareness Social Media
Toolkit.
https://smhs.gwu.edu/cancercontroltap/sites/cancercontroltap/files/Palliative%20Care%
20Social%20MediaToolkit%202018%20FINAL.pdf



https://www.advisory.com/research/physician-executive-council/resources/posters/5-characteristics-of-programs-that-capture-the-value-of-palliative-care
https://www.advisory.com/research/physician-executive-council/resources/posters/5-characteristics-of-programs-that-capture-the-value-of-palliative-care
https://www.advisory.com/research/physician-executive-council/resources/posters/5-characteristics-of-programs-that-capture-the-value-of-palliative-care
https://www.advisory.com/research/physician-executive-council/resources/posters/5-characteristics-of-programs-that-capture-the-value-of-palliative-care
https://www.capc.org/
https://www.capc.org/
https://www.ariadnelabs.org/areas-of-work/serious-illness-care/resources/#Downloads&
https://www.ariadnelabs.org/areas-of-work/serious-illness-care/resources/#Downloads&
https://www.ariadnelabs.org/areas-of-work/serious-illness-care/resources/#Downloads&
https://www.ariadnelabs.org/areas-of-work/serious-illness-care/resources/#Downloads&
https://smhs.gwu.edu/cancercontroltap/sites/cancercontroltap/files/Palliative%20Care%20Social%20MediaToolkit%202018%20FINAL.pdf
https://smhs.gwu.edu/cancercontroltap/sites/cancercontroltap/files/Palliative%20Care%20Social%20MediaToolkit%202018%20FINAL.pdf
https://smhs.gwu.edu/cancercontroltap/sites/cancercontroltap/files/Palliative%20Care%20Social%20MediaToolkit%202018%20FINAL.pdf
https://smhs.gwu.edu/cancercontroltap/sites/cancercontroltap/files/Palliative%20Care%20Social%20MediaToolkit%202018%20FINAL.pdf

OCM Key Drivers and Change Package

e American Society of Clinical Oncology (ASCO). Palliative Care in Oncology: Resources.
https://www.asco.org/practice-policy/cancer-care-initiatives/palliative-care-oncology

e NHS England. Enhanced Supportive Care. https://www.england.nhs.uk/wp-
content/uploads/2016/03/cal-enhncd-supprtv-care-guid.pdf

e (NEW) Society of Hospital Medicine’s (SHM’s) Center for Quality Improvement and The
Hastings Center. Improving Communication about Serious lliness-Implementation Guide.
https://www.hospitalmedicine.org/globalassets/clinical-topics/clinical-pdf/ctr-17-0031-
serious-illness-toolkit-m1.pdf

e (NEW) Grand Valley State University. Evidence Based Toolkit to Improve Oncology
Referrals to Palliative Care.
https://scholarworks.gvsu.edu/cgi/viewcontent.cgi?article=1039&context=kcon_doctoral
projects
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Secondary Driver: Care Planning and Management

Through OCM, practices enhance a core element of comprehensive coordinated cancer care by
providing care planning and management functions. According to IOM, care plans are
comprehensive plans of evidence-based, integrated clinical care activities which are patient
specific and agreed upon by the patient, caregivers, and clinician.3 The care plan is a tool used to
facilitate communication and shared decision-making. Fundamental to the care plan are the
conversations a patient and clinician have regarding the patient’s care. Care planning is central to
the delivery of high-quality cancer care as it promotes shared decision-making and ensures patients
are well informed and understand their diagnosis and options for care.

To accomplish the goals of care planning and management, and achieve more patient-centered,
high-quality, cost-effective care for patients and families, OCM practices should focus on the
following change concepts, which are described in more detail below:

e Required Practice Redesign Activity: Document a care plan containing the 13 components in
the Institute of Medicine (IOM) Care Management Plan

e Perform risk stratification

e Conduct monitoring and follow-up from visits

e Estimate out-of-pocket cost

e Address health-related social needs (HRSN)
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Change Concept: (Required) Document a care plan containing the 13 components in the

Institute of Medicine (I0OM) Care Management Plan

Defining the Change

The Business Case
for Change

In an effort to improve care for patients with cancer, IOM released a report in 2013 entitled
“Delivering High Quality Cancer Care,” which calls for the documentation of a comprehensive
care plan to facilitate communication and shared decision-making among patients, caregivers,
and clinicians.3.95 Literature has shown care management programs can improve the quality
of patient care, 6 and the use of care plans can encourage patient participation in decisions
about their care and help patients retain important information.3 The IOM report recommends
the cancer care team should provide patients and their families with understandable
information on cancer, prognosis, treatment benefits and harms, palliative care, psychosocial
support, and an estimate of the total and out-of-pocket costs of cancer care as a means to
keep patients engaged in their care and decision-making.°?

Change Tactics

e Document the 13 components of the IOM Care Management Plan (patient information,
diagnosis, prognosis, treatment goals, treatment plan, expected response, treatment
benefits and harms, quality of life, responsible care team, advance care plan, estimated
out-of-pocket costs, psychosocial needs, and survivorship plan) and explore options to
integrate the components into health IT systems.3.98

e Update the care plan regularly.3

e Share the care plan with clinicians outside the practice (e.g., fax, hard copy, phone,
email).29

e Share the care plan with patients to facilitate shared decision-making.3

Please refer to the most recent version of the OCM Frequently Asked Questions document on
OCM Connect for additional guidance in implementing these change tactics.

OCM Performance
Measure
Alignment

The following measure(s) are useful in tracking progress and performance on a Ql initiative
relating to this change concept:

e OCM 2: Risk-adjusted proportion of patients with all-cause ED visits or observation stays
that did not result in a hospital admission within the 6-month episode.

e OCM 3: Proportion of patients who died who were admitted to hospice for 3 days or more.
e OCM 4a: Oncology: Medical and Radiation - Pain Intensity Quantified.

e OCM 4b: Oncology: Medical and Radiation - Plan of Care for Pain.

e OCM 24: Care Plan (MIPS 47, NQF 0326) (retired after PP4).

Resources to Support Implementation

Other Tools,
Resources, and
Implementation
Guides

e The Commonwealth Fund. Caring for High-Need, High-Cost Patients: What Makes for a
Successful Care Management Program?
https://www.commonwealthfund.org/publications/issue-briefs/2014/aug/caring-high-
need-high-cost-patients-what-makes-successful-care

e Nous Foundation, Inc. Advance Care Planning Decisions Checklist. http://www.hadassah-
med.com/media/2797107/advanced_care_planning decisions_checklist.pdf

e George Washington Cancer Center. Cancer Survivorship Care Plans Fact Sheets and
Toolkit. https://smhs.gwu.edu/cancercontroltap/resources/cancer-survivorship-care-
plans-fact-sheets-and-toolkit

e National Cancer Survivorship Resource Center (NCSRC) Toolkit.
https://smhs.gwu.edu/gwci/sites/gwci/files/NCSRC%20Toolkit%20FINAL.pdf?src=GWCIw
ebsite

e Ariadne Labs. Serious lliness Conversation Guide. https://www.ariadnelabs.org/areas-of-
work/serious-illness-care/resources/#Downloads&
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e (NEW) Society of Hospital Medicine’'s (SHM’s) Center for Quality Improvement and The
Hastings Center. Improving Communication about Serious lliness-Implementation Guide.
https://www.hospitalmedicine.org/globalassets/clinical-topics/clinical-pdf/ctr-17-0031-
serious-illness-toolkit-m1.pdf

e (NEW) American Society of Clinical Oncology (ASCO). Survivorship Care Planning Tools.
https://www.asco.org/practice-policy/cancer-care-initiatives/prevention-
survivorship/survivorship-compendium

e (NEW) California Department of Public Health & Comprehensive Cancer Control Program.
Cancer Survivorship Care Plans: A Toolkit for Health Care Professionals.
https://triagecancer.org/wp-content/uploads/2016/02/CDOC-Cancer-Survivorship-Care-
Plan-Toolkit-Final-2016.pdf
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Change Concept: Perform risk stratification

Defining the Change

The Business Case
for Change

Risk stratification is the process of identifying patients who may be at higher risk for poor
outcomes as a result of various internal and external factors such as demographic
characteristics, socioeconomic status, genetic makeup, medical treatments, etc.190 Assigning
a risk status to patients (risk stratification) is an effective tool for personalizing cancer care
and providing patients with targeted interventions and resources. The use of a predictive
model to proactively identify patients who are at risk of poor health outcomes and likely to
benefit from targeted intervention is a solution believed to improve care management for
providers transitioning to value-based payment.101 Additionally, assigning a risk category to
each patient allows the medical team to develop a customized treatment plan1°2 and has
been shown to help coordinators understand what strategic interventions may be useful for
each individual patient.103.104 Risk stratification and risk assessment can also be used as
predictors of future ED utilization, thus guiding proper allocation of resources and
identification of patients who may require targeted interventions.195 A population-based cohort
study of older patients with breast cancer noted identification of certain predictors and risk
factors could help prevent postoperative ED visits. 106

Change Tactics

e Assign a risk status to each patient (e.g., assign a risk level from 1 to 4), which could be
determined in a number of different ways (e.g., clinical intuition, aggressiveness of
treatment/known complications, disease stage, social determinants, age, data-based
algorithms).103,107

e Assign patients to a risk cohort (e.g., elderly patients, patients with certain comorbid
conditions, risk of depression).108

e Use the risk stratification process to identify and target care management services to
patients whom the team believes to be at high risk (e.g., multiple comorbidities, complex
condition).109.107

OCM Performance
Measure
Alignment

The following measure(s) are useful in tracking progress and performance on a Ql initiative
relating to this change concept:

e OCM 1: Risk-adjusted proportion of patients with all-cause hospital admission within the
6-month period (retired after PP4).

e OCM 2: Risk-adjusted proportion of patients with all-cause ED visits or observation stays
that did not result in a hospital admission within the 6-month episode.

e OCM 4a: Oncology: Medical and Radiation - Pain Intensity Quantified.
e OCM 4b: Oncology: Medical and Radiation - Plan of Care for Pain.
e OCM 5: Preventive Care and Screening: Screening for Depression and Follow-Up Plan.

e OCM 30: Closing the Referral Loop: Receipt of Specialist Report (CMS 50v5) (retired after
PP4).

Resources to Support Implementation

Other Tools,
Resources, and
Implementation
Guides

e C(California Health Care Foundation. Finding a Match: How Successful Complex Care
Programs ldentify Patients. http://www.chcf.org/publications/2015/03/finding-match-
complex-care

e American Academy of Family Physicians. Risk-Stratified Care Management and
Coordination Fact Sheet. http://www.pcpci.org/sites/default/files/resources/Risk-
Stratified%20Care%20Management%20and%20Coordination.pdf

e  Stratis Health: Population Risk Stratification and Patient Cohort Identification.
https://www.stratishealth.org/documents/HITToolkitcoordination/3-Population-Risk-
Stratification-and-Patient-Cohort-ldentification.pdf
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e National Comprehensive Cancer Network (NCCN). NCCN Clinical Practice Guidelines in
Oncology: Older Adult Oncology (refer to section on Assessment of Risk Factors).
https://www.nccn.org/professionals/physician_gls/pdf/senior.pdf

e  CMMI. CPC+ Care Delivery Requirements (refer to Section 2, Care Management and two-
step risk stratification process). https://innovation.cms.gov/Files/x/cpcplus-
practicecaredlvregs.pdf

e Care Transitions Network for People with Serious Mental lliness. User Guide: Risk
Stratification Tool and Chronic Conditions Financial Calculator.
https://www.thenationalcouncil.org/wp-content/uploads/2018/03/Risk-Stratification-
Tool-User-Guide.pdf

e (CalOptima. Complex Care Management Toolkit.
http://www.calquality.org/storage/documents/Meteor/1.1.2CalOptima_RiskStratification
LevelsofCare.pdf

e The Jackson Laboratory. Risk Assessment and Screening Toolkit for Early Onset Colorectal
Cancer. https://www.jax.org/education-and-learning/clinical-and-continuing-
education/cancer-resources/crc-toolkit

e Living with and beyond Cancer Programme. Prostate Cancer Risk Stratification Guideline.
https://www.healthandcaretogethersyb.co.uk/application/files/2515/3062/9822/LWAB
C_- Prostate Risk_Stratification Guideline vFinal 20 06 2018.pdf

e (NEW) Cancer Research. Risk Assessment Tool (RAT).
https://www.cancerresearchuk.org/health-professional/diagnosis/suspected-cancer-
referral-best-practice/risk-assessment-tool-rat

e (NEW) National Association of Community Health Centers. Population Health Management
Risk Stratification. http://www.nachc.org/wp-content/uploads/2019/03/Risk-
Stratification-Action-Guide-Mar-2019.pdf
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