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THERE’S EYLEA—a treatment option that can fit 
your plans for proven visual acuity outcomes

Your members with retinal diseases* may be facing the serious risk of vision loss without screening 
and doctor-recommended treatment.1-3 Vision loss may require ongoing resources.1-3 

* The FDA-approved indications for EYLEA are Wet AMD, Macular Edema following RVO, DME, 
and DR in Patients with DME.

  †After an initial monthly dosing period for certain indications.

References: 1. American Academy of Ophthalmology. Preferred Practice Pattern®: Age-Related 
Macular Degeneration. http://www.aao.org/preferred-practice-pattern/age-related-macular-
degeneration-ppp-2015. 2. American Academy of Ophthalmology. Preferred Practice Pattern®: Retinal 
Vein Occlusions. http://www.aao.org/preferred-practice-pattern/retinal-vein-occlusions-ppp-2015. 
3. American Academy of Ophthalmology. Preferred Practice Pattern®: Diabetic Retinopathy. 
http://www.aao.org/preferred-practice-pattern/diabetic-retinopathy-ppp-updated-2016.

EYLEA has proven outcomes as demonstrated in phase 3 clinical trials in patients with 
Wet AMD, Macular Edema following RVO, DME, and DR in patients with DME

With monthly and every-other-month dosing,† EYLEA offers fl exible dosing options to meet 
the needs of your providers and your members

INDICATIONS AND IMPORTANT SAFETY INFORMATION 

INDICATIONS

•  EYLEA® (aflibercept) Injection is indicated for the treatment 
of patients with Neovascular (Wet) Age-related Macular 
Degeneration (AMD), Macular Edema following Retinal Vein 
Occlusion (RVO), Diabetic Macular Edema (DME), and 
Diabetic Retinopathy (DR) in Patients with DME. 

CONTRAINDICATIONS

•  EYLEA® (aflibercept) Injection is contraindicated in patients 
with ocular or periocular infections, active intraocular 
inflammation, or known hypersensitivity to aflibercept or to 
any of the excipients in EYLEA.

WARNINGS AND PRECAUTIONS

•   Intravitreal injections, including those with EYLEA, have 
been associated with endophthalmitis and retinal 
detachments. Proper aseptic injection technique must 
always be used when administering EYLEA. Patients 
should be instructed to report any symptoms suggestive of 
endophthalmitis or retinal detachment without delay and 
should be managed appropriately. Intraocular inflammation 
has been reported with the use of EYLEA.

•  Acute increases in intraocular pressure have been seen 
within 60 minutes of intravitreal injection, including with 
EYLEA. Sustained increases in intraocular pressure have 
also been reported after repeated intravitreal dosing with 
VEGF inhibitors. Intraocular pressure and the perfusion 
of the optic nerve head should be monitored and 
managed appropriately.

•  There is a potential risk of arterial thromboembolic events 
(ATEs) following intravitreal use of VEGF inhibitors, including 
EYLEA. ATEs are defined as nonfatal stroke, nonfatal myocardial 
infarction, or vascular death (including deaths of unknown 
cause). The incidence of reported thromboembolic events in 
wet AMD studies during the first year was 1.8% (32 out of 1824) 
in the combined group of patients treated with EYLEA. The 
incidence in the DME studies from baseline to week 52 was 
3.3% (19 out of 578) in the combined group of patients treated 
with EYLEA compared with 2.8% (8 out of 287) in the control 
group; from baseline to week 100, the incidence was 6.4% 
(37 out of 578) in the combined group of patients treated with 
EYLEA compared with 4.2% (12 out of 287) in the control group. 
There were no reported thromboembolic events in the patients 
treated with EYLEA in the first six months of the RVO studies.

ADVERSE REACTIONS

•  Serious adverse reactions related to the injection procedure 
have occurred in <0.1% of intravitreal injections with EYLEA 
including endophthalmitis and retinal detachment.

•  The most common adverse reactions (≥5%) reported in 
patients receiving EYLEA were conjunctival hemorrhage, 
eye pain, cataract, vitreous floaters, intraocular pressure 
increased, and vitreous detachment.

EYLEA is a registered trademark of Regeneron Pharmaceuticals, Inc.

 ©2016, Regeneron Pharmaceuticals, Inc., All rights reserved 08/2016

777 Old Saw Mill River Road, Tarrytown, NY 10591 US-PMA-12565

Please see brief summary of full Prescribing Information on the following page.

http://www.aao.org/preferred-practice-pattern/age-related-maculardegeneration-ppp-2015
http://www.aao.org/preferred-practice-pattern/age-related-maculardegeneration-ppp-2015
http://www.aao.org/preferred-practice-pattern/retinal-vein-occlusions-ppp-2015
http://www.aao.org/preferred-practice-pattern/diabetic-retinopathy-ppp-updated-2016
https://www.eylea.us/


 

FOR COMPLETE DETAILS, SEE FULL PRESCRIBING INFORMATION.

1 INDICATIONS AND USAGE

EYLEA® (aflibercept) Injection is indicated for the treatment of patients 
with Neovascular (Wet) Age-Related Macular Degeneration (AMD), Macular 
Edema following Retinal Vein Occlusion (RVO), Diabetic Macular Edema 
(DME), and Diabetic Retinopathy (DR) in Patients with DME.

2 DOSAGE AND ADMINISTRATION

2.1 Important Injection Instructions. For ophthalmic intravitreal injection. 
EYLEA must only be administered by a qualified physician.

2.2 Neovascular (Wet) Age-Related Macular Degeneration (AMD). 

The recommended dose for EYLEA is 2 mg (0.05 mL or 50 microliters) 
administered by intravitreal injection every 4 weeks (monthly) for the first 
12 weeks (3 months), followed by 2 mg (0.05 mL) via intravitreal injection 
once every 8 weeks (2 months). Although EYLEA may be dosed as frequently 
as 2 mg every 4 weeks (monthly), additional efficacy was not demonstrated 
in most patients when EYLEA was dosed every 4 weeks compared to every 
8 weeks. Some patients may need every 4 week (monthly) dosing after the 
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2.3 Macular Edema Following Retinal Vein Occlusion (RVO). The 
recommended dose for EYLEA is (0.05 mL or 50 microliters) administered 
by intravitreal injection once every 4 weeks (monthly).

2.4 Diabetic Macular Edema (DME). The recommended dose for EYLEA 
is (0.05 mL or 50 microliters) administered by intravitreal injection every 
4 weeks (monthly) for the first 5 injections followed by 2 mg (0.05 mL) 
via intravitreal injection once every 8 weeks (2 months). Although EYLEA 
may be dosed as frequently as 2 mg every 4 weeks (monthly), additional 
efficacy was not demonstrated in most patients when EYLEA was dosed 
every 4 weeks compared to every 8 weeks. Some patients may need every 
4 week (monthly) dosing after the first 20 weeks (5 months).

2.5 Diabetic Retinopathy (DR) in Patients with DME. The recommended 
dose for EYLEA is 2 mg (0.05 mL or 50 microliters) administered by 
intravitreal injection every 4 weeks (monthly) for the first 5 injections, 
followed by 2 mg (0.05 mL) via intravitreal injection once every 8 weeks 
(2 months). Although EYLEA may be dosed as frequently as 2 mg every 
4 weeks (monthly), additional efficacy was not demonstrated in most 
patients when EYLEA was dosed every 4 weeks compared to every 8 weeks. 
Some patients may need every 4 week (monthly) dosing after the first 
ĂĀƬ3!!'/�ĨĆ�)+*0$/ĩċ

2.6 Preparation for Administration. EYLEA should be inspected 
visually prior to administration. If particulates, cloudiness, or discoloration 
are visible, the vial must not be used. Using aseptic technique, the intravitreal 
injection should be performed with a 30-gauge x ½-inch injection needle. 
For complete preparation for administration instructions, see full prescribing 
information.

2.7 Injection Procedure. The intravitreal injection procedure should be 
carried out under controlled aseptic conditions, which include surgical 
hand disinfection and the use of sterile gloves, a sterile drape, and a sterile 
eyelid speculum (or equivalent). Adequate anesthesia and a topical broad–
spectrum microbicide should be given prior to the injection. 

Immediately following the intravitreal injection, patients should be monitored 
for elevation in intraocular pressure. Appropriate monitoring may consist of a 
check for perfusion of the optic nerve head or tonometry. If required, a sterile 
paracentesis needle should be available. 

Following intravitreal injection, patients should be instructed to report any 
symptoms suggestive of endophthalmitis or retinal detachment (e.g., eye 
pain, redness of the eye, photophobia, blurring of vision) without delay (see 

Patient Counseling Information).

Each vial should only be used for the treatment of a single eye. If the 
contralateral eye requires treatment, a new vial should be used and the sterile 
field, syringe, gloves, drapes, eyelid speculum, filter, and injection needles 
should be changed before EYLEA is administered to the other eye.

After injection, any unused product must be discarded.

3 DOSAGE FORMS AND STRENGTHS

Single-use, glass vial designed to provide 0.05 mL of 40 mg/mL solution

(2 mg) for intravitreal injection.

4 CONTRAINDICATIONS

EYLEA is contraindicated in patients with 

• Ocular or periocular infections

• Active intraocular inflammation

• Known hypersensitivity to aflibercept or any of the excipients in EYLEA.

Hypersensitivity reactions may manifest as severe intraocular inflammation.

5 WARNINGS AND PRECAUTIONS

5.1 Endophthalmitis and Retinal Detachments. Intravitreal injections, 
including those with EYLEA, have been associated with endophthalmitis 
and retinal detachments (see Adverse Reactions). Proper aseptic injection 
technique must always be used when administering EYLEA. Patients should 
be instructed to report any symptoms suggestive of endophthalmitis or 
retinal detachment without delay and should be managed appropriately (see 

Dosage and Administration and Patient Counseling Information).

5.2 Increase in Intraocular Pressure. Acute increases in intraocular pressure 
have been seen within 60 minutes of intravitreal injection, including with 
EYLEA (see Adverse Reactions). Sustained increases in intraocular pressure 
have also been reported after repeated intravitreal dosing with vascular 
edothelial growth factor (VEGF) inhibitors. Intraocular pressure and the 
perfusion of the optic nerve head should be monitored and managed 
appropriately (see Dosage and Administration).

5.3 Thromboembolic Events. There is a potential risk of arterial 
thromboembolic events (ATEs) following intravitreal use of VEGF inhibitors, 
including EYLEA. ATEs are defined as nonfatal stroke, nonfatal myocardial  
infarction, or vascular death (including deaths of unknown cause). The 
incidence of reported thromboembolic events in wet AMD studies during the 
first year was 1.8% (32 out of 1824) in the combined group of patients treated 
with EYLEA. The incidence in the DME studies from baseline to week 52 was 
3.3% (19 out of 578) in the combined group of patients treated with EYLEA 
compared with 2.8% (8 out of 287) in the control group; from baseline to 
week 100, the incidence was 6.4% (37 out of 578) in the combined group 
of patients treated with EYLEA compared with 4.2% (12 out of 287) in the 
control group. There were no reported thromboembolic events in the patients 
treated with EYLEA in the first six months of the RVO studies.

6 ADVERSE REACTIONS

The following adverse reactions are discussed in greater detail in the 
Warnings and Precautions section of the labeling:

• Endophthalmitis and retinal detachments

• Increased intraocular pressure

• Thromboembolic events

6.1 Clinical Trials Experience. Because clinical trials are conducted under 
widely varying conditions, adverse reaction rates observed in the clinical 
trials of a drug cannot be directly compared to rates in other clinical trials of 
the same or another drug and may not reflect the rates observed in practice.

A total of 2711 patients treated with EYLEA constituted the safety population 
in seven phase 3 studies. Among those, 2110 patients were treated with 
the recommended dose of 2 mg. Serious adverse reactions related to 
the injection procedure have occurred in <0.1% of intravitreal injections 
with EYLEA including endophthalmitis and retinal detachment. The most 
common adverse reactions (*5%) reported in patients receiving EYLEA were 
conjunctival hemorrhage, eye pain, cataract, vitreous floaters, intraocular 
pressure increased, and vitreous detachment.

Neovascular (Wet) Age-Related Macular Degeneration (AMD). The data 
described below reflect exposure to EYLEA in 1824 patients with wet AMD, 
including 1223 patients treated with the 2-mg dose, in 2 double-masked, 
active-controlled clinical studies (VIEW1 and VIEW2) for 12 months.

Table 1: Most Common Adverse Reactions (*1%) in Wet AMD Studies

Adverse Reactions
EYLEA 

(N=1824)

Active Control 

(ranibizumab) 

(N=595)

Conjunctival hemorrhage 25% 28%

Eye pain 9% 9%

Cataract 7% 7%

Vitreous detachment 6% 6%

Vitreous floaters 6% 7%

Intraocular pressure increased 5% 7%

Ocular hyperemia 4% 8%

Corneal epithelium defect 4% 5%

Detachment of the retinal pigment 

epithelium
3% 3%

Injection site pain 3% 3%

Foreign body sensation in eyes 3% 4%

Lacrimation increased 3% 1%

Vision blurred 2% 2%

Intraocular inflammation 2% 3%

Retinal pigment epithelium tear 2% 1%

Injection site hemorrhage 1% 2%

Eyelid edema 1% 2%

Corneal edema 1% 1%

Less common serious adverse reactions reported in <1% of the patients 
treated with EYLEA were hypersensitivity, retinal detachment, retinal tear, 
and endophthalmitis.

Macular Edema Following Retinal Vein Occlusion (RVO). The data described 
below reflect 6 months exposure to EYLEA with a monthly 2 mg dose in 218 
patients following CRVO in 2 clinical studies (COPERNICUS and GALILEO) and 
91 patients following BRVO in one clinical study (VIBRANT).

Table 2: Most Common Adverse Reactions (*1%) in RVO Studies

Adverse Reactions CRVO BRVO

EYLEA 

(N=218)

Control 

(N=142)

EYLEA 

(N=91)

Control 

(N=92)

Eye pain 13% 5% 4% 5%

Conjunctival hemorrhage 12% 11% 20% 4%

Intraocular pressure increased 8% 6% 2% 0%

Corneal epithelium defect 5% 4% 2% 0%

Vitreous floaters 5% 1% 1% 0%

Ocular hyperemia 5% 3% 2% 2%

Foreign body sensation in eyes 3% 5% 3% 0%

Vitreous detachment 3% 4% 2% 0%

Lacrimation increased 3% 4% 3% 0%

Injection site pain 3% 1% 1% 0%

Vision blurred 1% <1% 1% 1%

Intraocular inflammation 1% 1% 0% 0%

Cataract <1% 1% 5% 0%

Eyelid edema <1% 1% 1% 0%

Less common adverse reactions reported in <1% of the patients treated with 
EYLEA in the CRVO studies were corneal edema, retinal tear, hypersensitivity, 
and endophthalmitis.

Diabetic Macular Edema (DME). The data described below reflect 
exposure to EYLEA in 578 patients with DME treated with the 2-mg dose in 2 
double-masked, controlled clinical studies (VIVID and VISTA) from baseline 
to week 52 and from baseline to week 100.

Table 3: Most Common Adverse Reactions (*1%) in DME Studies

Adverse Reactions Baseline to Week 52 Baseline to Week 100

EYLEA 

(N=578)

Control 

(N=287)

EYLEA 

(N=578)

Control 

(N=287)

Conjunctival hemorrhage 28% 17% 31% 21%

Eye pain 9% 6% 11% 9%

Cataract 8% 9% 19% 17%

Vitreous floaters 6% 3% 8% 6%

Corneal epithelium defect 5% 3% 7% 5%

Intraocular pressure increased 5% 3% 9% 5%

Ocular hyperemia 5% 6% 5% 6%

Vitreous detachment 3% 3% 8% 6%

Foreign body sensation in eyes 3% 3% 3% 3%

Lacrimation increased 3% 2% 4% 2%

Vision blurred 2% 2% 3% 4%

Intraocular inflammation 2% <1% 3% 1%

Injection site pain 2% <1% 2% <1%

Eyelid edema <1% 1% 2% 1%

Less common adverse reactions reported in <1% of the patients treated with 
EYLEA were hypersensitivity, retinal detachment, retinal tear, corneal edema, 
and injection site hemorrhage.

6.2 Immunogenicity. As with all therapeutic proteins, there is a potential for 
an immune response in patients treated with EYLEA. The immunogenicity 
of EYLEA was evaluated in serum samples. The immunogenicity data reflect 
the percentage of patients whose test results were considered positive for 
antibodies to EYLEA in immunoassays. The detection of an immune response 
is highly dependent on the sensitivity and specificity of the assays used, 
sample handling, timing of sample collection, concomitant medications, 
and underlying disease. For these reasons, comparison of the incidence of 
antibodies to EYLEA with the incidence of antibodies to other products may 
be misleading. 

In the wet AMD, RVO, and DME studies, the pre-treatment incidence of 
immunoreactivity to EYLEA was approximately 1% to 3% across treatment 
groups. After dosing with EYLEA for 24-100 weeks, antibodies to EYLEA were 
detected in a similar percentage range of patients. There were no differences 
in efficacy or safety between patients with or without immunoreactivity.

6.3 Postmarketing Experience. The following adverse reactions have been 
identified during postapproval use of EYLEA. Because these reactions are 
reported voluntarily from a population of uncertain size, it is not always 
possible to reliably estimate their frequency or establish a causal relationship 
to drug exposure.

• Hypersensitivity including rash, pruritus, and urticaria as well as isolated  
 cases of severe anaphylactic/anaphylactoid reactions.

8 USE IN SPECIFIC POPULATIONS

8.1 Pregnancy. Pregnancy Category C. Aflibercept produced embryo-fetal 
toxicity when administered every three days during organogenesis to 
pregnant rabbits at intravenous doses *3 mg per kg, or every six days at 
subcutaneous doses *0.1 mg per kg. Adverse embryo-fetal effects included 
increased incidences of postimplantation loss and fetal malformations, 
including anasarca, umbilical hernia, diaphragmatic hernia, gastroschisis, cleft 
palate, ectrodactyly, intestinal atresia, spina bifida, encephalomeningocele, 
heart and major vessel defects, and skeletal malformations (fused vertebrae, 
sternebrae, and ribs; supernumerary vertebral arches and ribs; and incomplete 
ossification). The maternal No Observed Adverse Effect Level (NOAEL) in 
these studies was 3 mg per kg. Aflibercept produced fetal malformations at 
all doses assessed in rabbits and the fetal NOAEL was less than 0.1 mg per kg. 
Administration of the lowest dose assessed in rabbits (0.1 mg per kg) resulted 
in systemic exposure (AUC) that was approximately 10 times the systemic 
exposure observed in humans after an intravitreal dose of 2 mg.

There are no adequate and well-controlled studies in pregnant women. 
EYLEA should be used during pregnancy only if the potential benefit justifies 
the potential risk to the fetus. Females of reproductive potential should use 
effective contraception prior to the initial dose, during treatment, and for at 
least 3 months after the last intravitreal injection of EYLEA.

8.3 Nursing Mothers. It is unknown whether aflibercept is excreted in human 
milk. Because many drugs are excreted in human milk, a risk to the breastfed 
child cannot be excluded. EYLEA is not recommended during breastfeeding. 
A decision must be made whether to discontinue nursing or to discontinue 
treatment with EYLEA, taking into account the importance of the drug to 
the mother. 

8.4 Pediatric Use. The safety and effectiveness of EYLEA in pediatric patients 
have not been established.

8.5 Geriatric Use. In the clinical studies, approximately 76% (2049/2701) 
of patients randomized to treatment with EYLEA were *65 years of age 
and approximately 46% (1250/2701) were *75 years of age. No significant 
differences in efficacy or safety were seen with increasing age in these 
studies.

17 PATIENT COUNSELING INFORMATION

In the days following EYLEA administration, patients are at risk of developing 
endophthalmitis or retinal detachment. If the eye becomes red, sensitive 
to light, painful, or develops a change in vision, advise patients to seek 
immediate care from an ophthalmologist (see Warnings and Precautions). 
Patients may experience temporary visual disturbances after an intravitreal 
injection with EYLEA and the associated eye examinations (see Adverse 

Reactions). Advise patients not to drive or use machinery until visual function 
has recovered sufficiently.

BRIEF SUMMARY OF FULL PRESCRIBING INFORMATION

Manufactured by:  

Regeneron Pharmaceuticals, Inc.

777 Old Saw Mill River Road

Tarrytown, NY 10591-6707

EYLEA is a registered trademark of 
Regeneron Pharmaceuticals, Inc.

© 2016, Regeneron Pharmaceuticals, Inc. 
All rights reserved. 
Issue Date: June 2016 
Initial U.S. Approval: 2011 
June 2016

https://www.eylea.us/


I
ndustry dynamics have forced 

healthcare organizations to move 

beyond “business as usual” in 

some signifi cant ways. While all 

must embrace the “Triple Aim” of 

clinical quality, patient experience, 

and operational effi  ciency, how 

they structure their business strat-

egy must be tailored to their individual 

situations. Some must focus more on 

quality; others on growth. 

Th is issue’s cover story explores how 

developing an executive compensation 

plan that maps to the strategy can play 

a large role in a successful transforma-

tion. I couldn’t agree more. 

We recently helped a $500 million 

public trust healthcare system located 

in a suburb that’s home to a large state 

university revise its executive com-

pensation plan. Th e school’s faculty 

and staff  comprise a major part of the 

local population. Th ey have commer-

cial health insurance and represent a 

healthier population in general than 

other areas.

Th e organization had an annual 

incentive program for executives for 

several years that measured generic 

areas of performance. As the board 

began to identify market share growth 

and fi nancial performance as critical 

to future success, it became clear that 

the existing compensation program 

needed an update.

Th e management team worked to 

better understand the new business 

strategy. Th e specifi c long-range goals 

were to:

❚  Grow the number of patients seeking 

ambulatory care versus the ER; and

❚  Increase the overall number served 

across ER, urgent, and outpatient care. 

Th e nature of the relatively close-

knit community is such that word-

of-mouth referrals have great utility 

in increasing patient volume. Th e 

management team and the board es-

timated that establishing and staffi  ng 

the required number of ambulatory 

care locations would take fi ve to seven 

years. Similarly, the changes required 

to provide quality care suffi  cient to 

engender highly positive referrals and 

then absorb the resulting increase in 

patients would take fi ve to seven years.

Based on the sustained levels of 

eff ort required to succeed against these 

goals, the board decided to modify the 

executive compensation philosophy to 

incorporate a multi-year pay-for-per-

formance strategy. However, based on 

its responsibilities as a public trust, the 

board agreed that earned incentives 

coupled with base salaries should 

never position total direct compen-

sation at unreasonably high levels 

as compared to an annual review of 

similarly-situated organizations.

Th e result is a performance share 

plan for executives with annual share 

grants and three-year overlapping 

performance periods. Th e shares will 

grow in value as the organization 

increases patients’ “willing-to-recom-

mend” ratings, and achieves growth in 

ambulatory care. Executives also have 

an annual incentive plan driven by 

performance in clinical, service, team, 

and operational excellence.

While the organization is only a 

year into the plan, there is noticeable 

performance uptick on several of the 

short-term “excellence” metrics, and 

the leadership team discusses their 

long-term incentive plan performance 

in weekly meetings.

Th e strategy behind the overall 

compensation program is that as the 

team improves performance against 

the annual metrics, those positive 

outcomes achieved will contribute to 

the longer-range growth goals. 

It’s Time to Rethink 
Executive Compensation
Tailor long-term incentives to drive strategy

Steven Sullivan, a managing director 

with Pearl Meyer’s Houston offi  ce, 

has more than 20 years of consulting  

experience assisting clients in executing 

their compensation initiatives. His 

focus has been in the areas of executive 

compensation program benchmarking, 

design, and oversight in healthcare.

Developing an executive 
compensation plan that 
maps to the strategy 
can play a large 
role in a successful 
transformation.

FROM STEVEN SULLIVAN
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Mission  Managed Healthcare Executive provides healthcare 

executives at health plans and provider organizations with analysis, 

insights, and strategies to pursue value-driven solutions.

Mark Boxer, PhD, is executive vice president and global 

chief information offi  cer for CIGNA, where he is responsible for 

driving the company’s worldwide technology strategy.

Roy Beveridge, MD, is senior vice president and chief 

medical offi  cer for Humana, where he’s responsible for developing 

and implementing Humana’s clinical strategy with an emphasis on 

advancing the company’s integrated care delivery model.

Darnell Dent is president and CEO of FirstCare Health Plans, a 

provider-sponsored health plan serving local communities in West 

Texas with offi  ces in Abilene, Amarillo, and Lubbock; and, corporate 

offi  ces in Austin, Texas.

David Calabrese, RPh, MHP, is senior vice president 

and chief pharmacy offi  cer at OptumRx, a pharmacy benefi ts fi rm 

that provides pharmacy care services for more than 65 million lives 

nationally. 

Joel V. Brill, MD, is the chief medical offi  cer for Predictive 

Health, LLC, which partners with stakeholders to improve coverage 

of value-driven care that optimizes health for people.

Douglas L. Chaet, FACHE is chief managed care offi  cer, 

Sentara Healthcare, and chairman, American Association of 

Integrated Healthcare Delivery Systems.

Perry Cohen, PharmD, is chief executive offi  cer of The 

Pharmacy Group and the TPG family of companies, which provides 

services to associations, healthcare and information technology 

organizations, payers and pharmaceutical companies.

Cynthia Hundorfean is president and CEO of Allegheny 

Health Network (AHN), an integrated healthcare delivery 

system that serves Western Pennsylvania. AHN is part of the 

Highmark Health family of companies.

David Schmidt is president of the TPG International Health 

Academy, which hosts trade/study missions around the world for 

U.S. healthcare executives. He also provides strategic consulting to 

health plans and health systems.

Kevin Ronneberg, MD, is vice president and associate 

medical director for health initiatives at HealthPartners, an 

integrated, nonprofi t healthcare provider and health insurance 

company located in Bloomington, Minnesota. 

Daniel J. Hilferty, MPA, is president and CEO, 

Independence Health Group, a leading health insurance 

organization headquartered in Southeastern Pennsylvania with 

nearly 8.5 million members in 24 states and Washington, D.C.

Margaret A. Murray, MPA, is the founding chief 

executive offi  cer of the Association for Community Affi  liated Plans, 

which represents 54 nonprofi t safety net health plans in 26 states.

Dennis Schmuland, MD, is chief health strategy offi  cer, 

U.S. Health & Life Sciences division of Microsoft Corp., where he 

is responsible for setting the company’s strategy and overseeing 

solutions for the managed care industry.

Paul J. Setlak, PharmD, MBA, is director of fi eld health 

outcomes at AstraZeneca, where he is responsible for leading 

fi eld-based clinical and health outcomes activities with payers, 

integrated delivery networks, health systems, and other groups. 

Amy Shin is the CEO of Health Plan of San Joaquin, a not-for-profi t 

plan serving 350,000 Medicaid members in San Joaquin and Stanislaus 

counties of California. Amy has 20 years of progressive Medicare, 

Medicaid and commercial managed care leadership experience.
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TOP-LINE OPERATIONAL TRENDS

Business Strategy

Angela McClure 
Chief Experience Offi cer (CXO) 

McClure is CXO at Fresenius Medical 
Care North America, a large network 
of dialysis facilities, outpatient 

cardiac and vascular 
labs, and urgent care 
centers. McClure 
started at Fresenius 
three years ago as se-
nior vice president of 
human resources for 

the company’s dialysis services and 
vascular access divisions. In October 
2017, she became the CXO, bringing 
her expertise in human resources 
and customer experience across all 
13 lines of business at Fresenius.

“Th e customer is at the center of 
all of our experiences. But who that 
customer is changes across business 
lines,” McClure says. “We want to 
make sure that customer experience 
is the same for all of our customers, 
whether it is our employees, our pa-

tients, physician partners, or vendors.”
McClure uses quality measures 

and incentives to better understand 
the patient experience and improve 
it. “Everything is data driven,” she 
says. “As we develop the voices of 
the customers, employees, patients, 
and physicians, we look at ways that 
we are measured by the industry 
through MEPS (medical expendi-
ture panel survey) data, but we also 
want to lean on what our employees 
recommend.”

In the past year, Indiana University (IU) Health, a large sys-
tem in Indianapolis, has hired several executives to tackle 
new initiatives, says Ryan Kitchell, executive vice presi-
dent and chief administrative offi  cer. “Investing in the new 
positions will directly enhance patient care by improving 
performance in such critical areas as population health 
programs, clinical eff ectiveness, and medical records man-
agement.”  Th e new positions include: 

A senior vice president of population health
tasked with improving the delivery and development of programs in 

care management, disease management, utilization management, 

and pharmacy benefi t management.

A senior vice president of clinical effectiveness 
tasked with leading the design and implementation of systemwide, 

patient-focused clinical teams delivering high-value interdisciplinary 

care. Major initiatives this individual oversees include reducing 

unwarranted practice variation, delivering evidence-based care 

with high reliability, leveraging the EHR, and eff ective use of 

pharmaceuticals and supplies.

A senior vice president and chief health information offi cer
tasked with overseeing systemwide EHR clinical governance and design, 

with responsibility for long-term strategic planning and execution.

A senior vice president of behavioral health services
tasked with leading eff orts to build enhanced capabilities to 

respond to growing demands to treat behavioral health patients, 

including opioid and mental health cases.

“As the system grows over the next fi ve years, the new 
talent, investments and focus in these positions will com-
bine to enhance IU Health’s eff orts to care for patients, 
including doing so proactively through population health,” 
Kitchell says. “Th e investments in new executive positions 
should also position IU Health to better face coming chal-
lenges in the healthcare industry that include a growing 
opioid abuse crisis, the need to become more engaged in 
population health, and pressures on providers to become 
more effi  cient.”

As more health systems and health plans across the 
country take similar steps to IU Health, we found four 
healthcare executives who have recently taken on new 
roles. Here’s what their roles entail.  

Four Executives Take on New Roles
and what their jobs entail  by DONNA MARBURY

“The investments in new executive 
positions should ... position IU Health 

to better face coming 
challenges in the 
healthcare industry.”
— RYAN KITCHELL, INDIANA UNIVERSITY HEALTH

McCLURE
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Julie Ginn Moretz 
Chief Experience Offi cer 

Moretz became the CXO and assis-
tant vice president of patient and 

family-centered care 
for Augusta Univer-
sity Health System, 
an academic health 
center that manages 
the clinical opera-
tions associated with 

Augusta University in Georgia, in May 
2017. She provides strategic oversight, 
including developing patient and 
family advisors and integrating their 
voices in all aspects of the business. 

She leads 25 team members, includ-
ing patient experience coordinators, 
interpreters, and greeters.

“Beyond the typical duties, I 
also work with academic leaders 
in a number of ways to educate 
the next generation of healthcare 
professionals about patient- and 
family-centered care,” says Moretz. 
“Our role in this center is to contin-
ue to strengthen interprofessional 
collaborative practice, work with our 
population health team, build on 
our electronic health record usage 
with patient/family input, develop 
a transparency model as a way to 
improve services, and build an infra-

structure within our medical college 
and other colleges to support pa-
tient- and family-centered practice.”

She says the next goals of the 
department include fi nding ways to 
educate patients about reducing their 
healthcare footprint. “Th is means 
exploring population health more 
closely and reaching out to those who 
may need our services in a diff erent 
way,” Moretz says. “Often we try to fi x 
the patient and mold them around 
our systems. In reality, we need to 
partner and engage with patients to 
provide them an exceptional experi-
ence that goes beyond meeting basic 
expectations.”

MORETZ

Helen Macfi e, PharmD
Chief Transformation Offi cer

As chief transformation offi  cer of 
MemorialCare Health System, a 

nonprofi t system 
with six hospitals, 
two medical groups, 
a health plan, and 
outpatient centers 
in California, Macfi e 
works on strategic 

planning, performance health, and 
population health. She began work-
ing at the health system in 2005, and 
says her position evolved over time, 

starting with a focus on performance 
improvement and strategic planning, 
and adding population health in 
2012.

“With the evolving complexity 
in healthcare, the drive toward popu-
lation health and Th e Triple Aim, 
and the overall need for strategic 
planning rigor, this newer role is one 
that a number of leading organi-
zations have incorporated to help 
knit together all the performance 
initiatives,” Macfi e says.

She focuses on system transforma-
tion, performance improvement, clini-
cal quality, patient safety, patient-fam-

ily experience, and strategic planning, 
to help streamline the growing 
complexity of healthcare services, she 
says. “Th e role serves on our executive 
team, partnering with the executives 
across the system to drive transforma-
tion, not for the hospital only.” 

Th e transformation department 
includes employees who work solely 
on performance, including best prac-
tices, lean management, and risk and 
clinical integration specialists. Mac-
fi e also manages ACO specialists who 
work with the organization’s medical 
foundation, and other employees 
deployed across the health system.

MACFIE

Joel M. Farran 
Chief Brand Offi cer

Recognizing that the customer 
base for health plans is expanding, 

Health Care Service 
Corporation (HCSC) 
promoted Farran 
from senior vice pres-
ident of strategy and 
corporate relations 
to chief brand offi  cer 

in January 2018. HCSC operates 
Blue Cross and Blue Shield plans 
in Illinois, Montana, New Mexico, 
Oklahoma and Texas.

“We are not an insurance carrier 
just about transactions, and to add 
value we realize that we need to pro-
vide data, information, and insight 
to all of our customers,” Farran says, 
adding that these  customers include 
consumers, employers, and govern-
ment agencies.

Th e branding department is new 
to HCSC, but includes traditional 
functions such as marketing, com-
munications, and advertising. Farran 
is working to bring together commu-
nications used in each department to 
create a unifi ed, proactive voice for 
the organization. 

Th e branding department is 
also working to improve customer 
perception, he says. “Th e reforming 
healthcare market, advancement 
of technology, and the growth of 
consumerism forced us to think 
more broadly about how all of our 
stakeholders view us,” Farran says. 
“With so many touchpoints today, 
and even more in the future, every 
time we touch one of our customers 
we need to make sure we can give 
them the information and services 
they need.” 

Donna Marbury is a writer in Columbus, Ohio.

FARRAN
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G
eneric drugs are not im-
mune to price increases, 
and the problem is 
worsening. 

Prices for these drugs 
fell 59% from the fi rst 
quarter of 2010 through 
the second quarter of 

2015, but prices for more than 20% 
of generic drugs increased more 
than 100% in the same time peri-
od, according to the Government 
Accountability Offi  ce (GAO).

Th e GAO considers lack of 
competition the primary driver of 
the price increases. And in fact, the 
FDA reports that more than half 

of its approved generics are not 
being sold and another 14% are of 
“unknown marketing status.”

But experts say rising prices 
also can be attributed to pricing 
abuses, such as extending patents 
and exclusivity by branded drug 
manufacturers, and insuffi  cient 
action by the FDA and govern-
ment to ensure generic drugs are 
reviewed and approved for entry 
into the market. 

Th e problem boils down to mar-
ket dynamics, says Ken Majkowski, 
PharmD, chief pharmacy offi  cer of 
FamilyWize, a community-based 
organization that off ers a free 

prescriptions savings program. 
“Prices go up because pharma-
ceutical companies feel they can 
charge more and thus make more. 
Th ey go down if there is increasing 
competition or threat of govern-
ment intervention,” he says. 

Th at is only the short list of 
challenges. Adding to the fray, are:

❚  Shortages of raw materials.

❚  Patent extensions by slightly 

tweaking products.

❚  Expenses associated with entering 

the marketplace.

❚  Backlogs of Abbreviated New Drug 

Applications (ANDAs).

❚  More brand drug manufacturers 

paying generic companies not 

to launch drugs, a tactic which 

the Federal Trade Commission 

estimates costs U.S. consumers and 

taxpayers $3.5 billion in higher 

drug costs annually.

❚  Circumstances in which the same 

product is sold under a generic 

name by the manufacturer of the 

branded product, enabling 180 

days of exclusivity awarded to the 

fi rst producer of a generic. 

❚  Little incentive from PBMs to 

encourage drug manufacturers 

to lower prices because profi ts 

increase as drug prices do. 

Erin Fox, senior director of drug 
information, University of Utah 
Health, also points to excessive 
price hikes, as occurred with 
Daraprim (pyrimethamine) when 
Turing CEO Martin Shkreli hiked 

Generic Drug Cost Predictions
New initiatives could affect pricing  by MARI EDLIN

One expert’s take: 
Bill Corr, senior advisor, 

Waxman Strategies 

consulting fi rm in Wash-

ington, D.C., says to curb 

generic drug prices, the 

FDA and government 

could:

❚   Correct REMS abuses.

❚   Address product hopping (modifying 

an existing drug with little or no 

added clinical value and removing 

the original product from the market)

and evergreening, which add new 

patents to extend exclusivity.

❚   Approve a biosimilar pathway.

❚   Encourage more generics in the 

marketplace through incentives and 

waiving or reducing user fees when 

only one manufacturer exists. 

❚   Override state anti-substitution laws 

to promote biosimilars. 

❚   Help the FDA establish a clinically 

equivalent standard allowing 

generics to be approved as clinically 

equivalent to branded drugs that 

have undergone slight modifi cations.

❚   Allow limited importation from 

designated equivalent regulatory 

countries when only one manu-

facturer exists and when prices 

increase over a certain percent.
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up the price overnight from $13.50 
to $750 a tablet—a 4,000% increase 
for a drug fi rst approved in 1953.

Fox is also concerned about 
the unintended consequences of 
the FDA’s 2006 Unapproved Drugs 
Initiative, which removed unap-
proved drugs from the market. For 
example, intravenous vasopressin 
for hypotension received FDA 
approval in November 2014 under 
the name of Vasostrict (vasopres-
sin injection). After being market-
ed for nearly a century without 
FDA approval, no other manufac-
turers were allowed to produce the 
drug. Its price soared to $138.40 
per vial from it original cost of 
$4.27, a 3,141% increase, says Fox. 

Reason for optimism 
In the early 1980s, the Federal 
Food, Drug, and Cosmetic Act let  
generic companies receive regu-
latory approval for drugs by fi ling 
ANDAs, but few manufacturers 
took advantage. 

As a result, the Drug Price 
Competition and Patent Term 
Restoration Act of 1984, better 
known as the Hatch-Waxman Act, 
was born, encouraging innovation 
in pharmaceutical research and 
development through incentives 
and helping generic drugs reach 
the market more quickly. At the 
same time, it allows drug patent 
owners to regain the time lost on 
a patent term while awaiting FDA 
approval.

To close the circle started by 
Hatch-Waxman, the industry 
awaits the enactment of the Cre-
ates Act (which is pending in Con-
gress) and the implementation of 
many promises made by President 
Trump and FDA Commissioner 
Scott Gottlieb, MD.

Th e Creates Act would promote 
drug price competition by making 
it easier for medicines with patents 
that have expired to be sold as less 
expensive generic versions.

Th e Act would also override 
misuse of the Risk Evaluation 
and Mitigation Strategy (REMS) 

by brand drug manufacturers. 
Manufacturers have used limited 
distribution as an excuse to pre-
vent access to samples by generic 
companies for bioequivalence 
testing. Th e Act makes it possible 
for generic manufacturers to sue in 
federal court to obtain samples.

In June 2017, the FDA published 
a list of off -patent, off -exclusivity 
branded drugs without approved 
generics and implemented a new 
policy to speed up the review of 
generic drug applications when 
competition is limited until there 
are three approved generics for a 
given branded drug.

Th is past January, the agency 
moved closer to reducing gaming 
by branded companies that could 
delay generic drug entry; resolving 
scientifi c and regulatory obstacles 
to approval of generic versions of 
certain complex drugs; and reduc-
ing the time it takes to get a new 
generic drug approved, primarily 
by facilitating fewer review cycles.

While 90% of non-generic drug 
applications receive approval in 
the fi rst cycle of review, only 30% 
of generics make it through on 
the fi rst try, according to the FDA. 
However, 2017 was a record year 
for generic drug approvals: 763 
new generic versions of drugs—112 
more than in 2016 and almost 
twice as many as in 2014.

Policy updates 
Th e FDA is creating incentives 
for developing biosimilars and an 
easier process for their approval, 
and plans to issue new guidance 
on how to more effi  ciently handle 
citizen petitions to prevent delay 
of generic drug review. Devel-
oped by the FDA, these petitions 
allow individuals and community 
organizations to request changes 
to health policy. Branded drug 
manufacturers submit more than 
92% of these petitions, according 
to the FDA.

On May 11, President Trump 
discussed drug pricing during a 
press conference. He reemphasized 

the need for competition and a 
need to prevent foreign countries 
from providing the same drugs at 
lower costs. He also stated his sup-
port for eliminating drug middle-
men and speeding up the approval 
of generics. 

Academy of Managed Care 
Pharmacy CEO Susan A. Cantrell, 
RPh, says there are several oppor-
tunities for addressing the rising 
cost of pharmaceuticals that were 
not included in the president’s 
blueprint, such as reducing barri-
ers to the adoption of value-based 
contracting and encouraging re-
al-world evidence to demonstrate 
the value and quality of prescrip-
tion medications in improving 
patient outcomes. 

Mari Edlin, a frequent contributor to Managed Health-
care Executive, is based in Sonoma, California.

PROVIDERS SEEK TO ADDRESS 
PRICE PROBLEMS

In consultation with the U.S. Department of 

Veterans Affairs, Intermountain Healthcare is 

collaborating with Ascension, SSM Health, 

and Trinity Health to form a nonprofi t, generic 

drug company. The organization plans to 

directly manufacture generic drugs or sub-

contract to another manufacturer in response 

to unfair pricing practices and generic drug 

shortages.

POSITIVE MOMENTUM

2017 was a record year for generic drug 

approvals: 763 new generic versions of 

drugs—112 more than in 2016 and almost 

twice as many as in 2014.

Legislation to watch

The Creates Act would promote drug price 

competition by making it easier for medicines 

with patents that have expired to be sold as 

less expensive generic versions.
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T
ransformational change is 

required to truly achieve 

the kinds of breakthrough 

results needed for U.S. 

healthcare, and that means 

we must change the way 

organizations think. To 

quote the old maxim: “If 

you always think what you’ve always 

thought you will always do what you’ve 

always done. If you always do what 

you’ve always done, you will always get 

what you’ve always got.” 

A major opportunity for innova-

tive thinking includes how pharmacy 

is positioned in the delivery system. 

Pharmacy is a fragmented service 

with distinct lines of demarcation 

between key practice areas, such as 

retail, hospital, and managed care. 

For too many organizations, phar-

macy is viewed as an ancillary ser-

vice and the tendency is to manage it 

more like a commodity than a unique 

clinical and business enterprise. Th is 

needs to change. Consider the fol-

lowing:

1
The primary treatment mo-
dality for the majority of 
patients in the ambulatory 

setting is medication. In hospitals, 

virtually every patient receives at 

least one medication. From the per-

spective of quality, eff ectively opti-

mizing medication management is a 

major opportunity to enhance out-

comes and no profession is better 

trained or positioned to do this than 

pharmacy.

2
An aging population cou-
pled with more insured pa-
tients via the Affordable 

Care Act has accelerated access 
and demand issues. At the same 

time, we are looking at future shortag-

es of physicians. Using pharmacists 

practicing at the top of their license to 

be the medication therapy experts on 

the healthcare team frees up physi-

cians to see more patients and helps 

keep patients out of high cost and lim-

ited sources of care like hospitals.

3
Medications are the fastest 
growing element of U.S. 
healthcare. Medications con-

sume approximately 17% of U.S. health-

care dollars. By the end of 2019 it is pro-

jected that prescription drug spending 

in the United States will top half a tril-

lion dollars. Th e most eff ective way to 

address medication use is to ensure 

that the optimal therapeutic regimen is 

chosen and that patients adhere to that 

regimen. Pharmacists are again the 

best-trained individuals in the health-

care system to support and drive opti-

mal medication utilization.

4
Patient safety is on every-
one’s list and medication 
errors are the number one 

source of medical error and ac-
count for approximately $21 bil-
lion annually in the United States. 
Using pharmacists to support patient 

education and accurate utilization of 

medications presents a signifi cant op-

portunity to reduce medication errors 

with the associated reduction in cost 

and increase in quality. 

Healthcare leaders need to change 

the way they think about pharmacy 

and better understand how pharma-

cy can materially contribute to solv-

ing the challenges of access, quality, 

and cost. Pharmacy needs to act as 

a unifi ed entity, speak with a voice 

that represents all facets of pharma-

cy practice, and tell our story more 

eff ectively. Th e opportunities are sig-

nifi cant, but it will take much stron-

ger infl uence and advocacy to change 

thinking and help us realize our full 

potential to contribute to the ad-

vancement of healthcare. 

Pharmacists Can Play Leading 
Role in Advancing Value
Four areas they can improve

JAMES A JORGENSON, RPH, MS, FASHP

ABOUT THE AUTHOR  ❚  

James A Jorgenson, RPh, MS is CEO 

and board chairman of Visante, Inc. 

and Visante Ltd. He is a member 

of the Editorial Advisory Board of 

Drug Topics, Managed Healthcare 

Executive’s sister publication.

“For too many organizations, 
pharmacy is viewed as an 
ancillary service and the 
tendency is to manage it 
more like a commodity 
than a unique clinical and 
business enterprise.”
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HEART DISEASE AND STROKE 

C
ardiovascular disease, which 
refers to conditions that 
involve narrowed or blocked 
blood vessels that can lead to 

a heart attack or stroke—such as 
atherosclerosis and coronary artery 
disease—is the number one cause 
of heart disease and death in wom-
en. In 2013, nearly 300,000 women 
died of heart disease—which ac-
counts for about one in every four 
female deaths, the CDC reports.
Having high blood pressure is a 
major controllable risk factor for 
heart disease in women, and is the 
leading risk factor for heart failure 
and other heart-related conditions 
such as heart attack, stroke, and 
atrial fi brillation, says Carl J. Pepine, 
MD, cochair of the Cardiovascular 
Disease in Women Council, Amer-
ican College of Cardiology, and 
professor and emeritus chief, Divi-
sion of Cardiovascular Medicine, 
Shands Hospital at the University of 
Florida, an academic health center 
in Gainesville, Florida. 

In addition to hypertension, 

heart disease and high cholester-
ol are risk factors for stroke, and 
women have more risk factors for 
stroke than men, says Tamer Abdel-
hak, MD, division chief, Inpatient 
Neurology, Vascular Neurology, and 
NeuroCritical Care, Clinical Neu-
rosciences Department, Spectrum 
Health, a not-for-profi t integrated 
health system in Grand Rapids, 
Michigan. Th ese risks include: 

 ❚  Taking birth control pills; 

 ❚  Changes occurring as a result of 

pregnancy; 

 ❚  Using hormone replacement 

therapy to relieve menopausal 

symptoms; and 

 ❚  Suff ering from migraine head-

aches with aura. 

Prevention 
Although approximately 100 
medications for high blood pres-
sure exist, better management is 
needed, says Pepine. For example, 
almost half of women in the United 
States have blood pressure in the 
hypertensive range, according to 
new guidelines from the American 
College of Cardiology and American 
Heart Association. Many women 
who should be taking medication 
for high blood pressure are not.

Medical breakthroughs have 
also shown that certain medica-
tions, such as beta blockers, reduce 
the chance of having another heart 
attack or having to return to the 
hospital due to complications of a 
heart attack.

Th e leading causes of death in women are heart disease (22.3%), cancer 
(21.6%), chronic lower respiratory diseases (6.0%), and stroke (6.0%), according 
to the latest data, based on the year 2014, from the CDC. Th e good news is that 
new treatments continue to be developed—many of which will help save lives 
and money. Here’s a closer look at the most common conditions within each 
cause of death category, measures being taken to prevent deaths associated 
with them, and the latest treatment advances.

Female Mortality
Top causes and treatment advances that 

could turn things around   by KAREN APPOLD

Leading Causes of Death 
by Race/Ethnicity, All Females, United States, 2014

Source: CDC

  Heart disease

  Stroke 

  Cancer 
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21.6%

6%
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 Chronic lower respiratory diseases
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Women who need hormonal 
therapy to aid in contraception 
or with menopausal symptoms 
may be able to decrease the risk 
of blood clots by using hormone 
medications available in lower 
doses that are more synthetic—
which may cause less blood clot-
ting, Pepine says. However, even 
low-estrogen birth control pills, in 
the presence of other risk factors, 
are associated with increased risk 
for stroke.

Noteworthy 
developments 
A new class of drugs introduced in 
2015, PCSK9 inhibitors, uses mono-
clonal antibodies designed to pro-
tect LDL-cholesterol receptors and 

help reduce LDL-cholesterol, says 
Th omas F. Boyden, MD, program 
director, Preventive Cardiology, and 
medical director, Preventive Cardi-
ology and Cardiac Rehabilitation, 
Spectrum Health Cardiovascular 
Services. Th ese medications have 
resulted in a reduced incidence of 
heart attack even if someone is also 
taking a statin medication such as 
Lipitor (atorvastatin) and Crestor 
(rosuvastatin)—the gold standard 
therapy for reducing cholesterol 
and risk of heart attack and stroke. 

Another newer management 
approach for stroke within the last 
two years includes equipping am-
bulances with computed tomog-
raphy scan machines, so medical 
personnel can obtain a brain scan 
and transmit images to a radiolo-
gist, confi rm a diagnosis, and start 
treatment as soon as a patient 
reaches the emergency room or 
perhaps even while the patient is 
still in the ambulance, Pepine says. 

Based on recent clinical trials, 
the window for performing a 
thrombectomy (removing blood 
clots) is now, as of January 2018, 
up to 24 hours. Th at means that 
stroke may be a reversible, curable 
disease if urgent treatments are 
employed early on, Abdelhak says. 
A limited number of hospitals in 
the United States, including Spec-

trum Health, off er catheter-based 
stroke care. 

Cost implications 
Most medications approved to 
treat high blood pressure are 
off ered in generic forms, Pepine 
says. Many can be taken for just 
pennies a day. But many women 
who should be taking medications 
are not prescribed them, and many 
who have prescriptions are not 
taking them—which increases 
healthcare costs. 

PCSK9 inhibitor medications can 
cost as much as $14,000 annually 
per patient. With the high cost 
of these agents and the modest 
added risk reduction provided by 
background statin therapy, many 
healthcare industry analysts have 
suggested that the cost benefi t does 
not warrant its widespread use, Boy-
den says. However, if used for the 
right patients—those at the highest 
risk of recurrent heart attack, stroke, 
or death due to cardiovascular 
disease—others say the annual cost 
is justifi ed by the reduced risk. 

Regarding strokes, Abdelhak 
says, “New therapies can reverse 
disability and as a result, save sig-
nifi cant dollars. Th e savings could 
be billions of dollars in lost wages, 
shorter hospital stays, and fewer 
rehabilitation visits.” 

BREAST AND LUNG CANCER

T
he two most common 
types of cancer in women 
are breast and lung cancer 
with an estimated 252,170 
and 105,510 new cases 
diagnosed in 2017, respec-

tively, according to the National 
Cancer Institute’s Surveillance, 
Epidemiology, and End Results 
Program. Despite breast cancer 
accounting for signifi cantly more 
new diagnoses, lung cancer re-
mains the leading cause of cancer 
death in women.

Noteworthy developments
Treatment of non-small cell lung 
cancer has led the way into the era 
of personalized medicine. “While 
traditional treatments including 
surgery and radiation still play vital 
roles, numerous new therapies 
have become available,” says G. 
Paul Wright, MD, surgical oncolo-
gist, Spectrum Health. “A patient’s 
tumor can be tested for molecular 
alterations that can predict how 
they will respond to certain med-
ications and provide options for 

medications that target those spe-
cifi c alterations. Th is has provided 
greater precision in the treatments 
delivered, particularly for those 
with late-stage or recurrent cancer. 
Immunotherapies are also available 
for select patients. Th ese provide 
eff ective treatment by sensitizing 
the cancer cells in a way that allows 
the patient’s own immune system 
to combat the disease.”

In breast cancer, recent trends 
have demonstrated benefi ts in 
changing the timing of chemo-

“The savings could 
be billions of dollars 
in lost wages, shorter 
hospital stays, and fewer 

rehabilitation 
visits.”
TAMER ABDELHAK, MD, 
SPECTRUM HEALTH 
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therapy delivery. “For patients in 
which chemotherapy is required, 
more often the chemotherapy is 
now given prior to surgery when 
possible,” Wright says. “Th is allows 
the treating physician to evaluate 
the treatment’s eff ectiveness by 
examining the specimen at the 
time of surgery.” Patients who 
don’t have any remaining tumor 
have a very good prognosis. Wom-
en who have residual tumor after 
chemotherapy are at high risk 
for recurrence. Several ongoing 
trials, such as the CREATE-X trial 
published in the New England 

Journal of Medicine, are investigat-
ing giving additional medications 
to women in the latter group to 
reduce recurrence and improve 
survival. Th is has already been 
shown to be an eff ective strategy. 
Immunotherapy has also provided 
some initial promise in women 
with certain types of breast cancer.

Angela J. Keleher, MD, director, 
Division of Breast Surgery, Allegh-

eny Health Network, an academic 
medical center in Pittsburgh, says 
great strides are being made in 
tailoring breast cancer treatments 
to a woman’s specifi c tumor profi le 
and developing liquid biopsies that 
can detect circulating tumor cells 
and guide physicians in treatment 
selection. New advances such 
as breast microseed, a one-time 
post-lumpectomy treatment, and 
Gamma Pod, which promises to 
eradicate breast tumors with just 
a week of radiation treatments, 
are shortening treatments for 
early-stage cancers, contributing to 
increased quality of life for cancer 
survivors.

Cost implications
Testing for molecular alterations 
has steeply decreased in cost 
over the past decade, however, 
many new medical treatments are 
expensive. One year of treatment 
with a newer immunotherapy 
drug can exceed $250,000. “While 

competition in this market is 
increasing, this has yet to drive 
down the cost of these therapies,” 
Wright says. “High costs are likely 
to limit the sustainability of these 
approaches and may increase 
the disparities in access to these 
treatments.” 

CHRONIC LOWER RESPIRATORY DISEASES 

C
hronic obstructive pulmonary 
disease (COPD) is the top 
killer of women in the category 
of chronic lower respiratory 

diseases, with more than 7 million 
U.S. women having the diagnosis, 
according to the American Lung As-
sociation. Th is incurable, progressive 
lung condition is primarily caused by 
smoking, says Kiran Nair, DO, pulm-
onologist, Medical Chest Associates, 
a practice affi  liated with Memorial 
Hermann Memorial City Medical 
Center in Houston. 

Treatments
Traditional treatments for COPD 
include inhaled medications that 
help keep airways open, such as 
inhaled bronchodilators and inhaled 
bronchodilator/corticosteroid com-
bination therapies, says MeiLan Han, 
MD, associate professor of pulmo-

nary medicine, University of Mich-
igan, Ann Arbor, and spokesperson 
for the American Lung Association. 

Over the past decade, new 
research has shed light on the un-
derlying complex genetic underpin-
nings of the disease, and infl amma-
tion that drives it, Nair says. Based 
on this research, new medications 
in the pipeline target specifi c cells 
and components of the infl amma-
tion that drives the disease, and 
genetic markers are being identifi ed 
that would increase a person’s sus-
ceptibility to the disease. 

Cost implications 
Th e annual cost of COPD is more 
than $30 billion, according to CDC 
estimates. “Any medication that will 
signifi cantly reduce the frequency of 
hospitalizations will have a positive 
impact on the healthcare costs asso-

ciated with COPD,” Nair says. “Most 
current medications that are pre-
scribed have been shown to reduce 
the frequency and severity of hos-
pitalizations, and newly developed 
medications are being investigated 
with these goals in mind.”  

But aff ording medications is 
problematic for many patients, due 
to multiple factors. Not only have 
no generic options been available 
in the United States until this year, 
Han says, many COPD patients 
have other conditions for which 
they must also pay for medications. 
In general, patients with COPD also 
tend to have lower socioeconomic 
status than those without COPD, 
which means that even modest 
copays may not be aff ordable for 
many. 

Karen Appold is a medical writer in Lehigh Valley, PA.

“While traditional 
treatments including 
surgery and radiation still 
play vital roles, numerous 

new therapies 
have become 
available.”
G. PAUL WRIGHT, MD, 
SPECTRUM HEALTH
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T
he transition to value-based care is 
putting pressure on healthcare lead-
ers to do more—and to do better—
with less. But fi nding and retaining 
executives who are up to the task, 
especially under old compensation 
models, can be a struggle. Th at’s why 
more organizations are exploring 

alternative compensation plans. 
Sixty two percent of the more than 250 

healthcare executives who responded to a 2017 
survey by executive search and consulting fi rm 
B.E. Smith report that a portion of their com-
pensation is at risk for value-based activities. 
Another 20% report that changes to better align 
compensation with value-based metrics are in 
progress. Th e top targets executives say they 
are being asked to meet are related to operating 
margins and cash fl ow, growth, patient engage-

ment and satisfaction, and 
clinical performance. 

GRADUAL SHIFT
Approving new compensation plans requires a 
fundamental shift in thinking among the hospi-
tal and healthcare system board members who 
determine executive compensation plans, says 
Steven Sullivan, managing director at the exec-
utive compensation consulting fi rm Pearl Mey-
er. Th ese board members often have experience 
with nonprofi t groups and charities and are not 
accustomed to rewarding executives for perfor-
mance as the for-profi t or private sector is. “His-
torically, healthcare executive compensation 
has been used in ways that have not been very 
eff ective,” Sullivan says. “Th e philosophy has al-
ways been that the executives were not there to 
get rich, but to fulfi ll the mission.”

Since ACA implementation, many hospital 
board members have been forced to consid-
er alternative compensation models for their 
C-suite leaders, says Sullivan. Th at’s because 
reform presented transformational challeng-
es that require sustained collaborative eff orts. 
“Boards that were more forward-thinking be-
gan to establish leveraged approaches to vari-

HOW YOUR SALARY COULD SHIFT
By RACHAEL ZIMLICH, RN

“Historically, healthcare 
executive compensation 

has been used in 
ways that have 
not been very 
effective.”
—STEVEN SULLIVAN, PEARL MEYER

Compensation Changes
C-suite
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At-risk Incentives 
Sixty two percent of healthcare executives report some of their compensation is tied to value-based activities.
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Source: B.E. Smith 2017 Executive Compensation Intelligence Report

PERCENTAGE OF COMPENSATION AT RISK

able compensation for recruiting, motivating, 
and retaining their leaders through diffi  cult 
transformations,” he says. 

Th e need to provide alternative models has 
intensifi ed as the Triple Aim becomes part of 
many providers’ strategic plans, says Sullivan, 
noting that fi nding executives who are qualifi ed 
to take on the goals of better health outcomes, 
happier patients, and lower costs, is diffi  cult. 
Th e need to advance the Triple Aim “split the 
herd” in terms of the relatively limited number 
of executives who are qualifi ed to take on that 
challenge, he says.

NEW METRICS ADDED 
Many new compensation plans include a base 
salary, an annual incentive plan, and a long-
term incentive opportunity, says Sullivan. Th e 
annual incentive may be based on a short list 
of goals related to addressing the organization’s 
vulnerabilities—often clinical quality or effi  -
ciency problems. 

Compensation Changes

20% or more

10% -19%

5% -9%

1%% -4%4%

0% 

Source: B.E. Smith 2017 Executiveive CoCompensation Intelligence Report

PERCENTAGE OF COMPENSATION AT RISK

Executives that benefi t most from value shift 
Demand is high for physician 

leaders and executives responsible 

for organization transformation and 

integration, says Greenblatt, noting 

that there is a limited supply of 

executives qualifi ed to lead these 

efforts. The result is rising compen-

sation levels for these roles. 

In SullivanCotter’s 2017 “Man-

ager and Executive Compensation 

in Hospitals 

and Health 

Systems Survey,” 

Greenblatt says 

the largest pay 

increases were 

observed for 

leaders who are 

driving the migration to value-based 

care—particularly in the areas of 

strategy, clinical transformation, 

operational integration, and patient 

experience. 

Warren Ker-

per, managing 

principal at 

Sullivan, Cotter 

and Associates, 

Inc., adds that 

individuals who 

are experienced with risk-based 

models are also in high demand 

by other healthcare organizations, 

including individuals who have a 

strong background in improving 

quality, informatics, and actuaries. GREENBLATT

KERPER
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Trickle-down effect
Organizations are increasingly focused 

on aligning incentive measures across 

their entire workforce. They are seeking to 

set organization-wide goals and optimize 

performance throughout—from executives 

to physicians to advanced practice provid-

ers to all other employees, says Rumans. 

“This strategy ensures a more consistent approach to 

performance across the system. Ultimately, the objective 

is to confi rm that the rewards programs are driving and 

reinforcing key strategic goals. This requires a holistic 

view of total rewards.”

RUMANS

Since not everything can be achieved in a 
12-month cycle, long-term incentive plans are 
also being implemented within many health-
care systems and hospitals. Often, long-term 
incentive plans come in the form of a perfor-
mance share plan, where executives are com-
pensated by earning stock in their organization, 
says Sullivan.

Th e types of goals included in these long-
term plans depend on the type of organization 
and its long-term mission or strategy, Sullivan 
says. Not-for-profi t hospitals that have a good 
donor base and are performing well might focus 
on patient experience and growing the business 
among commercially insured patients. Safety 
net hospitals that are just trying to stay in the 
black might focus on improving effi  ciency and 
clinical quality. “Th ose are the only two things 
they have at their disposal to control over time,” 
Sullivan says.

Whatever the goals, the compensation plan 
should be created based on a consensus about 
the future needs of the organization and the 
goals that must be achieved to get there, says 
Sullivan. 

Bruce Greenblatt, managing principal at the 
executive performance consulting fi rm Sullivan, 
Cotter and Associates, Inc., agrees that the use 
of long-term incentive programs to provide re-
wards for multi-year transformation outcomes 
is becoming more prevalent, particularly among 
the largest organizations. Also, he says, more 
organizations are using retention awards and 
long-term incentives to support the stability of 
the senior executive leadership team during this 
period of transformation.

QUALITY IS KING 
Compensation plan metrics often include de-
fi ned ranges of performance, and pay is tied to 
whatever level is reached within those rang-
es. For example, there might be no additional 
compensation given for meeting a threshold 
marker, but percentages of additional com-
pensation will rise as executives exceed the 
threshold.

Warren Kerper, managing principal at Sul-
livan, Cotter and Associates, Inc., says incen-
tive plan measures often include, in addition 
to fi nancial performance, quality improve-

Compensation Changes

http://managedhealthcareexecutive.modernmedicine.com/


Managed Healthcare Executive.com MANAGED HEALTHCARE EXECUTIVE  ❚  JULY 2018 17    

Compensation declines overall 
Half of the more than 250 healthcare executive respondents to 

a survey by B.E. Smith said their compensation was the same 

or lower in 2017 than 2016, with a median decrease of 15%. For 

those who reported increases, the average was 4%. 

B.E. Smith says declining compensation is due to increasing 

challenges in the executive role coupled with a tightening of 

belts across the industry. “The industry’s shift to value-based 

care is resulting in healthcare organizations assuming increasing 

fi nancial risk as reimbursement models change from fee-for-

service to pay-for-performance,” the report notes.

ment, member engagement, and operational 
effi  ciency.

Greenblatt says quality is key in almost ev-
ery executive compensation package. In fact, 
SullivanCotter’s 2017 “Manager and Executive 
Compensation in Hospitals and Health Sys-
tems Survey” polled 30,000 executives and re-
vealed that an average of 20% of an executive’s 
annual incentive payout is tied to quality mea-
sures. “An additional 16%, on average, is tied to 
the achievement of patient experience goals,” 
Greenblatt says. “Th e tie to value-based care is 
very prominent—in fact, the combined weight 
of these measures is typically greater than 
the weight placed on fi nancial performance 
measures.”

Mark Rumans, MD, managing principal 
and chief medical offi  cer at Sullivan, Cotter 
and Associates, Inc., says internal data and 
externally published ratings and rankings 
on benchmark performance and areas of im-
provement are typically used to identify com-
pensation goals related to quality and patient 
experience. “When using the appropriate peer 
groups, resources like the CMS Star Ratings or 
U.S. News and World Report Rankings provide a 
great way for organizations to determine how 
they are performing in relation to their coun-
terparts,” Rumans says. “While understanding 
the nuances and complexities in this data can 
be challenging, analyzing variances to these 
benchmarks can help organizations set mean-
ingful goals and align their compensation 
accordingly.”

WHAT’S COMING 
Moving forward, Sullivan says more will have to 
be done beyond just adding value-based mea-
sures to executive compensation. Th e health-
care model must change in a way that can be 
sustained in the long term. Th is means fi nding a 
way to close the space between payers and pro-
viders, he says.

“I think the biggest problem right now is pro-
vider organizations are not receiving suffi  cient 
reimbursement from insurance companies,” he 
says. “And the turmoil in Washington is keep-
ing us from having a responsible and mature 
approach.” 

He says payers are struggling to anticipate 
the direction of the federal government, and 
providers are struggling to meet ever-chang-
ing criteria and performance levels. “It 
doesn’t match up,” says Sullivan. “We’ve got to 
get better consensus and alignment between 
the payers and providers, and hopefully that 
will force Congress to come to terms with the 
situation.” 

Rachael Zimlich, RN, is a writer in Columbia Station, Ohio.

Compensation metrics 
are often tied to:
❚ Operating margin/cash fl ow 

❚ Growth 

❚ Patient engagement/satisfaction 

❚ Clinical performance 

❚ Staff engagement

❚ Physician engagement

❚ Population health management

Source: B.E. Smith 2017 Executive Compensation Intelligence Report
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A growing number of healthcare orga-
nizations are failing to keep pace with 
their population health goals and fall-
ing even further behind the leaders in 
this arena, according to a new study.  

Th e Numerof & Associates study 
summarizes responses from more 
than 400 C-suite healthcare executives 
to a 2017 online survey, combined with 
open-ended interviews with selected 
executives to lend color to the data. 
Th e target demographic included in-
dividuals working at the executive or 
vice president level in U.S. provider 
organizations of multiple types. Th e 
researchers received responses from 
executives in urban, rural, and subur-
ban areas.

“Th e results shed light on common 
challenges in moving to population 
health and what distinguishes those 
that have made signifi cant headway 
from those that haven’t,” says Michael 
Abrams, managing partner of Numerof 
& Associates. “For most organizations, 
there’s a lot of work to do.”

Findings indicate that actual prog-
ress toward population health has 
failed to keep pace with respondents’ 
prior expectations. In a previous sur-
vey taken in 2015, 59% of respondents 
predicted that by 2017 they would be at 
least “very prepared” to take on a great-
er portion of risk. Only one in fi ve had 
actually met that threshold by 2017.

Still, executives remain confi dent 
that the industry is moving toward 
embracing population health as a stan-
dard practice. Eighty three percent of 
respondents rated population health 

either “very” or “critically” important to 
the industry.

FASTEST MOVERS

Larger institutions are moving faster to 
embrace at-risk contracts than smaller 
institutions. Th e study found that 91% 
of large health systems and 85% of mid-
sized health systems reported having 
at least one at-risk population health 
contract, yet only 71% of smaller health 
systems reported one. 

Moreover, most organizations are 
still just experimenting with risk-based 
contracts: More than one-third of re-
spondents claimed they had at least one 
risk-based agreement with no downside 
risk at all—only the possibility of bonus 
payments if targets were exceeded.

CLOSING THE GAP

Th e study found that organizations still 
expect the market to transition quick-
ly to population health, meaning that 
many have a signifi cant gap to close in 
terms of market expectations and their 
own organization’s capacity for change. 

“Executives also expect revenue in 
capitated contracts to grow, and de-

spite continuing concerns about the 
threat of fi nancial loss as a roadblock 
to change, organizations still see popu-
lation health as an opportunity to im-
prove control of clinical costs, quality, 
and outcomes,” Abrams says.

Abrams advocates using nontradi-
tional delivery options and considering 
how these tie into current eff orts. “Al-
though population health management 
has garnered signifi cant attention and 
many organizations have at least some 
involvement in value-based models of 
care, there has been little eff ort given 
to tracking the actual progress made in 
this area,” he says.

According to Abrams, healthcare or-
ganizations must be willing and able to:

 ❚  Contract with entities outside of their 

organization’s direct control.

 ❚  Develop clear processes for their facilities 

to meet contractual obligations.

 ❚  Establish collaborative relationships 

with payers and employers.

 ❚  Develop compelling value stories for 

products and services off ered by the 

organization.

 ❚  Identify, collect, and analyze accurate 

and meaningful data to support their 

value claims.

“Healthcare executives who avoid 
taking on fi nancial risk are holding 
onto the old model—and they’re likely 
to be left behind,” Abrams says. “De-
veloping the capabilities needed to 
successfully move toward population 
health can’t happen overnight.” 

Tracey Walker  is content manager for Managed 
Healthcare Executive.

Pop Health Problems
T R A C E Y  W A L K E R

Health execs struggle to keep pace

“Healthcare executives 
who avoid taking on fi nancial 
risk are holding onto the 
old model—and they’re 
likely to be left behind.”
—MICHAEL ABRAMS, NUMEROF & ASSOCIATES
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O
ne of the most for-
midable barriers to 
improving post-acute 
care is lack of trust 
between patients and 
their care teams, says 
Jamie Philyaw, MSW, vice 

president of care management at 
Raleigh-based Community Care 
of North Carolina (CCNC), a non-
profi t organization that contracts 
with the state to manage Medicaid 
patients.

She remembers a 50-some-
thing-year-old patient met by one 
of CCNC’s care managers at the 
patient’s hospital bedside a few 
years ago. Th e care manager didn’t 
know it at fi rst, but this patient 

was living in a tent—and lacked 
access to medications for his heart 
disease and lacked access to a car-
diologist. Th e care manager spent 
many months building trust with 
this patient, who was repeatedly 
readmitted, and who was also 
struggling with substance abuse 
and behavioral health issues. 

CCNC learned about this 
particular patient through a daily 
report on hospital admissions the 
nonprofi t receives from facilities 
throughout the state. Th e patient’s 
repeated hospital visits led to 
CCNC’s team classifying him as a 
priority patient, which meant he 
needed immediate support. Be-
cause of the trust the care manager 
built with him, the patient agreed 
to a referral to a cardiologist and 
accepted the off er of secure hous-
ing through a local faith-based 
organization. 

Th e care manager even facilitat-
ed delivery of the patient’s medica-
tions to his tent before he accepted 
housing. Th at was “the carrot,” 
Philyaw says. It demonstrated to 
the patient that his care manager 
was invested in him and dedicated 
to improving his health.

Program specifi cs
In addition to daily reports on hos-
pital visits across the state, CCNC 

receives patient referrals from 
practicing clinicians and through 
embedded care managers at 
hospitals and practices throughout 
the state. 

While some hospitals and 
physician practices receive a high 
volume of Medicaid patients and, 
thus, merit having a full-time 
CCNC care manager embedded 
at the facility, other facilities may 
have a care manager on site a few 
hours per week. CCNC “meets 
patients where they are,” whether 
that’s at the bedside or in a phy-
sician’s practice, or in their home 
(or tent, in the situation with the 
50-something-year-old patient 
mentioned earlier), says Philyaw.

Th e organization provides 
services to all 100 counties in the 
state, which means it has “a lot of 
boots on the ground,” she says. 

Physicians rely on the care man-
agers to help determine patients’ 
complex needs and how to facili-
tate appropriate post-acute care, 
says Paul Mahoney, vice president 
for communications, CCNC. In fact, 
one care manager has relationships 
with physicians that span more 
than nine years, he says. 

A critical aspect of what helps 
the program work is ensuring care 
managers are viewed as an asset by 
physicians. For example, CCNC’s 
care managers often have offi  ce 
space and a regular schedule at the 
healthcare facility, which means 
patients have access to care man-
agement services when they need 
them. Care managers also provide 
detailed care reports, attend 
follow-up visits with patients, and 
document care in the EHR. 

Post-acute care benefi ts
Care managers often meet pa-
tients before discharge from the 
hospital—literally, while they’re 

Embedded Care Managers 
Reduce Readmissions
New approach worth consideration  
by AINE CRYTS

Positive results
Inpatient admissions for CCNC clients are 

28% below expected admissions, and 

emergency room visits are 8.4% below 

expected. The nonprofi t’s management of 

chronic diseases, including diabetes and 

hypertension, exceeds fi ve of six HEDIS 

benchmarks for all reporting years.

Source: CCNC’s 2017 annual quality report
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still in a hospital bed. Th at way 
they can get involved in discharge 
planning—and schedule in-home 
assessments to determine any 
socioeconomic factors that may 
impact their approach.

An in-home assessment by 
CCNC was a lifesaver for an 
8-year-old girl who was visiting 
the ER monthly due to severe dis-
tress from asthma, says Mahoney. 

Th e nonprofi t got a referral from a 
physician who was alarmed about 
the number of times the patient 
had been to the emergency room, 
he adds. During the home visit, 
the care manager witnessed that 
the child’s home was infested with 
cockroaches and severe mold. 

Because the child was living 
with her family in public housing, 
CCNC contacted the municipal-
ity to have repairs made to the 
home and had the cockroaches 
removed. Th e child was put on 
appropriate medications and can 
now attend school regularly, Ma-
honey says. Because CCNC could 
determine the root cause of the 
patient’s asthma-related distress, 
the state was able to save money 
that would have been spent treat-
ing her in a medical facility. 

Danika Mills, MSW, director of 
care management, notes that, for 
every dollar invested in CCNC, the 
state receives $3 in value.

Information sharing 
Kristen Barlow, senior consultant 
at Th e Advisory Board, says post-
acute care providers are largely 
“pen and paper endeavors,” mean-
ing most don’t have access to the 
EHRs used by physician practices 
and hospitals. Th at’s a “nut that 
hasn’t been cracked” by a lot of post-
acute care providers, she says. One 
challenge is the fi nancial barrier—in 
that EHR vendors charge for their 
software based on a per-user license 
basis and post-acute care providers 
can’t pay for access to all of their 
healthcare partners’ EHR platforms.

Th is is another reason CCNC’s 
approach of embedding care man-
agers in hospitals and physician 
practices works. Th ey have access 
to those providers’ EHRs, which 
gives the nonprofi t greater insight 
into the patients it is treating, says 
Philyaw. 

Because CCNC works with 
Medicaid patients, the organiza-
tion also has access to patients’ 
utilization history and claims data. 

Soon the nonprofi t will imple-
ment a platform from population 
health and care management 
software fi rm VirtualHealth, which 
will allow providers to make 
referrals to CCNC electronically. In 
addition, the platform will provide 
data feeds related to admissions, 
discharges and transfers, medical 
and pharmacy claims, EHR and 
lab results, and risk scoring, in ad-
dition to other information, says 
Adam Sabloff , founder and CEO of 
the technology company.

Having this data in one place 
will increase collaboration and 
facilitate risk stratifi cation, he 
says. While Sabloff  credits health 
information exchanges with 
capturing data from some health-
care entities, these data entities 
don’t analyze information about 
patients’ hospitalizations or alert 
care providers that a patient needs 
a new medication, which he says 
the new platform will do. 

Aine Cryts is a writer based in Boston.
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Access to physician and 
hospital EHRs is a “nut 
that hasn’t been cracked” 
by many post-acute care 

providers.
KRISTEN BARLOW, THE ADVISORY 
BOARD
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LETTER OF THE LAW
FROM DAVID AMAYA

E
mployers are responsible for conducting prompt, 

thorough, and objective investigations when an 

employee complains of discrimination, harassment, 

or retaliation in the workplace.  Investigations are 

helpful to address any harassment claims and to sub-

stantiate that an employment decision was given careful 

consideration prior to being made. Th is is especially true in 

sensitive workplace situations in the healthcare industry, 

where management and HR may have to handle a myriad 

of complaints from patients and staff . Mismanagement can 

be costly—resulting in lawsuits and irreparable harm to 

reputations. 

Here are six important issues to consider when handling 

workplace harassment complaints.  

Upgrade Your Harassment Protocol
Six important considerations

Identify when to launch 
an investigation 
Sometimes employees make a com-

plaint but maintain that they want to 

handle the situation on their own or 

keep it confi dential. It is imperative 

that supervisors know to report all 

complaints to human resources im-

mediately regardless of any employee 

requests to the contrary. Managers 

should never promise complete 

confi dentiality. If an investigation is 

deemed necessary, it should occur re-

gardless of whether the complainant 

wants to participate. Most important-

ly, decisions on whether to commence 

an investigation should not be infl u-

enced by the accused’s status within 

the organization.  

Take timely remedial 
measures
Immediately after receiving the com-

plaint, decide whether there are any 

remedial measures you need to take. 

For example, do you need to separate 

the complaining employee from the 

alleged harasser? Should the alleged 

harasser be placed on administrative 

leave pending the investigation? 

These types of considerations should 

be top of mind from the beginning of 

the investigation to completion.

Interview all witnesses 
identifi ed by the accused
The investigation must be unbiased, 

and evidence must be collected from 

all sides. The accused must have an 

opportunity to tell their side of the 

story, and interviewing all witnesses 

identifi ed by the accused is helpful to 

show the investigation was fair.  

Focus on documentation
Keep in mind that the adequacy of 

the investigation may one day be 

examined at trial in front of a jury. 

Statements, notes, and other com-

munications need to be retained in a 

confi dential fi le. Credibility determi-

nations based on demeanor, incon-

sistencies, and other factors should 

be documented. If phone records are 

relevant, they should be requested, 

reviewed, and stored in the investi-

gation fi le. Similarly, if the accuser or 

accused fails to cooperate in providing 

this information, that should also be 

noted.  

Retain outside 
investigators
When an investigation involves a 

high-level executive or third party, 

consider retaining an outside inves-

tigator to conduct the investigation. 

Attorney and nonattorney investi-

gators alike specialize in workplace 

harassment investigations. One 

critical question you should answer is 

whether you might want to keep the 

investigation privileged; if so, hiring an 

attorney investigator is the way to go.

Consider allowing 
third-party participation
Employees not represented by a union 

are generally not allowed to have a 

representative present. However, even 

if the employee is not allowed to have 

a representative present, from a stra-

tegic vantage point, it may be better 

to allow their attorney to be present 

during the interview. 

David Amaya is a partner in the San 

Diego, CA, offi  ce of labor and employment 

law fi rm Fisher Phillips. He can be 

reached at damaya@fi sherphillips.com.

HELPFUL RESOURCE  The Equal Employment Opportunity Commission has guidelines for conducting effective harassment workplace 

investigations. Access them here:  https://www.eeoc.gov/policy/docs/harassment.html.  
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O
ne day, patients will 
be able to walk into 
telephone booth-like 
structures that analyze 
changes to their 
moles. Th e informa-
tion derived from 
the booth will help 

dermatologists identify possible 
signs of melanoma. At least, that’s 
what Joseph Kvedar, MD, vice 
president of Partners Connected 
Health, which leverages informa-
tion technology to deliver patient 
care outside traditional medical 
settings, hopes will happen in the 
near future. 

“Computers do much better 
than humans do at detecting those 
changes,” says Kvedar, who is also a 
dermatologist at Boston’s Partners 
HealthCare. 

To help support that point, he 
cites an article published in Nature, 
which revealed that computer al-
gorithms can diagnose melanoma 
better or as well as dermatologists. 
Kvedar says that when computers 
can take on this task (a capability 
known as artifi cial intelligence), 
it will enable him to focus more 
on clinical decision-making and 
treatment plan discussions with 
patients. 

In terms of the promise of 
artifi cial intelligence for clinical 
purposes, Kvedar casts the net 
much wider than dermatology. 
For example, specialties such as 
pulmonology, where lung changes 
need to be detected, and cardiolo-
gy, where echocardiogram changes 
should be monitored, could benefi t 
from the technology. 

Here are fi ve other technology 
developments to watch. 

1  Digital health 
devices that help 

predict patient needs
One area that’s ripe for innovation 
is diabetes care, which costs $327 
billion each year in the United 
States, according to the American 
Diabetes Association. Managing 
this chronic condition better 
would reduce deaths, amputa-
tions, and other complications 

such as cardiovascular disease and 
damage to the nerves, kidneys, and 
eyes.

David Klonoff , MD, medical 
director at the Diabetes Research 
Institute at San Mateo, Califor-
nia’s Mills-Peninsula Medical 
Center, says that new wearable 
and implanted sensors that 
provide a “window into human 
physiology” are improving 
data collection among diabetic 
patients and patients with other 
chronic conditions. For exam-
ple, diabetes patients now have 
access to glucose monitors which 
measure the glucose level every 
fi ve minutes.  

“Th is torrent of data can be 
analyzed and stored in the cloud 
and then converted into action-
able information, which can then 
be sent back to the patient,” he 
says.

Decision-support software can 
instruct patients to act, such as by 
taking more insulin. 

Providers can use software to 
present patterns of glucose levels 

Five Technologies That 
Will Transform Healthcare
Many reasons for optimism  
by AINE CRYTS

“Computers do much 
better than humans do at 

detecting those 
changes.”
—JOSEPH KVEDAR, MD, PARTNERS 
CONNECTED HEALTH

“This torrent of data 
can be analyzed and 
stored in the cloud 
and then converted 
into actionable 
information, which 
can then be sent 
back to the patient.”
—DAVID KLONOFF, MD, THE DIABETES 
RESEARCH INSTITUTE
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for future reference, advise what 
actions to take based on current 
levels and directional trends in glu-
cose levels—and the software can 
also connect with insulin pumps 
to deliver appropriate doses of 
insulin. 

What’s lacking, and what Klo-
noff  hopes will be developed soon, 
is a process for assembling a highly 
detailed set of phenotypic and 
genotypic data that can predict 
outcomes and select the appropri-
ate therapies for patients, he says.

Also, says Klonoff , healthcare 
leaders need to fi gure out how to 
validate the security of the vast 
amount of data generated by these 
and other medical devices, in addi-
tion to EHRs and other clinical and 
administrative applications (such as 
billing systems).

2  AI that helps payers 
and providers save 

time and money
As much buzz as there has been 
about using artifi cial intelligence 
for clinical purposes more compa-
nies are using the technology for 
administrative services. 

Case in point: Mountain View, 
California-based Qventus, which 
recently received $30 billion in 
venture capital funding. Th e 
company launched with its fi rst 
customer in 2014, and gives 

healthcare facilities real-time 
insight into their operations, such 
as the number of patients in the 
emergency room at any given 
time and opportunities to reduce 
unnecessary lab tests.

Harsha Madannavar, managing 
director and partner with L.E.K. 
Consulting, recommends keeping 
an eye on AI platforms that will 
help handle claims processing with 
a second level of scrutiny. Th at’s 
what payers really care about, he 
says.

Futurists who want to fi gure out 
ways to optimize these processes 
for payers, should focus on points 
of failure in the way claims are 
processed and opportunities to 
reduce the rate at which claims 
are reviewed inaccurately, says 
Madannavar.

3  Clinical support tools 
that improve 

decision making
One of the fi rst specialties to adopt 
clinical support tools is radiology. 
Many radiologists interpreting dig-
ital mammography exams rely on 
computer-aided detection tools, 
which use algorithms to achieve 
high sensitivity and low false-posi-
tive rates to detect breast calcifi ca-
tions in mammograms.

In addition to improving 
diagnoses and treatment deci-
sions, clinical support tools help 
radiologists interpret more exams 
each day. Th is will be helpful to 
the industry, especially given the 
aging population, Madannavar 
says. 

One of the strongest value 
propositions for clinical support 
tools is their ability to reduce 
error rates, he says. For example, 
approximately one in 25 times, a 
doctor will incorrectly diagnose 
the existence of breast cancer in a 
patient’s lymph nodes.

Outside the world of radiology, 
clinicians are using decision sup-
port tools to improve outcomes 
for patients. At Stanford Chil-
dren’s Hospital, a clinical support 

tool called Premie BiliRecs is 
helping pediatricians determine 
whether patients need to be treat-
ed for hyperbilirubinemia, a con-
dition that occurs when there’s 
too much bilirubin. Th e result of 
the excess bilirubin is jaundice, 
which may appear at birth or at 
any time after.

Jonathan Palma, MD, a clinical 
associate professor in pediat-
rics/neonatal and development 
medicine at Stanford Children’s 
Hospital, helped develop this tool 
because the evidence consensus 
for lab values for jaundice is “a bit 
wishy washy,” he says. Without 
this tool, pediatricians must rely 
on relatively ill-defi ned param-
eters to assess the existence of 
excess bilirubin in their patients, 
he says. 

Pediatricians—or other 
members of the care team in the 
pediatric intensive care unit—can 
enter the patient’s post-menstrual 
age and their total serum bilirubin 
into the tool to determine if photo-
therapy is appropriate. Th e tool is 
available online, and pediatricians 
at Stanford Children’s can launch 

Keep an eye on AI 
platforms that will 
help handle claims 
processing with 
a second level of 

scrutiny.
—HARSHA 
MADANNAVAR, L.E.K. 
CONSULTING

With the tool, 
adherence to clinical 
recommendations 
has gone up from 
48% to 70% of 
median—and some 
months, it hits 90% 
adherence.

—JONATHAN PALMA, 
MD, STANFORD 
CHILDREN’S HOSPITAL
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it within the hospital’s EHR, which 
then captures the patient’s clinical 
information and populates the tool 
with that information.

While treatment of jaundice 
isn’t prohibitively expensive, Palma 
says payers should be interested in 
this tool because treatment can be 
resource intensive; that means a 
nurse has to uncover the baby, fi nd 
the light, and put it on the baby. 
He also notes that the long-term 
side eff ects of phototherapy are 
unknown.

Th e tool was built in late 2015, 
made available for use in January 
2016, and has been in use at Stan-
ford Children’s since then. It has 
been accessed more than 44,000 
times inside Stanford University 
and elsewhere, says Palma, who 
notes that, with the tool, adher-
ence to clinical recommendations 
has gone up from 48% to 70% of 
median—and some months, it hits 
90% adherence.

4  Technology that 
improves 

information sharing and 
care coordination
Blockchain technology is de-
scribed by Forbes as distributed 
systems that log transaction 
records on linked blocks and then 
store them on an encrypted ledger. 
Th e security behind blockchain 
depends on a network of replicat-
ed, synched databases. Time- and 
date-stamped updates made 
by users are done on a permis-
sions-based basis.

While blockchain got its start 
in 2008, it wasn’t until 2014 or 2015 
that the healthcare industry started 
to consider how it could solve some 
of its most pressing challenges, 
such as providing patients with ac-
cess to their comprehensive health 
data, says Mike Jacobs, senior 
distinguished engineer at Optum. 

Jacobs expects that the industry 
won’t truly embrace this technolo-
gy for another two to fi ve years, but 
he’s excited about Optum’s part-
nership with Humana, MultiPlan, 

and Quest Diagnostics on a pilot 
program that uses blockchain. Th is 
project will attempt to ensure that 
provider data is available in health 
plan provider directories. Th e 
current cost of researching and 
making available accurate pro-
vider data is $2.1 billion annually, 
according to an announcement 
about the partnership.

Th e goals of the pilot, which 
was announced in April, include 
providing consumers with accu-
rate information when they need it 
and potentially reducing operating 
costs while improving data quality. 
Rather than each entity calling 
providers to update their informa-
tion in provider directories, this 
information will be shared across 
the partner organizations using 
blockchain.

5  Decision-support 
tools for pre-

authorization and 
prescription costs
Several payers are developing tools 
to help consumers and providers 

better understand the cost of 
prescriptions. UnitedHealthcare, 
for example, has developed a tool 
that doctors can use within their 
EHR to provide real-time drug 
prices to patients, says Tim Kaya, 
chief operating offi  cer for Unit-
edHealthcare Networks. Called 
PreCheck MyScript, the tool is tied 
to the specifi c pharmacy where the 
patient picks up their prescriptions 
and can also process any necessary 
prior authorizations in real time. 

Th e tool provides lower-cost 
drug alternatives and confi rms the 
patient’s out-of-pocket cost based 

on their benefi t plan, says Kaya, 
noting that between 20% to 30% 
of all new prescriptions result in a 
call back to the prescriber, typically 
because the patient wasn’t aware 
of their out-of-pocket cost or the 
prescription required a pre-autho-
rization. With this tool there will 
be “no more surprises” when the 
patient walks into the pharmacy, 
says Kaya. 

Th e tool has processed 2.3 mil-
lion transactions since it launched 
in summer 2017. 

Aine Cryts is a writer based in Boston.

While blockchain 
got its start in 2008, 
it wasn’t until 2014 
or 2015 that the 
healthcare industry 
started to consider 
how it could solve 
some of its most 
pressing challenges.

—MIKE JACOBS, 
OPTUM The tool provides 

lower-cost drug 
alternatives and 
confi rms the 
patient’s out-of-
pocket cost based on 
their specifi c benefi t 

plan.
—TIM KAYA, 
UNITEDHEALTHCARE 
NETWORKS
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T
he number of Americans 
who believe vaccinations 
for diseases like measles 
and polio are crucial to 
public health has fallen 
10% in the last 10 years 

( from 80% to 70%), according to a 
new survey from Research America. 

Th e fi ndings should be concern-
ing for healthcare executives, not 
only due to the impact non-vac-
cinations can have on patients, 
but also due to the high costs they 
incur.

Th e economic burden of dis-
eases associated with 10 vaccines 
recommended by the CDC for 
adults was $8.95 billion in 2015, and 
unvaccinated people were respon-
sible for almost 80% of that burden 
($7.1 billion), according to a Health 

Aff airs study.
“Vaccines, when utilized, have 

the power to greatly reduce the 
fi nancial burden on the healthcare 
global economy,” says Jennifer Sea-
gle, PharmD, area clinical manager 
for CompleteRx.

New vaccines 
on the horizon 
Worldwide, 214 vaccines are in the 
pipeline, says Seagle. Of those, 40 
agents seek to prevent infl uenza. 
Many vaccines are important 
during diff erent stages of life and 
health insurers need to take this 
into account as they design plans, 
she says.

Two vaccines in development 
could have wide-scale benefi ts. 
Th e fi rst is a vaccine for prevention 
of Staphylococcus aureus infections 

in patients who are undergoing 
presurgical prophylaxis for elective 
orthopedic surgery. Th e second 
is an HIV vaccine that could be 
available as early as 2020.

Vaccine news to know

1/ Shingles
Shingrix (GlaxoSmithKline), 
a recombinant zoster vaccine 
approved by the FDA in October 
2017, has replaced Zostavax as 
the CDC’s preferred vaccine for 
shingles prevention in healthy 
adults 50 years and older. Shingrix 
is given as a two-dose series sep-
arated by two to six months and 
costs about $280 per two dose-se-
ries compared to $213 for a single 
Zostavax vaccine. 

2/ Rabies
Th e World Health Organization 
(WHO) and other international 
health agencies developed the 
“Zero by 30” initiative in 2015, with 
the goal of providing a strategy to 
eliminate human rabies deaths by 
2030. Th e initiative focuses on im-
proving access to vaccinations for 
bite victims, providing education 
on bite prevention, and expand-
ing dog vaccination coverage to 
reduce human exposure. 

3/ Infl uenza
Th e Advisory Committee on Im-
munization Practice recommends 
annual infl uenza vaccination for 
all persons ages 6 months and 
older who do not have contrain-
dications. Vaccine composition is 

reviewed annually through year-
round surveillance in more than 
100 national infl uenza centers 
around the world, after which the 
WHO makes recommendations on 
the composition of the infl uenza 
vaccine for each year. Overall 
vaccine eff ectiveness against infl u-
enza A—the predominant strain 
of infl uenza this season—was esti-
mated at 25% as of February 15. 

Erin Bastick, PharmD, RPh, is a staff pharmacist at 

Southwest General Health Center, Middleburg Heights, Ohio.

VACCINES Promising developments 
by ERIN BASTICK, PHARMD, RPH
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Is a cancer vaccine coming?
The recommended treatment plan 

for many women after receiving 

chemotherapy and/or surgery 

for triple-negative breast cancer 

or ovarian cancer is to wait, says 

Peter Hoang, president and CEO 

at Jacksonville, Forida-based 

TapImmune, which develops 

treatments for ovarian and breast 

cancers.

That’s why he’s enthusiastic about 

a cancer vaccine under development 

by TapImmune that could help 

prevent recurrence of such cancers in 

women. The treatment is described 

by the company as boosting the 

immune system to make the “helper 

cells in our bodies more powerful.”

In partnership with the Mayo 

Clinic, Memorial Sloan Kettering 

Cancer Center, and AstraZeneca, the 

company has commenced clinical 

trials to evaluate this cancer vaccine.

To read more, visit bit.ly/cancer- 

vaccine-mhe

http://managedhealthcareexecutive.modernmedicine.com/
http://bit.ly/cancer-vaccine-mhe
http://bit.ly/cancer-vaccine-mhe


T
he secretary of HHS, 
earlier this year, pro-
posed a regulation to 
increase the maximum 
coverage term under 
short-term limited du-
ration (STLD) insurance 
plans. Th e hope is to 

create more options for consumers 
to purchase less expensive health 
plans that provide varying levels 
of coverage, says Denise Stefan, 
president, Engage Insurance, a 
subsidiary of Engage Professional 
Employer Organization, a human 
resources outsourcing fi rm. 

Rules issued during the Obama 

Administration limit these plans 
to no more than three months in 
duration. Th e proposed regulation 
would allow short-term coverage 
to be off ered for 364 days, or possi-
bly longer. 

Some states push back
Some states are taking action to 
guard against, what some fear, will 
be an infl ux of skimpy cover-
age that could leave consumers 
with large fi nancial liabilities 
and destabilize their insurance 
markets. “While STLD plans can 
provide cheaper coverage for those 
who can pass an insurer’s health 

screening, consumers in less-
than-perfect health will not have 
access to those plans and will have 
to remain in the ACA-compliant 
market,” says Sabrina Corlette, JD, 
research professor and project 
director at Georgetown Universi-
ty’s Center on Health Insurance 
Reforms, where she studies private 
health insurance policy. “Con-
sequently, when insurers face a 
market with a smaller and sicker 
pool of enrollees, they will either 
exit or raise their prices to protect 
themselves, leaving people with 
pre-existing conditions and those 
who want comprehensive coverage 
with higher costs and fewer plan 
choices.”

California is considering ban-
ning STLD plans, stating that limit-
ed coverage does not appropriately 
protect consumers and disqualifi es 
people who are sick from buying 
coverage, which is discriminato-
ry. Other states including Con-
necticut, Maryland, New Jersey, 
Hawaii, Minnesota, Rhode Island, 
Vermont, Washington, and the 
District of Columbia are rallying 
around the need to restore individ-
ual mandate penalties, Stefan says. 
In Alaska, Minnesota, and Oregon, 
lawmakers are considering policies 
that reintroduce the concept of 
reinsurance funds to help protect 
health insurers from high-cost 
enrollees and help lower costs for 
everyone else. 

Others embrace change
Some states support the Adminis-
tration’s eff orts to introduce new 
coverage alternatives. “States are 
looking for diff erent avenues that 
will allow consumers to access 
coverage, and some think that ex-
panding STLD plans, despite their 
lack of consumer protections, will 

Short-term Limited 
Duration Health Plans
State policy variations have big implications  

by KAREN APPOLD

What is an STLD plan?

STLD plans are nothing new, non-group 

and association markets have offered 

them for years. 

Typically, they are 

considered major 

medical plans but are 

limited in the length 

and the renewability of 

their contract, and they 

come with some other 

signifi cant limitations, 

Stefan says. For example, unlike all other 

individual health plans that are guaranteed 

renewable, short-term plans simply 

end after the contract period. To obtain 

coverage initially often requires medical 

underwriting, and to keep the coverage 

beyond the original contract date requires 

applying for a whole new policy.

STLD plans are not considered 

individual health insurance under federal 

law, so they are not required to comply 

with the ACA’s market reforms and 

consumer protections, such as covering 

pre-existing conditions or prohibiting 

higher premiums based on health status, 

Corlette says.

CORLETTE
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provide a lower premium option,” 
Corlette says.

Missouri, for example, has 
passed a bill that would codify the 
Trump Administration’s proposal to 
extend the duration of STLD plans 
to 364 days. Minnesota’s legislature 
is considering a similar proposal. 
Other states, such as Iowa and 
Idaho, are hoping to expand other 
alternative coverage arrangements 
that can skirt the ACA’s market 
rules and consumer protections, 
Corlette says. Th ese states are pass-
ing legislation and issuing guidance 
allowing insurers to off er plans that 
provide less comprehensive cover-
age and discriminate against sick 
people, resulting in a much lower 
sticker price, she says.

Potential implications 
Short-term plans could cause large 
diff erences in health insurance 
costs and options state-to-state, 
says Saeed Aminzadeh, CEO, Deci-
sion Point Healthcare Solutions, a 
predictive analytics management 
company. “Essentially, these plans 
play in a relatively unregulated 
fi eld, with varying (if any) mini-
mum benefi ts and varying rules 
governing who can be covered 
and what can be underwritten,” 
he says. “With this comes massive 
diff erences in costs and products, 
without a baseline on how these 
plans can be compared.”

If more Americans use STLD 
plans, Margaret Murray, Managed 

Healthcare Executive editorial 
advisor and CEO, Association 
for Community Affi  liated Plans 
(ACAP), which represents plans 
that provide health insurance 
through publicly-supported 
programs, expects an unregulated 
market to arise that will ultimate-
ly attract the healthy, and turn 

ACA-compliant plans into ones 
that mainly attract high-risk indi-
viduals. ACAP recently contracted 
with Wakely Consulting Group to 
study how these plans would aff ect 
the ACA-compliant market over 
time. Wakely estimates that the 
proposed STLD plan changes and 
repeal of the individual mandate 
would lead to a 12.8% increase in 
premiums, and as many as 3.9 mil-
lion people dropping ACA-compli-
ant coverage.

Aminzadeh says short-term 
insurance plans will not be 
eff ective in lowering costs and 
improving quality. “Any initiative 
to reduce costs and avoidable 
utilization and improve quality 
works best when a member is 
continually engaged—they’re 
visiting their doctor, taking their 
medications, getting preventive 
screenings, and so forth,” he says. 
“Short-term plans, by design, 
will not promote these types of 
practices. In fact, these programs 
promote episodic care, which 
in turn can be a catalyst for 
increased overall costs.”

States that choose to allow 
the proliferation of alternative 
coverage, such as STLD plans, 
will fi nd that their market 
becomes segmented, Corlette 
says. “Healthy people will fl ock to 
cheaper and less comprehensive 
plans; sick people and those who 
need comprehensive coverage, 
such as a couple wanting to start 
a family, will be forced to stay 

in the ACA-compliant market. 
Th at market will wither without 
healthy risk, and premiums will 
rise, driving even more people 
to cheaper alternatives. Th is is 
often referred to as the insurance 
death spiral, and it’s all too com-
mon when one set of insurers is 
allowed to play by a diff erent set 
of rules.”

Th e bottom line, Aminzadeh 
says, is that there will be confu-
sion, inconsistency, and incompa-
rability. 

Karen Appold is a medical writer in Lehigh Valley, 

Pennsylvania.
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A broader effort
The proposed STLD changes comes on 

the heels of the Trump Administration 

rolling back the ACA bit by bit through 

several actions that discourage insurers 

and consumers from participating in the 

government’s health insurance mar-

ketplace, says Corlette. These actions 

include:

 ❚  Ending federal funding for cost-shar-

ing subsidies, 

 ❚  Cutting the open enrollment period in 

half and slashing advertising funds, 

 ❚  Repealing the individual mandate 

penalty beginning in 2019, and 

 ❚  Loosening consumer protections in 

marketplace rules.

“With this comes massive differences in 
costs and products, without a 
baseline on how these plans can 
be compared.”
—SAEED AMINZADEH, DECISION POINT HEALTHCARE SOLUTIONS
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Special Report

F
or physicians trained to address 
the ills of the body and mind fi rst, 
discussing costs of care with pa-
tients may feel outside their typical 
role. Th us, physicians may put off  
these conversations because they 
are unsure how to handle them.

However, patients are increas-
ingly interested in knowing what 

they will pay in advance. Th e price of health 
insurance premiums has increased by 55% 
in the past decade, according to a 2017 Kai-
ser Family Foundation report. As a result, 
patients are facing greater out-of-pocket 
expenses and more high-deductible health 
plans. Th is requires physicians to conduct 
more conversations about costs of care with 
patients. 

Fortunately, several organizations have 
begun to develop scripts and approaches 
for physicians to tackle these conversations 
with greater confi dence. Th at is important, 
as not discussing costs of care can have a 
negative impact on patients’ likelihood of 
getting necessary treatments or medica-
tions, according to a 2016 study published in
Health Aff airs.

“Th ere’s this ivory tower [notion] in med-

ical school that money doesn’t matter; just 
do what’s right for the patient,” explains 
Dustyn Williams, MD, a hospitalist and in-
ternal medicine clerkship director at Baton 
Rouge General in Baton Rouge, Louisiana. 
While he agrees that “doing what’s right” for 
the patient’s care is most physicians’ goal, 
“the reality is that healthcare costs are really 
high. And physicians don’t have that educa-
tion until they get into practice.”

Indeed, in a 2016 study by the Society 
for Medical Decision Making (SMDM), phy-
sicians only discussed medical costs with 
patients about 30% of the time; and of those 
discussions, only about 40% included con-
versations in which physicians and patients 
sought alternatives that would save costs on 
medications or tests.

Th e study also found that 59% to 80% 
of patients want to discuss out-of-pocket 
costs during their visits with physicians, 
and 91% of physicians believe that manag-
ing patient costs is important.

Emmy Ganos, PhD, program offi  cer at the 
Robert Wood Johnson Foundation (RWJF), 
says the foundation was inspired to take 
action after reviewing the SMDM study re-
sults. “Typically those conversations [about 
costs of care] were short, some as little as a 
minute, but when done well, they resulted in 

Docs Talk Costs 

With Patients
Financial discussions don’t have to be 
uncomfortable for physicians

BY JORDAN ROSENFELD
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changes that were really important to care 
plans or advice for how to fi nd a drug less 
expensively,” she says.

Th e study suggests four strategies phy-
sicians can bring up with patients to help 
lower costs without changing the care plan:

❚ Changing logistics of care, i.e. the timing, 

source, or location;

❚ Facilitating copay assistance; 

❚ Providing free samples; and

❚ Changing/adding insurance plans. 

In addition, the study recommends four 
strategies for reducing costs by changing the 
care plan:

❚ Switching to lower-cost alternative treatment 

or test; 

❚ Switching from brand name to generic  

medications; 

❚ Changing medication dosage/frequency;  and 

❚  Stopping/withholding interventions for a time 

to allow a patient to save up.

Ganos says that these strategies can pro-
vide physicians a roadmap to help patients 
reduce their costs.

Th e RWJF has partnered with Avalere 
Health, a Washington, D.C.-based healthcare 
consulting fi rm, on a research project called 
“Key Steps to Improve Patient-Clinician 
Cost-of-Care Conversations.” Th e foundation 
also funded eight research studies to help 
physicians and care teams improve these 
conversations and hopes to publish their re-
sults later this year or early in 2019, Ganos 
says.

“We feel it’s important to have these con-
versations while a patient is receiving care/
making decisions about care,” Ganos says. 
Th is is because sometimes a cost conversa-
tion may involve switching a care approach 
or medication “and that should be made 
with providers.”

One reason physicians may avoid cost 
conversations is a lack of transparency about 
costs to patients from payers, according to 
Williams. Th is forces practices and patients 
to go through lengthy pre-approvals, he says. 

Th ere have been eff orts to legislate great-
er transparency—and price transparency 
tools exist, such as apps and even programs 
that can be integrated into an EHR—but 
there’s a long way to go until full transparen-
cy has been achieved.

STANDARDIZE THE CONVERSATION
To help doctors and patients, several health-
care organizations, including the American 
College of Physicians (ACP), are working to 
standardize these cost-of-care conversa-
tions, even providing sample scripts to em-
power physicians and patients.

Cynthia D. Smith, MD, vice president 
of clinical programs at the ACP, points out 
that providing a script also helps physicians 
avoid any implicit bias they may have about 
which patients are likely to need fi nancial 
assistance.

“You have to be careful to not make as-
sumptions about people,” Smith says. “You 
can’t really assume that one patient might 
have a problem paying for care; you have to 
ask.”

Th e ACP has developed a “high value care 
initiative” that walks physicians through a 
patient encounter with specifi c guidelines 
that include addressing cost-of-care issues. 
One step is to screen for “logistical and 

“The way I look at it, if a patient needs a test, they need 
a test. My medical advice is not going to 
change, but it’s not helpful to them if they 
can’t pay to get it.”
LINDA GIRGIS, MD, PRIMARY CARE PHYSICIAN, SOUTH RIVER, N.J.

Patient assistance programs
Patient assistance programs, whether operated by pharmaceutical companies 

or nonprofi t companies, can be helpful to patients who are unable to afford the 

medications they require. Below are some useful websites for fi nding more 

information about them. 

Partnership for Prescription Assistance: bit.ly/PPA-programs

Patient Advocate Foundation: www.patientadvocate.org

National Council on Aging: www.benefi tscheckup.org 

In addition, the American Automobile Association (AAA) and AARP offer 

discounts on some prescription drug copays to their members. For information, 

go to: AAA: bit.ly/AAA-Rx, AARP: bit.ly/AARP-Rx
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 fi nancial barriers to care” with questions 
such as:

❚ Are you worried about how your care will be 

paid for?

❚ If so, how can we help you with these 

problems?

❚ Do you have diffi  culty getting to appointments 

or medical tests?

Th e last question is of great importance to 
Ganos and colleagues at the RWJF because 
they’ve found that social determinants of 
health also play a big role in patients getting 
treatment. Th ose kinds of costs are a big un-
met need,” Ganos says.

In addition to guiding physicians on how 
to be sensitive to patients’ fi nancial needs, 
Wendy K. Nickel, MPH, director of the Cen-
ters for Quality and Patient Partnership 
in Healthcare at the ACP, points out that 

standardizing the process leads to greater 
shared decision-making between physician 
and patient. A standardized script can en-
able physicians to become better educated 
on the costs of treatments, procedures and 
medications.

Ganos points out these conversations 
don’t always have to be solely up to the phy-
sician, but should happen within care teams. 

She’s seen the importance of engaging 
other staff  members, such as receptionists, 
who fi eld a lot of cost-related questions, or 
nurse practitioners and medical assistants. 
Ganos encourages physicians to work with 
their staff  to put together a list of answers 
to frequently asked questions in advance of 
patient visits.

It might also be helpful for physicians 
who are engaging in a greater number of 
conversations about cost of care to remem-
ber that patients have more cost sensitivity 
than they used to, says Nickel. “What they’re 
really interested in is not what the charges 
for giving certain tests or treatments are, 
but what they’re going to have to pay out of 
pocket.” Th at, she says, is “a very complicated 
answer to come up with.”

BECOME A PATIENT ADVOCATE
Linda Girgis, MD, a primary care physician 
in South River, New Jersey, makes a point 
of helping her patients fi nd out the costs of 
tests and medications she prescribes to en-
sure that they follow through on their treat-
ments. 

“Th e way I look at it, if a patient needs a 
test, they need a test,” Girgis says. “My medi-
cal advice is not going to change, but it’s not 
helpful to them if they can’t pay to get it.” 

She explains to them that they have the 
right to know price information up front be-
fore they get a test or a treatment. “I tell them 
to shop around, to ask for prices and be sure 
they know their coverage.” She says her pa-
tients feel better knowing she is advocating 
for them. 

Girgis recommends physicians take the 
time to fi nd some key resources to help pa-
tients and have those accessible during vis-
its. She suggests keeping phone numbers on 
hand, such as those for the local facilities 
that perform certain tests, as well as those 
of social workers who can help patients fi nd 
fi nancial assistance. 

Williams sees more pressure on physi-
cians to add more tests and treatments,  refer 

“What they’re really interested in is not what the 
charges for giving certain tests or 
treatments are, but what they’re going to 
have to pay out of pocket.”
WENDY K. NICKEL, MPH, DIRECTOR, CENTERS FOR QUALITY AND PATIENT 
PARTNERSHIP IN HEALTHCARE

More than just a message
In addition to having a script to discuss cost of care with patients, Wendy 

K. Nickel, MPH, director of the Centers for Quality and Patient Partnership 

in Healthcare at the American College of Physicians, recommends one more 

subtle way to improve these conversations. She says that body language 

is as important as the content of these conversations and suggests the 

following cues: 

]  Uncross legs and arms.

]  Make direct eye contact (in-

stead of looking at the patient 

chart).

]  Nod to indicate the physician 

is listening.

]  Face the patient (instead of 

multi-tasking by writing in 

charts or setting up equipment).

]  Maintain appropriate distance 

(if a patient takes a step back, 

it can mean the patient feels 

the physician is too close. if a 

patient takes a step forward, 

it can mean they feel the 

physician is too far away).
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out, and even order unnecessary testing. He 
hopes physicians can push back against this 
pressure particularly when a patient is con-
cerned about being able to aff ord their treat-
ments or medications.

He encourages physicians to prescribe 
generic medications whenever possible. 
Th ough, he acknowledges, this can be diffi  -
cult for physicians who are getting pressure 
from pharmaceutical reps and even their 
own medical systems to prescribe brand- 
name drugs. He takes the approach that the 
patient and the physician are a team and 
physicians should try to be a patient’s advo-
cate at all times.

If a patient is resisting a medication or 
treatment the physician has prescribed due 
to fear of its cost, he urges physicians to be 
sensitive to the patient’s fi nancial status. 
“Having those conversations isn’t about 
questioning the physician’s decision, it’s 
about questioning this gargantuan broken 
system that both the physician and patient 
have to work within.” Th e goal is to get the 
patient the best treatment option they can 
aff ord.

If cost-of-care conversations feel awk-
ward, Ganos hopes physicians will use 
scripts and encounter models such as those 
created by the RWJF and the ACP until it be-
comes second nature. 

PATIENT RESOURCES
Equally important to ensuring open commu-
nication around costs of care is empowering 
patients to ask the right questions, says Ga-
nos.

She directs patients to a document pub-
lished by the nonprofi t Consumer Health 
Choices, on fi ve questions patients should 
ask their doctor before a test, procedure, or 
treatment. Th e questions are:

❚ Do I really need this test or procedure?

❚ What are the risks?

❚ Are there simpler, safer options?

❚ What happens if I don’t do anything?

❚ How much does it cost?

Nickel urges physicians to remind their 
patients to familiarize themselves with 
the mechanisms of their health insurance 
plans. “If you have a high-deductible health 
plan, what are the implications if you paid 
off  your deductible late in the calendar year 
and then require some sort of expensive 

treatment? Although it might be covered in 
December, if you wait until January of the 
next year, you will have to pay out of pock-
et. It’s important to know those kinds of 
things,” Nickel says.

Websites such as Healthcare Bluebook 
allow patients to plug in the cost of specifi c 
insurance premiums and compare them to 
other premiums online. Apps such as Go-
odRx and Amino off er some price compar-
isons for some treatments and procedures, 
but not all. 

However, Ganos says that it’s a lot to ask 
of patients to use these tools on their own.

“Patients making decisions in the ab-
sence of a provider may prove to be less than 
helpful to their care,” she says. 

Th is article originally ran in Managed Healthcare 

Executive’s sister publication, Medical Economics.

“There’s this ivory tower [notion] in medical school 
that money doesn’t matter; just do what’s right for 
the patient. ...  The reality is that healthcare costs are 

really high. And physicians don’t have that 
education until they get into practice.”
DUSTYN WILLIAMS, MD, HOSPITALIST AND INTERNAL MEDICINE 
CLERKSHIP DIRECTOR, BATON ROUGE GENERAL, LA.

MONEY MATTERS
]  Physicians only discuss medical 

costs with patients about 30% 

of the time.

]  Of those discussions, only about 

40% include conversations in 

which physicians and patients 

seek alternatives that would 

save costs on medications or 

tests.

]  59% to 80% of patients want 

to discuss out-of-pocket 

costs during their visits with 

 physicians.

]  91% of physicians believe 

that managing patient costs is 

important.

Source: A 2016 study by the Society for Medical Decision Making
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If I Could Dine with Anyone 
in Healthcare I Would Choose …

“I would love to have dinner with 
Charis Eng, MD, PhD, the chair and 
founding director of the Genomic 
Medicine Institute of the Cleveland 
Clinic. She holds many appointments 
nationally and her research interests 
are in clinical cancer genetics 
translational research. I’ve known 
Charis for many years, and she is one 
of the brightest and most personable 
physicians I know. As we all know, 
the fi eld of genomic medicine is 
expanding at a rapid pace, and 
she is a wealth of information on 
personalized healthcare.” 
—Cynthia Hundorfean

“I would love to spend an afternoon 
with the Executive Leadership 
of Kaiser, particularly those who 
have been directly involved in their 
evolution since the early days. Th ey 
have done such a great job picking 
their spots over the years and have 
been as successful as anyone from 
the standpoint of integrated care 
delivery.” —Doug Chaet 

“Donald Trump, so I could help him 

better understand how to manage the 
cost of healthcare while maintaining 
access.”  —Perry Cohen 

“Seema Verma, CMS administrator, 
so that I can share with her my 
personal experiences and knowledge 
of the low-income population and 
their needs around healthcare.” 
—Amy Shin

“I'd have dinner with Cortana, Siri, 
and Alexa, the virtual assistants 
of Microsoft, Apple, and Amazon, 
respectively.  By now, these virtual 
assistants have accumulated more 
knowledge and insights into human 
behavior than any humans in 
history.  Over dinner I'd facilitate a 
brainstorming session with them to 
jointly design a choice architecture 
for each household and workplace 
they're in that would apply the right 
mix of rewards, incentives, and levers 
of infl uence to help families and 
workers adopt and sustain healthy 
lifestyles to reduce the all-too-high 
prevalence of obesity and chronic 
disease. —Dennis Schmuland 

“I would sit down with Rep. Joe 
Kennedy III (D-Mass) who is poised 
to be a leader on managed healthcare 
issues, and Andy Slavitt ( former CMS 
administrator) because I so admire so 
what he did to save Medicaid.” 
—Margaret Murray 

“Scott Gottlieb, MD, FDA 
commissioner, to gain an insider’s 
perspective on his view of, and plans 
to address, some of nation’s most 
critical drug-related issues such as 
the opioid epidemic, drug pricing, 
reimportation, drug shortages, 
marketing of unapproved legend 
drugs, and speed-to-market for new 
generic drugs once innovator brand 
patents expire.” —David Calabrese 

“I wouldn’t have this dinner with 
someone from just the pure health 
industry. Instead, I would host a 
group dinner with Jeff  Bezos, Amazon 
CEO, Tim Cook, Apple CEO, and 
Ginni Rometty, IBM CEO.  All have 
a global lens. Bezos and Cook have 
a voracious focus on the future of 
the consumer, and Rometty has a 
relentless pursuit of clinical impact 
through AI with Watson. Over dinner 
we would lay out a map to build the 
$1T clinical+social economy and 
redefi ne health, giving consumers 
unprecedented control over their 
lives. For dessert, we would take 
a time journey and be joined by 
someone born in 2020 who comes 
of age in the 2040s. Th ey would 
give us a God particle look into the 
future of health and life over the next 
generation.”  —John Mathewson

“Hands down I would want to spend 
a dinner with Atul Gawande, MD, PhD.
He brings an insight to healthcare that combines his strong clinical 
background with a writing fl air and willingness to compare and contrast 
the healthcare industry with successful approaches in other industries 
that scream for action.” —Don Hall

“Dr. Atul Gawande, as he seems to bridge the gap between medical 
professionals and the public.” —David Schmidt

MANAGED HEALTHCARE EXECUTIVE  ❚  JULY 2018 Managed Healthcare Executive.com32    

MANAGED HEALTHCARE EXECUTIVE 
BOARD MEMBERS WEIGH INTHE LIST

http://managedhealthcareexecutive.modernmedicine.com/


More than 1 in 5 Medicare cancer 

patients receive care from doctors 

participating in the Oncology Care 

Model, a value-based payment 

model. 

More than 25% of patients with 

breast and lung cancers have been 

treated by a participating Oncology 

Care Model doctor.

— Avalere

Market Watch 

24% of healthcare execs say the top 

challenge in seeking healthcare M&As 

is the shortage of attractive targets.

—West Monroe Partners

Costly Problems

Unwarranted clinical variation is respon-

sible for 42% of wasted healthcare 

spending in the United States, and the 

bulk of variation at hospitals comes from 

just 16% of physicians. 

—The Advisory Board

POLICY: 
Short-term Limited Duration 
Health Plans, page 26

“States are looking for 
diff erent avenues that 
will allow consumers 
to access coverage, 
and some think that 
expanding short-
term limited duration 
(STLD) plans, despite 
their lack of consumer 
protections, will provide 
a lower premium 
option.” 

— Sabrina Corlette, JD, Georgetown 
University’s Center on Health Insurance 
Reforms

BARRIERS TO 
VALUE-BASED 

PAYMENTS 
1.   Poor data quality and uniformity

2.   Lack of interoperability

3.   Too many methods 

of measuring risk

4.   No standard attribution 

methodology for provider risk

5.   Too many quality measures

— “All Together Now: Applying the Lessons 
of Fee-for-Service to Streamline Adoption of 
Value-Based Payments,” CAQH CORE report

BY TRACEY WALKER
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