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Background

* Advance care planning is critically important for improving quality of
care, increasing patient/family satisfaction, and reducing unnecessary
costs

* ACP and palliative care are significantly underutilized in nearly every
health system in the US

* Major barriers:
— Accurate identification of high-risk patients
— Engaging providers to participate in goals of care discussions



Right patient - Right time - Right provider
* Requiring ACP for every patient at every encounter is not helpful or
realistic

* Invest time and energy into finding the right moment to intervene;
match patient acuity with intervention resources

* Implementation and usability are key




Then What?

« Qutpatient and tele palliative care
 Home-based palliative care

« Alternative triage

 Hospital at home

 Hospice



Measuring Success

 ACP documentation in EMR (notes and patient forms)
« ACP billing

* Code status orders

« Palliative care utilization

* (Adequate) hospice utilization

« TCOC near end of life

« Site of death




Our Approach

* Machine learning algorithm to identify high risk patients without ACP

* Semi automated opt-out messages to providers

« Small group, in person trainings with standardized patients

« Significant focus on usability / implementation




Our Approach

 Phase 1 : Hospital floor

e Phase 2:ICU

* Phase 3: Primary Care
« Phase 4: Home Health

* Phase 5: Specialty care



System Wide Results

1 10%
9.4% .
------ O Encounters with
0.95 at least one ACP
note
0.9
. . 0.87
Vizient Mortality O----—--- 7%
Index
6%
0.8
5%
0.75
4%
0.7
3%
0.65
2%
. 0.61 »
0.2%
0.55 0%
CY20 cY21 cY22 cY23 Projected CY24
(through 6/30/24)



System Wide Results
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Questions?

HealthCare

Contact:
Nathan Moore, Nathan.Moore@BJC.org
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How Duke Health is using design thinking
to promote goal-concordant care

David Casarett, co-director, .carelab
Jessica Ma, co-director, .carelab



Are patients getting care that is
consistent with their goals?



One example: Patients receiving chemotherapy

Journal of Clinical Oncology*

An American Society of Clinical Oncology Journal

J Clin Oncol. 2009 Feb 20; 27(6): 953-959. PMCID: PMC2738432
Published online 2008 Dec 29. doi: 10.1200/JC0.2008.17.8079 PMID: 19114698

The Terrible Choice: Re-Evaluating Hospice Eligibility Criteria for Cancer

David J. Casarett, Jessica M. Fishman, Hien L. Lu, Peter J. O'Dwyer, Frances K. Barg, Mary D. Naylor, and
David A. Asch

12% of patients with advanced,
incurable cancer wouldn’t want
chemotherapy even if it would extend
their lives by at least 1 year




A:. Most of the time, but not always



All Duke Health patients should have a
goals of care conversation in the last 6
months of life

How??7



Design thinking

Psychology Social psychology

Implementation
science

”DeSIgn th/nk/ng /s a human-

Education

Sociology

technology, and the reqwrements
for [business] success.” —Tim Brown

Human factors

Anthropology
Engineering



3 ways we used design thinking to promote
more goal-concordant care



1) We tried to provide real-time training
(putting knowledge “in the world”)



Good designs put training “in the world”
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Duke GoC templates

.goalscritical/.goalsuniveral/.goalspediatric

—
Snapshot @ Chart ... e v || # | Documentation ~ | This call
Call Intake @ >
== Create Mote F
= Triage Enc @ Work Queue i§s Family Switch ~ More - 3
Caller: None My Note & 120
AllergiesNot on File
TELEPHONE CALL/REFILL  Reason for Call Contacts &~ 2| B 2 Y974 [\ e =5 a9 aE
l Verity Rx Benefits Home Vital Signs History Conversations during Transitions/Critical Decisions
Controlled Rx (PDMP) Medications Medication Grid
_ _ ) {Discussion held with:45618} {Patient participation?:45619}
e Qutside Meds s P All parties voluntarily participated in the conversation.
#°|Reason for Call #| A The discussion was held because ***.
None {Choose appropriate sections to be added to note:2105551211}
¢ Contacts CONVERSATION SUMMARY-TXT,2105551200}
SUMMARY OF MEDICAL INFORMATION:TXT.2105551201}
; PROGNOSIS TXT, 2105551202}
= Incoming Call Show: P e . PATIENT TREATMENT PREFERENCES: TXT,2105551203
& Oulgoing Cal & Show: ¥IPermanent Commen OST IMPORTANT GOALS:TXT,2105551204}
My Quick Buttons EARS AND WORRIES:TXT.2105551205}
&= Other OST IMPORTANT FUNCTIONAL ABILITIES:TXT.2105551206}
SURROGATE DECISION MAKER AND LEGAL DOCUMENTS:TXT,2105551207}
No contacis PATIENT/FAMILY DISTRESS:TXT,2105551208}
EXT STEPS:TXT, 2105551209}
BILLING:TXT.2105551210}
M Verify Pharmacy Benefits #
(@ Pharmacy benefits query in progress...

The natient minht not have insurance or minht have insurance



2) We crowdsourced ideas and solutions



Mural listening sessions
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om Episodic to Continuous Care

Predict

Based on diagnosis only

Engage
Costly scheduled
phone calls

Intervene

2:1 maximal ROI

Continuous care

Engage
24/7 personalized,
population wide channel

Predict

Based on rich data
And proven science

Intervene
[0).¢
conversion

1/1000

Epilog care
coordination to
patient ratio




3) We designed our workflow and IT
infrastructure for a persona



Design for a persona




Our persona: Gina Olivia Carter (GoC)

e 57 yo with metastatic
platinum-resistant
Add ::IOVa IéianD Cda nhceM[I; Ii'i;lth'ﬂf-_l}:pe
:: " -asi:ett_. avle l::::t an, :jiur;l::
:j EnjB A \ |.I E&flsshilit fOr Nment
abdominal pain
* Febrile, hypotensive,

free air on abd XR

: Care Planning Notes

ite &

COVID-19 Yaccine: Overdue
for dose 3

COVID-19: Has Labs

Isolation: None







Progress! (A lot of progress)

* Progress:

— >60% of Duke Health
patients have a GoC

conversation in the last

6 months of life

— Similar rates across
Black and white
patients

— Robust data/reporting
system tracks GoC
conversations

Goals of care conversations in the last &
maonths of life

NEJM

Catalyst | Innovations in Care Delivery

CASE STUDY

Goal-Concordant Care: End-of-Life
Planning Conversations for All
Seriously Ill Patients



And more thanks
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EOL Spending in US: Opportunity
and Controversy



End of Life Spending

Debate Around End-of-Life (EOL) Spending

~ For years, it has been argued that there is

“wasteful spending” in the last 12-36 months
of life in the US

» 12 percent of overall health care costs in
the last 12 months of life

« 25% overall cost spent on last three years
of life

~ Reducing EOL spend is of particular interest to
MSSP ACOs

Figure French EB, McCauley J, Aragon M, et al. End-of-life medical spending in last
twelve months of life is lower than previously reported. Health Aff.
2017;36(7):1211-1217.

Mean per capita medical spending (in 2014 US dollars) in 9 countries in the last 12 months
of life, by category of spending
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State Average MSSP EOL Medicare Cost

Report Period 2024-2025

EOL spending variation
between states,
regions, ACOs,
physicians

Standardized EOL costs
by state: Higher
spending are CA and

NV; among the lowest,
next door, Utah



Methods

1) Using the Virtual Data Resource Center (VRDC) 3 ) Calculated ACO Standardized costs:

FFS dataset, we limited our sample to: ACO average spending in the last 90 days x

Beneficiaries assighed to MSSP ACOs (VRDC) (National Average PMPM /Average county
roster between January 1, 2024-end of Q3 PMPM)

2025

Beneficiaries who were decedents Q2 2024- 4 ) County PMPM drawn from the MA rate book

Q3 2025 (to allow for 90-day lookback)

5) Cell sizes less than 11 replaced with the

2 ) Calculated State-level standardized costs: number “5” or, when annualized, “3”
State average spending in the last 90 days x
(National Average PMPM / Average County 6 ) Did not attempt further risk adjustment (e.g.
PMPM) risk score) as beneficiaries were all in the last

90 days



State-Level and ACO Variation
in EOL Spending



Acute Hospitalizations/1000 EOL Episodes

(Last 90 Days of Life) | Report Period 2024-2025

< Hospitalizations are
known to be a primary
driver of cost

< In general, the Northeast
and Midwest are higher
in Hosp/1 K (possibly
lower threshold for
admission/different
practice pattern)




e om .

MSSP Spending in the Last 90 Days of Life

Report Period 2024-2025

~ Acute inpatient hospitalizations a primary driver of cost
<~ When examined by ACO (each dot = ACO), variation in IP average, from <5$10,000 to >$30,000

National Avg. EOL Cost 30-90 Days

@ oo

331,945
oo o 3
id%s %° %

$25,630

Measure Mames
W fcute 1P
B DME
Bl HHA
Hospice
Ml rF
OP
B Physician
B snF

$17,260

EOL 20-Day Total

Last 30 Days Last 60 Days Last 90 Days

Cost Breakdown



ACO Spending in Two States

Report Period 2024-2025

~ Two states divided by red line; every bar is an MSSP ACO
- Left is a higher spending state with greater inpatient use, right is a state with greater IRF (brown)

< The highest spending ACO on the right would be average on the left

State ACO Com parison

Measure Names
B scute 1P
B DME
Wl HHA
Hospice
M RF
opP
I Physician
B snF



SNF Days/1 K EOL Episodes

Report Period 2024-2025

< Highest for SNF/1K at
EOL is Nebraska
(8,340/1K) despite lower
cost (5$29,286), average
hosp/1k and ICU
(952/246)

< Not among highest for
SNF: TX, NV, CA, FL; LAis
among lower SNF utilizing
states



i

IRF Days/1 K EOL Episodes

Report Period 2024-2025

< Highest for IRF/1K at EOL
are LA, TX, NV, AK, OK
+/- FL

~ Likely a “supply-side”
issue



,,,,,,,,,,,, TAKEAWAYS

State and ACO-Level Variation

1 Practice patterns, state laws, local regulations, social determinants of health, access to care, and
other factors are likely affecting ACO’s ability to impact EOL spend

2 There are state and regional utilization patterns that create EOL “headwinds”

3 ACO-specific strategies must be tailored to the region, state, situation, and population



EOL “Report Cards:”
Improve EOL Care, Increase
Shared Savings



ACO EOL Example #1

“Scorecards:“ Comprehensive look at
overall EOL spend, targeted clinical areas
and local opportunity

<« Example #1: This ACO is a model of
good EOL stewardship, with below
average spend, low IP/ICU/ED
visits/IRN/SNF and high use of hospice

< Highly successful with shared
savings as well

Other examples to follow

Annual 90-Day Total Cost

Count You State You vs. State Mation Youvs Natl. COSTTYPE |stzndardiz.. = | AD/ESRD
AD 1535 840860577 $40,385092 $475485  $45260,106 (96395 530)
ESRD 31 £1,747531 S1760,406 ($12.875) $1952020 (3204.489)
Total 1570  $42,608,107 $42,145498 $462,609 §51,212.126 ($8,604,019) -0 20 bay Costs

Avg. Cost Breakdown

26,556
You State You vs, State Nation You vs. Nation $
Tatal 526,556  §26,247 = 532,015 = $71 027
Acute IP §11,220 $11, 703 B iacs) g15.021 (33z01 AT -
4936 3 $204 41,486 ($550) —_——
IRF 33 B :z0 | {4550 TS
SNF $2,1 42,182 ($7) §3.185  ($1,011) N B
Hospice 45,062 $4,845 W27 34,225 Bsaz7
op $2 GRS $2.6 15 2,444 5240
Physician $3,513 $3,217 | e 44,667  ($1,154)
HHA 3723 666 457 5766 ($43)
DME 244 $224 : $23 15t 30 [
High-cost Part B services ) 5
90- Day Cost Breakdown by Hospice Utilization
| il 5983
[ |
8% o 673
| ls350
b 700
| 5*_93 531,544
[E09% . | 328,680 T
I i 5168 $26.014
| 70% B m— 433 377
1 ly-ei: £105
e e —$IE0SE—
tE | [ sz $89 R b ol
1T 1COI0gYy th | E
CT/CTA - Chest ||35f.--¢ §79
PT Treatment | 14% 0573 E—
PET-Oncalogy 4% 383 -—
Bene % Avg Cost 0 Hospice Danys 0 Days 30-6
Acute IP f1K ICU 1K ER Visits /1K Mvg IRF/LTCHDays  Avg. SNF Days Hospice %
I o
S
~
g
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ACO EOL Example #2

Report Period 2024-2025

Annual 90-Day Total Cost

Count You State Youvs.State  Nation  Youvs.Nati.. COSTTYPE |standardiz.. v | AD/ESRD [ap -
AD B&S $35,392.163 928,346,538 $7.045625 $27.810,190 $7.581,873

ESRD 20 $1,256,359 $1,269.004 ($12,646) $1,245970  $10,388

Total BAY $36,648,521 $29,615542 $7,032.979 $29,056.160 $7,592,361 -0 -0 Day Costs
Avg. Cost Breakdown ol

You State You vs. State Mation You vs. Nation $32,775

Total $40,743 432,632 i i $32,015 ]

Acute IP §20,869  $15.422 B 55447 515021 I :s.cas oL

IRF $1,315 $1,192 §122 41,486 | ($171) .

SNF 42,932 $3,352 l(s420) 43,186 l($254)

Haspica 53846  $3,777 569 $4,225 lis380)

op $2,861 $2,500 | $361 $2,444 | $417

Physician $7,506 $5,396 W 32110 44,667 B 32,839

HHA $1,071 738 | §333 $766 | $308

DME $344 $234 $220 : Last 20 Days Last &0 Days Last 290 Days

Example #2: This ACO has high inpatient, part B, and overall costs



ACO EOL Example #2 Continued

Report Period 2024-2025

Acute IP /1K R Visits /1K Avg. IRF/LTCH Days  Avg. SNF Days Hospice %

361

L A |- [
B G444 -y NA: 559 5%

ma- 08 0.74

1,207 inpatient admissions/1 K, 361 ICU visits/1 K and low use of
hospice suggest a preference for aggressive care




ACO EOL Example #2 Continued

Report Period 2024-2025

Use of chemotherapy suggests high cancer rates

High-cost Part B services




ACO EOL Example #3

Report Period 2024-2025

Avq. Cost Breakdown

You State You vs. State MNation
Total $34 347 $32,492 i 432,015
Acute IP $15,680  $13,681 B oo $15.021
IRF $3,482 $3,157 I 5324 21,486
SNF $2,034 $2722 Bss27) $3,186
Hospice $3,903 $4,630 W(z727) $4,225
oP $1,678 $1,851 |($173) $2,444
Physician $6,304 $5,363 B 5940 $4.,667
HHA $1,044 $847 $197 3766
DME $222 $241 ($19) $220
Acute IP /1K ICU /1K ER Visits /1K
MA- 998, s 27y [—— 1,442

Yeou vs, Mation

-
|

B oo

Bl51.152)

($322) I

M (s766)
;1637

| 5278

Avq. IRF/LTCH Days

5T: 1.B4

1.97

£33,326

MAC 084

90- Day Cost Breakdown by Hospice Utilization

42,468

$41,519

28 791

320,890

Mo Hospice 1-7 Days 7-30Days 30-60 Days 60+ Days

Example #2: This ACO has higher than national EOL costs driven by IP, Part B, and IRF



ACO EOL Example #3 Continued

Report Period 2024-2025

This ACO has higher than
state and national average
cost driven by inpatient,

Avg. Cost Breakdown

You State You vs. State Mation ¥ou vs. Mation

Total $34,347 $32,492 I $32,015
Acute IP $15680  $13,681 B part B (physician), IRF use
RF 3,482 432,157 £324 $1,486
SNF $2,034 $2.722 W(3687) €3,186
Hospice $3,903 $4,630 Wi727) $4,225
[]] %1 678 41 A51 1(£173) a2 444
LPhw,fsician 6,304 45,363 l <340 $4,667
HHA 1,044 $847 | $197 4766
DME ¢222 $241  ($19) $220

Example #2: Breakdown of physician costs revealed significant wound care spending



ACO EOL Example #3

Report Period 2024-2025

A significant portion of 90- Day Cost Breakdown by Hospice Utilization

EOL dollars spent on IRF
L

%20,890



Limitations

1 ) Although we standardized costs, we may not 4 ) An argument has been made that examining
have fully accounted for regional variation in spending in last days of life is flawed
cost, making it challenging to draw conclusions

Finkelstein, et al reported that only 10% of
across states or ACOs

those with a 50% probability of death in a
year pass away that year
2) We chose not to risk-adjust because all

. , , Perhaps we spend a lot on sick people, but
beneficiaries were in last 90 days of life

cannot distinguish those who are dying from
those who are not
3 ) We chose high-cost expenditures (e.g.,

Hospitalizations, IRF), but could be argued

that some are more discretionary than others



Conclusions
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Using Report Cards to Target EOL Costs

1 There is not “one recommendation” for every ACO, but report cards allow us to make specific
recommendations for any ACO

2 Regional patterns are related to where ACO dollars are spent, or care is administered

3 Every high-spending state has low-cost ACOs for EOL (and vice versa)

4 An approach that is tailored to the ACO and the state or region is the most likely
to achieve success



~TAKEAWAYS

Lowering EOL Costs Starts with Evidence-Based Care

The basics of good EOL care start with conversations with patients about goals of care;
implementing those goals at the time of illness and in the setting of clinical infrastructure

designed to drive utilization is more challenging

If IRF is part of regional infrastructure, can IRF utilization at EOL
be repurposed to meet patient goals?

If hospitalization (or another round of chemotherapy) is the default for a region or ACO even
when patients are very sick, how can we change this path during routine chronic disease care or

acute episodes?

When patients have high utilization and poor prognosis, who is helping
the patient, family, and physicians/clinicians see the whole picture?



MBringing It Back to the Patient
(Or Family Member)
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e,

ICU/1 K EOL Episodes

Report Period 2024-2025

< Reducing ICU at EOL is
often discussed as an
opportunity to reduce
costs and improve
patient experience

< Surprisingly, MS is a low-
cost EOL state (529,217
avg) but has 1,019/1 K
hosp and the highest
rate of ICU/1K (347/1K)

~ Very similar is WV
(529,649;
1,060/ hospitalizations;
323/1K ICU)




EOL Episodes Hospice Percentage
Report Period 2024-2025

< Highest for hospice use
is lowest-cost Utah
lowest is high-cost New
York

< Even high-cost states
have over 50% with
some hospice use

< Days in hospice make a
difference and
percentage with any
hospice may be less
informative




EOL Episodes Cost by Days in Hospice

Report Period 2024-2025

~ We hypothesized that there is an “optimal
days in hospice” in terms of cost

~ No cutoff when longer hospice LOS led to
higher EOL spending

~ Inpatient costs were less as hospice LOS
increased

~ There is a likely a “clinically optimal” LOS,
but not a clear financial tipping point

National Avg. EOL Cost by Hospice Use

$38,485

$33,653

Mo Hospice 1-7 Days

$31,788

$27,599

$20,262
=

7-30 Days 30-60 Days &0+ Days

Measure Names
B Acute 1P
B DME
B HHA
Hospice
B IRF
oP
B Physician
B snF
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Do More Good - For Patients, Practices and Society.

We work with unrelenting integrity to improve public health.

\

FOR PATIENTS

Improved health
outcomes,
personalized care,
and better quality of
life through
proactive health
management.

Aledade | 65

FOR PRACTICES

Thriving primary
care offices,
financial stability,
and the tools to
deliver high-quality,
value-based care.

FOR SOCIETY

A sustainable health
care system,
reduced costs, and
access to care for all
communities.









Comprehensive Advance Care Planning (CACP)

CACP drives care decisions that reflect patient and family wishes in end-of-life

y In-depth
i conversations
Y . 4

Communication

g

Comprehensive
Advance Care

\/ Planning (CACP) % g
% Complexity

Confidence . | = ‘_ °

~ Connecting the dots
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Not Just Facilitators. Seasoned Clinicians.

Our team is comprised of experienced Registered Nurses (RNs) and Social Workers (SWs) with strong clinical
backgrounds in areas such as ICU and Hospice care

"

Why it matters

— Clinical Expertise: Ability to explain complex
disease progression (COPD, CHF, Dementia).

—  Emotional Intelligence: Trained to navigate
complex family dynamics and medical emotions.

— Core Values: Service, Evidence, Curosity and
Inclusion is the core of what we do.

.
........

*Facilitators are not providing clinical services and CACP services are not clinical services by nature. Any clinical questions that arise will be escalated to the patient's provider. 4
Aledade | 69



The Silent Gap Between Preference and Reality

389% 70% 17%

Believe doctors US adults express Have actually had
should discuss preference for less the conversation
end-of-life care aggressive with a health care
preferences with treatments at end provider.
patients. of life.

/I CACP supports deeper, time-intensive conversations than a
typical office visit can accommodate.

Aledade | 70 Source: https://www.ajmc.com/view/end-of-life-values and value-based-care
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The Legacy Model The Modern Reality
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A Primary Care Physician (PCP) knew generations of one Care is technically superior but framented among Specialists
family, held the history, and personally conveyed patient and Hospitalists. The personal connection is often lost in the
values. chaos of complex care.

The Medical Power of Attorney often advocates alone—unless those wishes are clearly

documented.
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Aligning Care with Patient Wishes: Significant Cost Savings

treatments that do
not align with
patient values.
Leads to fewer
avoidable and
unwanted hospital
admissions.
Directly reduces
costly intensive
care unit (ICU)
days.
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Reduce Unwanted Hospitalizations Lower Health Care Spending at End-of-Life
e CACP helps avoid e Studies show total
aggressive healthcare costs in

the final months are
significantly reduced
when care is aligned.
Focuses resources
on comfort and
quality of life rather
than high-cost
interventions.
Demonstrates clear
financial value
alongside improved
patient experience.
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The Engine of Savings: Empathy

When we take the time to deeply understand a patient’s goals and
“shift points,” we not only honor their wishes, but we simultaneously
reduce unnecessary spending on care they don’t want.



Building Trust

e Multi-modal approach to patient-
outreach.

o Call masking, customized
cards, text alerts and
reminders.

Strong practice relationships forming

. foundational support.
Barrlers tO CA CP & Deploy top-performing Care Program

Navigators to ensure easy,

HO W We streamlined patient referrals.

Demonstrating Value

Overcome Th em e Guiding patients past the barrier of

“they don’t know what they don’t
know.”

Exploring deep quality-of-life aspects
and defining “shift points.”
Showcasing the importance of a
“warm introduction” from a clinician.

Tracking success directly in-app to 9
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Care Program Navigators (CPN)

Experts in Breaking Down Barriers

@ =

Strong Practice Easy Patient

Relationships Referrals

Foundational support Streamlined clinician
via top CPNs. process.
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Track Success in
App

Monitor outcomes
directly.
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