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"-
Highlights of ACCC's 16th National Oncology Economics Conference

Negotiating the Challenges
of the Millennium

by Donald Jewler

ore than 350
cance r care
profession
als gathered
in Lo ng
Beach,
Calif., for
ACCe',

16th National O ncology Econo
mics Conference, held September
22-25,1999. The implementation of
the Ambu latory Payment Classifi
cation (APe) sys tem and th e pro 
posal in Congress 10 reimburse
for drugs at the Federal Supply
Schedule were key areasof discus
sion. Attendees were- also treated
to expert presentations that covered
a broad range of topics from facili
ty design to imp lementing paper
less patient records and changing
physicia.n behavior as a means to
improve outcomes,

THE FUTURE OF ONCOLOGY
REIMBURSEMENT
"We have very, very grave concerns
about the Prospective Payment
System as it wasproposed by
HCFA," said LindaM. Magno,
managingdirector for po licy devel
opment with the American H ospital
Association... . . .concerns about
what this system will do to our abil
ity to deliver care. Implementation
of the PPS as proposed will re-sult in
an additional 5.7 percent reduction
in total payments to hospitals for
outpatient procedures. including
chemotheraf,y, beyond other cuts
already imp emenred under the
BalancedBudget Act of 1997."

In its mission to salvage the
beleaguered Medicare system. the
Health CareFinancing Administra
tion is propos ing sweeping cutbacks
as part of the "Prospective Payment
System for H ospital Outpatient
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Services." The system is based on a
procedure classification deve loped
by H CFA called ambulatory pay
ment classifications. which gro up
related procedures into categories
and. pay a predetermined price for
each category. The new payment
system is scheduled to go into effect
in June 2000, and H CFA hopes it
will bring down Medicare expendi
tures by 2002 in compliance with
the Balanced Budget A" of 1997
(BBA). The BBA reduces payments
to hospitals by abo ut $44 billion for
inpatient and outpatient services and
about another $9billion for skilled
nursing and home health services.

Magno noted that the American
H osp ital Association (AHA) deliv
ered comments on the BBA before
the Comme rce Committee, indicat
ing stron g co ncern about the data
with which H CFA is calculating
its payment rates under the outpa·
tient prospective paym ent system.
AHA believes that there are serious
problems with the data H C FA is
using to determine payment for
chemotherapy.

In its comments, AHA has
recommended that H C FA carve
out the costs for chemo thera py
and chemotherapeutic agents
and pay "on a reasonable cost
basis until the agency fixes the
underlying coding problems, col
lects new data, and proposes new
gro ups or rates.. . . Otherwise
hosp iuls may be forced to close
their cancer centers rather than
pro vide lower quality o r inappro
priate CUt."

Echoing Magno's concerns
about HCFA's proposed regula 
tions was ACCC Execu tive
Director Lee E. Mortenson, D.P.A.
"Our studies show that by 1998, if
H CFA's ambulato ry pa yment clas
sifications had bee n in effect as pro
pos ed, hospital cance r programs
around the country would be reim-

bursed at less than fifty cents o n
the do llar for their Med icare
allowed costs for chemotherapy
and supportive care drugs-S223
million below allowed costs."

Mortenson noted that APe
methodology causes "perverse
incentives to use older drugs."
(See Figu re 1.) In add it ion, APes
include no payments for supp ortive
care drugs and inadequate pay ment
for radiation oncology, wh ich
would lose substantially under the
proposed syste m. For example,
treatment plan ning (Levell) would
be reimbursed at $74 million below
ca su. treatment planning (Level 2)
at $8.9 million below costs, and
treatment delivery at $75 million
below costs.

If all this weren't bad enou gh,
further federal reductions are
looming. According to presenter
Ja mes L. Wade III, M.D., F.A.C.P.,
Congress is considering a number
of other proposals to reduce
Medi care costs, including reducing
funding to hospital teaching pro
grams (saving $50.3 billion); reduc
ing inpatient capital costs (saving
S5.9 billion in addition to th e
BBA); establishing copayments for
lab services and home healt h care
services (saving $74.4 bill ion); and
tying premiums for physician ser
vices to enrollees' income (saving
$33.57 billion).

"In addition, the Office o f
the Inspector General (OIG) has
calculated that Medicare paid out
$2.75 billion for drugs in 1997."
said Wade. who is chainnan of
the American Society or Cli nical
Oncology 's Clinical Practice
Committ ee. "About 60 pe rcent of
that was fo r oncology drugs. " The
OtG argues that $1 billion a year
could be saved if Medicare pays
what the Veterans Administration
pays, that is, the Federal Supply
Schedule. ACCC wi ll initiate a
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Ft...re 1: Potential Impact of APe. on patient care
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large-scale study to assess the
potential financial impact on
providers of changing Medicare
to the Veterans Administration
fee schedule.

"Managed care is not as big an
issue as it used to be. The central issue
this year is what the government is
doing to our ability to deliver cancer
care," said Wade. He called on all
cancer care professionals to develop
and strengthen their relationships
with their congressional representa
tives. "Show them the good work
you do, so they begin to realize the
deleterious effectsof these legislative
and regulatory proposals."

To alert Congress about the
detrimental effects of APCs on
patient access and cancer program
survival, ACCC is working
closely with key organizations,
including the American Hospital
Association, the Oncology
Nursing Society, the American
Society of Clinical Oncology,
and the American Cancer Society.
According to Mortenson, ACCC
has already met with key congres
sionalleaders, and meetings
between key congressional repre
sentatives and ACCC members
are planned for the fall.

CHANGING PHYSICIAN
BEHAVIOR
"'We believe there is an inverse rela
tionship between quality and cost,"
said Gale Katterhagen, M.D., med
ical director of the cancer program
and breast center at Mills-Peninsula
Hospital (a member of Sutter
Health) in San Francisco, Calif. "'If
you meet your quality standards, if
you meet your outcome standards
rather consistently, your costs hold,
or more often they start to fall. And
if your costs are rising, more likely
your quality is starting to fall."

Katterhagen described an ambi
tious attempt at the Mills-Peninsula
Breast Center to improve out
comes, drive down costs, and
increase market share for the hospi
tal, medical group, and physicians.
The goal was to directly change
physician behavior.

He and his colleagues selected
outcomes with quantified targets
(such as reducing the DCIS axillary
dissection rate to 0-2 percent in a
certain number of months) that
would impact mortality and/or
morbidity in breast cancer patients.
They set outcomes to measure,
manage, and improve, including:
1) improving the percentage of

cancers diagnosed at stage 0 to 1;
2) increasing the percentage of
patients diagnosed at 1 em or less;
3) increasing the percentage of
patients diagnosed at 2 em or less;
4) increasing needle biopsy rates;
5) decreasing axillary dissection
rates for DCIS; 6) improving surgi
cal breast conservation rates; and
7) expanding use of radiation therapy
as a component of surgical conserva
tion. Patient satisfaction and quality
of life measures were also tracked.

"We made a commitment that
this would be an evidence-based
program in which data will over
come anecdote and local custom,"
said Katterhagen. "We recognized
early on that data are key. If you
can't measure it, you can't manage
or improve it." He stressed the
tremendous value of a hospital's
own cancer registry as a source
of information.

Kanerhagen noted that changing
physician behavior with regard
to needle biopsies, for example,
required repetitive presentation of
the current literature on the advan
tage of core biopsy at weekly breast
tumor boards, at weekly general
tumor boards, at the cancer com
mittee, at departmental meetings,
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and in newsletters. Impacting
physician behavior also required
repetitive presentation of valid data
(from the tumor board and breast
center database) on the hospital and
individual physician performance.

Physicians agreed to a quantified
target: 50 percent of all breast can
cers were to be diagnosed by needle
biopsy technique, with the bar to
be raised yearly. "This is a very
efficient tool, as accurate as the
surgical J wire, with much less
morbidity and half the cost," said
Katterhagen. There is a $1,200 to
$1,400 cost advantage with each
stereo core needle biopsy as
opposed to surgical J wire, he noted.

The Breast Tumor Board
developed and implemented
evidence-based algorithms, and
there was ongoing monitoring
of needle biopsy rates. Results
were impressive. The needle biopsy
rate increased from 30 percent
in 1994 to 80 percent in 1998.

Community Research/CCO?
SIC. Three topics were discussed.
• "Update from the NC I: The
STA R Trial." Leslie G. For d,
ht. D., associate di rector fo r clinical
resea rch, Early Detection and
Community Oncology, Division
of Cancer Prevention. NC l,
Bethesda, Md., noted that 18,840
risk assessme nt fo rms have been
f iled and 628 women randomized
in the STAR Trial as of Ju ne I ,
1999, at 100 enrolli ng sites. On
other fro nts, ECOC will beg in a
new pro tocol on the preve ntion of
primary non-small cell lung cance r
with selenium.
. " Issues in Prot ocol Design and
Trial Managemen t" was the topic
of a presentati on by Michael R.
Kurman, M.D., vice president of
clinical and scientific operations,
Quimilcs O ncology Therape utics,
Cranford, N. j.
. "N ew Method ologies in l Iata
Management" was led by Leslie A.
Qui nn, d irector of data services,
Quirnilcs Oncology Therapeutics.
Chesapeake, vs.

Medical Director SIC. "Affiliating
wit h Comprehensive Cancer
Cente rs" was presented by j eanne
M. Reiter, M.B.A., c.n.r.r,

Repetitive presentation of cur
rent literature and valid data and
the use of evidence-based algo
rithms helped to change other
physician behaviors as well. For
example, use of radiation therapy as
a component of breast conservation
in T1 and T2 breast cases increased
from 80 percent in 1993 to 90 per
cent in 1998. And axillary dissec
tion rates in nCls cases decreased
from 44 percent in 1993 to 0 per
cent in 1998. That decrease was
significant to the bottom line:
each nCIS axillary dissection
costs $2,500 to $3,000.

"We were not leaning on our
doctors to cut costs," said
Kanerhagen. "We were out to
improve outcomes. Cost reduc
tions came along on their own as
a result of better outcomes."

In 1996, Sutter Health began
implementing a similar breast can
cer outcomes project throughout
its vast system of twenty-three

SIG ROUND-UP
director, University of Wisconsin
Comprehensive Cancer Center,
Wausau H osp ital, Wausau, Wise.,
and Mark A. D alcbroux, M.P.A.,
di rector of region al development,
University of Wisconsin
Comprehensive Cancer Center,
Madison, Wise.

Radiation Oncology SIC.
" Maintai ning Quality of Rad ia
tion O ncology Care in an Age
of D eclining Reimbursem en t"
was presented by Michael L.
Steinberg, M.D ., F.A.C.R., man
aging part ner wi th Cancer Care
Consultants Medical Associates
and wi th the Santa Mon ica
Cancer Treatment Cente r, bot h
in Santa Monica, Cal if. H e
exami ned significant variations
in radiation oncology practice
and quality care by physicians.

Nursmg SIC. "Oncology
Nursing O utcomes: Realit ies
and Solutions" was led by
Susan Lasker Hertz, R.N .,
M.S.N ., A.O.eN., oncology
network director, H eah hONE,
Denver, Colo. She discussed an
outcomes management model
t hat incl udes identi fyi ng values,
defini ng areas of study, protocol

hospitals and eight allied medical
groups. All hospitals and medical
groups were presented with their
data on a quarterly basis. With
1997 and 1998 results now avail
able, six of eight indicators show
system improvement, although
there is significant variance among
the hospitals and medical groups.

"Our breast cancer quality is
directly related to the quality of
our physicians," said Katterhagen.
"Quality physicians produce excel
lent outcomes. Mediocre physicians
produce mediocre outcomes. And
poor physicians produce poor
outcomes.

"Let's stop kidding ourselves,"
concluded Katterhagen. "It's physi
cians who drive quality in the U.S.
and physicians who drive cancer
quality. Nurses, administrators,
and social workers are a very
important part of the team. But
boy, it's the quarterbacking, i.e.,
the physician, that's key."

developmen t, measurin g out 
co mes, analyzing varia nce,
and corrective action.

Administrator SIC. T hree sessions
were offe red.
• "Site -specific Program ming"
was presented by Patt i A.
j amieson - Baker, M.s.S.W.,
M.B.A., oncology serv ice line
administrator at the U nivers ity
of Illinois at C hicago Medical
Cente r in C hicago, 111., and Steven
Shore, M.B.A., executive director
of the Cancer Program at H oly
Cross H ospital in Rock ville, Md.
• "facility Design" was led by
Marsha Fo untain, R.N ., M.S.N .,
of The Srichler Group in
Ar lington, Tcx., and Laura E.
Potts, Ed.D., F.A.e l I.E., exccu 
rive director of operations wi th
U.S. Oncology-Texas Cancer
Center, Fo rt Worth, T ex. (See
acco mpanying article for details.)
• "Strategic Planning for Systems"
was the to pic of a presen tation by
j oseph F. Woclkcrs, vice president
fo r clinical outreach programs,
H . Lee Moffitt Cancer Cen ter and
Research Institu te, Tam pa, Fla.
H e examined the opportunities
and selection criteria for strategic
alignment.
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A FACE un OR A NEW FACIUTY?
Despite threats to oncology reimbursement, cancer
facility construction and renovation are on the
upswing, according to presenters Marsha Fountain,
R.N., M.S.N., and Laura E. Potts, Ed.D., F.A.C.H.E.
In 1998, 109 cancer centers completed construction
of new facilities and 74 broke ground. That's up from
1996 when 79 were completed and 48 broke ground.

According to Fountain and Potts, reasons for renova
tion or new construction included consolidation or inte
gration of services, patient convenience, access to new
radiotherapy equipment and more complex outpatient
treatments, response to competition, and provision of
one-stop shopping. Fountain is vice president of health
care planning at The Stichler Group in Arlington, Tex.
Potts is executive director of operations with U.S.
Oncology-Texas Cancer Center in Fort Worth, Tex.

Renovation can be very expensive. "You think it is
going to be cheaper than constructing a new facility but
many times it may not be," said Fountain. "If you have
a major renovation with major demolition, it can cost
up to $130 to $150 a square foot." That does not include
such costs as contingency fees, professional fees, admin
istrative and moving costs, the owner's reserve, and
important incidentals such as plants and artwork.

"The environment of a health care facility is an
important indicator of quality," noted Fountain. «A
one-stop approach can make for a more efficient, less
stressful treatment."

PAPERLESS tECHNOLOGY
The University of Illinois at Chicago Medical Center
is a 450-bed institution with 43 ancillary departments
and a 400,000-visit ambulatory practice. Joy Keeler,
interim chief information officer, had a tall order: elim
inate duplicate data stored in multiple locations, facili
tate attending co-signature requirements, and make
clinical information in clinics dispersed across campus
readily available. In other words, implement an elec
tronic, or paperless, health record. By reducing
clinician dependency on the paper record, Keeler
and colleagues were confident that workflow would
be improved and the redundancy of data entry and
duplicative entry diminished.

Working with Paul Sinclair and others at the Cerner
Corporation, Keeler introduced the Gemini Project to
clinicians in 1997. Automated systems would be local
(at 2,200 PCs throughout the medical center), remote,
and web accessible.

After two years of hard work, today an electronic
inbox features results to endorse, documents to sign,
and telephone messages. Results, including lab, pathol
ogy, radiology, and echo, can be reviewed electronical
ly. Paperless clinical care documentation includes
directly entered notes using a template, the patient data
and ambulatory intake forms, transcribed documents,
and care documentation and routing.

The cost for the network and infrastructure: about
$20 million over five years.

Future plans are to provide paperless inpatient
physician order entry, as well as charting and charg
ing from electronic forms; electronic task lists for
nursing and ancillaries; and elect ronic medications
documentation. lfI

Oncology Issues November/December 1999

""

PROFESSIONAL OPPORTUNmES -

Administrative Director
of Cancer Care

W itt/ Kieffer has been ret ained by Uni versity
Community H ospital in Tampa, Fla. to

recruit a new Administrative Director for The
Ce nte r for Cancer Ca re. This expanding, finan
cially successfu l hospi tal system located in th e
northe rn sub urbs of T amp a established The
Ce nte r fo r Ca ncer C~re approx imately eight years
ago . Cancer care serv ices have grown as the sys ·
tern has expanded, and today its prostat e cancer
services , which are 50 percent of business, have
a natio nal repu tati on. With the addit ion of new
ho spit als to this system, oppo rtunit ies to expan d
cancer care serv ices have increased dramatic ally.

This is 3 wonderful oppo rtu nity fo r a dyn amic,
business focused, service line manager to take
over 3 product line with a tr emendous up side
potential and the backing of 3 financially strong
health sys tem.

Please send a resu me in co nfidence to: Peter
Goodspeed, Witt/Kieffer, Ford, H adclman &
Lloyd, 5420 LBJ Freeway, Suite 460, D3113s, TX
75240. Phone: 972 -490~1 3 70; fax: 972-490·3472;
e-mail: peteg@wittkicffer.com.
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