Section 2. Importance
 
2.1 Attach Logic Model*
Attach a logic model that illustrates the relationship between health care structures and processes and the desired outcomes. In addition, in the attachment, briefly describe steps between these structures and processes and the desired health outcomes by outlining the resources (i.e., structures or inputs) required and the key activities (i.e., processes or actions) that the accountable entity can plausibly implement. The expected outputs, along with short-term, intermediate, and long-term outcomes, should be clearly articulated. Outcomes should include the measure focus. The relationships depicted in the diagram should be straightforward, ensuring they are easily understood by a general, non-technical audience. Additionally, highlight any assumptions that underpin your model, describe feedback mechanisms, and acknowledge external factors that could influence the success of the measure, ensuring a comprehensive understanding of the measure’s logic and its intended effects. For instrument submissions, the logic model should include each of the associated IDMs. See the Logic Model Guidance for additional information.
One file only; 256 MB limit; allowed file types: .pdf; .doc; .docx.
[Please use a standard file naming convention; for example, XXXX-2.1-LogicModel-[cycle].docx (where XXXX is the CBE ID).]
	Inputs (resources)
	Activities (what the program does)
	Outputs (direct results of the activities)
	Outcomes
	Impact (broad, systemic changes influenced by the quality program)

	· Specialized Staff: Access to interdisciplinary palliative care teams (physicians, nurses, social workers, and chaplains).
· Information Technology: EHR-integrated prognostic tools and "triggers" that flag patients with declining functional status.
· Clinician Training: Resources for training oncologists in "Serious Illness Conversation" protocols.
· Guidelines: Clinical pathways based on ASCO and NCCN recommendations regarding the futility of late-stage systemic therapy.
	· Prognostic Disclosure: Clinicians hold meetings to discuss the realistic expected course of the disease.
· Early Palliative Integration: Referring patients to palliative care at the time of advanced cancer diagnosis, not just at the end.
· Shared Decision-Making: Using decision aids to help patients choose between further systemic therapy and comfort-focused care.
· Treatment De-escalation: Actively reviewing and stopping systemic agents when the risks of toxicity outweigh the minimal chance of benefit.
	· GOC Documentation: A high percentage of patients having a "Goals of Care" (GOC) note in their electronic record.
· Consultation Rates: An increase in the number of palliative care consults per stage IV patient.
· Referral Timelines: Earlier timing of hospice referrals (weeks before death rather than days).
 
	· Patients and families report a clearer understanding of the disease trajectory and feel more "prepared" for the end of life.
· Reduction in systemic cancer-directed therapy in the last 14-30 days of life.
· Reduction in ED visits, hospitalizations, and ICU visits (less comfort-focused). Fewer patients are subjected to invasive monitoring or mechanical ventilation when death is imminent.
· Increased time in hospice care.
· Improved symptom control, comfort, quality of life, patient and caregiver satisfaction. A more positive experience of death.
	· Improved "Quality of Death" scores from bereaved families.
· Reduced overall healthcare expenditures by avoiding futile high-intensity care.
· Increased rates of death at home or in hospice (per patient preference).
 
 

	Feedback Mechanisms

	Entities reporting on this measure within MIPS can view their scores at the individual level or group level, depending on how the measure was reported. Entities receive preliminary feedback and then the final score report.

	Assumptions (underlying beliefs about the quality program and context)

	· Patient Preference: We assume that when provided with accurate prognostic information, many patients will prioritize comfort and quality of life over high-toxicity treatments with low efficacy.
· Access: We assume that patients have access to the recommended alternatives, such as home-based hospice or palliative supportive care.

	External Factors (conditions outside the quality program’s control)

	· New Drug Approvals: The availability of “low toxicity” oral therapies or immunotherapies can make it harder for clinicians to stop treatment, as they may feel the risk is lower even if the benefit is negligible.
· Cultural Beliefs: Some patients or cultures view stopping therapy as "giving up," which may lead them to demand treatment regardless of clinical futility.
· Patient preference: Patients and their families may prefer to continue with systemic cancer-directed treatment.



