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“Using” CERUsing  CER

• Disseminating information to patients• Disseminating information to patients
• Disseminating information to clinicians
• Medical policy options• Medical policy options
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Medical Policy options for CER Medical Policy options for CER 

1. Hope that patients and clinicians manage 
themselves 

2. Coverage decisions
3. Step edits, physician edits, etc.
4. Push clinical decision aids to clinicians (HIT)
5. Push patient decision-making tools
6. Payment for the test or treatment itselfy
7. Payment to the clinicians
8. Patient incentives

33



Barriers to private payer policiesBarriers to private payer policies

• Private plans have severe legitimacy deficit• Private plans have severe legitimacy deficit 
• Difficult to differ from Medicare
• State regulators monitor provision of all• State regulators monitor provision of all 

“medically necessary” care
• Private plans have contracts with providers• Private plans have contracts with providers 

that offer limited options to integrate CER
• Limiting coverage or payment triggers theLimiting coverage or payment triggers the 

“mother of all disruptions”

4



E A C HE  A  C  H
Employers Action Coalition on Healthcare



E  A  C  H
Employers Action Coalition on Healthcare

EACH members

Providers Health Plans Employers Other



E  A  C  H
Employers Action Coalition on Healthcare

Comparative Effectiveness Initiative

• Goals
- To seek a community consensus on the comparative To seek a community consensus on the comparative 
effectiveness of management options for localized prostate 
cancer

- To use a common evidence platform to help identify the best 
care for individual patients while shifting community care 
patterns toward those options that produce higher value

- To reduce the costs of care



ICER appraisals of localized 
prostate cancer treatment options

• Active surveillance 
• Radical prostatectomyp y
• Brachytherapy
• IMRT• IMRT
• Proton beam



From Comparative Effectiveness to 
Medical Policy Decisions

Patient information
Multi-disciplinary visit

Premium price 

Brachytherapy
Comparable effectiveness

High value

IMRT Patient informationIMRT
Comparable effectiveness

Low value

Multidisciplinary visit 
Lower reimbursed price

Proton Beam Patient information
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Insufficient evidence
Low value

Non-coverage





Draft CER-Payment principlesDraft CER Payment principles

5. For providers outside of global contracts, payers should use 
comparative effectiveness evidence to structure payments incomparative effectiveness evidence to structure payments in 
a way that achieves the following goals:

– To encourage the use of comparative effectiveness information in decision-
making by patients and clinicians g y p

– To encourage the development of more robust evidence on the comparative 
effectiveness and value of new interventions as they are introduced into 
care

– To avoid the creation of perverse incentives in the initial payment rates for 
new tests and treatments by not paying more for new interventions untilnew tests and treatments by not paying more for new interventions until 
adequate evidence exists to demonstrate improved patient outcomes or 
health system efficiency 

– To reduce incentives for over-utilization of established test and treatment 
options when they are more expensive than equally effective alternative 

tioptions 
– To reward providers for innovations that lead to higher quality and value
– To produce overall savings for the health care community that will lower the 

costs of insurance coverage borne by purchasers and patients

11



Payment and CERPayment and CER

• EACH Goals
– Adequately compensate multi-disciplinary appointments
– Increase payment for brachytherapy
– Decrease payment for IMRTDecrease payment for IMRT

• Possible Approaches
– Use diagnostic and therapy coding algorithms
– F codes
– Manual review?

• Near-term planNear term plan
– All plans move to require F codes to document practice 

patterns, potential review burden, and lay groundwork for 
payment changes
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What have we learned so far?What have we learned so far?

• Evidence 
– An objective authority has to make a clear judgment about 

the evidence, but complete consensus is impossible
– Parsing patient populations using diagnostic and billing 

codes is complicated but not impossiblecodes is complicated but not impossible

• ProcessProcess
– Every stakeholder must have aligned top brass viewing 

small defeats as part of larger win
– CER is vulnerable to larger tempests and conflicting g p g

strategic goals among stakeholders
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What have we learned so far?What have we learned so far?

• ApplicationApplication
– Aligning information for patients and clinicians with medical 

policy changes appeals to all stakeholders
– “Scaling” payment is preferable to non-coverage
– Global payments will reframe the potential applications of 

CER



Thank youThank you


