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Important to Remember
The information provided in this presentation is for

informational purposes only. Information is provided for
reference only and is not intended to provide
reimbursement or legal advice.
Laws, regulations, and policies concerning reimbursement
are complex and are updated frequently and should be
verified by the user. Please consult your legal counsel or
reimbursement specialist for any reimbursement or billing
questions.
You are responsible for ensuring that you appropriately and
correctly bill and code for any services for which you seek
payment. Oplinc does not guarantee the timeliness or
appropriateness of the information contained herein for
your particular use.
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Health Care Payment Reform
To bend the cost curve without reducing
benefits or coverage, while improving quality of
care at the same time:
1.
2.
3.

Better Health
Better Care
Lower Cost
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Oncology Is Increasingly Under the
Spotlight
 Cancer incidence is rising

 Cost of cancer treatment is rising
• Average cost of new cancer drug is $10,000 a month
 Certain cancers classified as “chronic” disease
• Expensive treatments taken for prolonged periods
 Affordable Care Act (ACA) removes “pre-existing”

clauses and yearly and lifetime benefit limits
• Payers have unlimited financial liability

 Increase in cancer survivors
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Payment Reform & Oncology
Steadily rising cost of health care is unsustainable.
Advances in cancer detection, prevention & treatment
have decreased the cancer death rate and increased
cancer costs.
Cancer care costs represent just 5% of total
healthcare costs, however, the cost of cancer care is
the fastest growing expense, the National Cancer
Institute (NCI) projects a 26.8% increase in the cost
of cancer care through 2020.
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National Cancer Institute

Cancer Tops Payers List

The Zitter Group. Managed Care Oncology Index. Winter 2012.
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Payment Reform
 Emphasis on moving from fee-for-service to
Value Based Purchasing (VBP)
 The new payment approaches will require
providers to be able to measure and report

performance
 There will be a continued push for
transparency and public reporting of cost and
quality

7

Value Based Payment
 Identification and promotion of the use of quality








measures through pay for reporting,
Payment for quality performance,
Measures of physician and provider resource use,
Payment for value-- promote efficiency in resource
use while providing high quality care,
Alignment of financial incentives among providers,
and
Transparency and public reporting.

8

2014 Value Based Modifier

Groups of physicians
with 10+ eligible
professionals (EPs)

PQRS Reporters

Non PQRS Reporters

Avoid the 2016 PQRS payment
adj. via GPRO web-interface,
registries, EHR or the individual
50% option

Fail to avoid the 2016 PQRS
payment adj. by not using GPRO
web-interface, EHR or the
individual 50% option

Mandatory
Quality Tiering
calculation

-2.0%
(downward
adjustment)

Groups of
physicians with
10-99EPs

Groups of
physicians with
100+ EPs

Upward, or no
adjustment based
on quality tiering

Upward, neutral,
or downward
adjustment based
on quality tiering
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Center for Medicare & Medicaid
Innovation (CMMI)
 Created by the ACA, the CMMI will test

innovative payment & service models to
reduce cost while preserving or
enhancing quality of care
• Includes Medicare, Medicaid & CHIP

 Emphasis on models that transition pay

from fee-for-service to Value Based
Purchasing
www.innovations.cms.gov/
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Merit-Based Incentive Payment System
(MIPS) Proposed
 The legislation consolidates the three existing quality

programs, the Physician Quality Reporting System (PQRS),
the Value‐Based Modifier (VBM) and Meaningful Use of
Electronic Health Records (EHR) into the MIPS program.

 The penalties associated with the current programs would

sunset at the end of 2017, including the 2% penalty for
failure to report PQRS quality measures and the 3%
penalty for failure to meet EHR MU requirements.

 The MIPS provides incentives for providers who meet

performance thresholds, improve care for seniors, and
provide certainty for providers .
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Resource
Use

MIPS
Proposed

Payment
Bonus %

Quality
Reporting
Composite
Score
0-100

Threshold

No bonus or
penalty

EHR
MU

Clinical
Improvement
Activities

Payment
Penalty %

Bonuses may be as high as 12% in 2018 and 27% by 2021
Penalties start at 4% in 2018 and reach 9% in 2021

13

Provider Payment Reforms
 Accountable Care Organizations (ACOs)
 Bundled payments
 Payments for episodes for care
 Pay for Performance
 Patient Centered Medical Homes (PCMH)
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Accountable Care Organization
A patient-centered organization where the patient
and providers are partners in care decisions

Goal:
“To deliver seamless, high-quality care for
Medicare beneficiaries, instead of the fragmented
care that often results from a fee-for-service
payment system in which different providers
receive different, disconnected payments. “
www.cms.gov/.../ACO_Providers_Factsheet_ICN907406.pdf
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ACO Final Rule – Quality Measures
Four Domains of Quality Measures
To earn shared savings the first performance year,
providers must fully and accurately report across all four
domains:
 Patient Experience
 Care Coordination and Patient Safety
 Preventive Health
 Caring for At-Risk Populations

ACOs must meet 33 of the quality measures
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Oncology
 On May 1, 2012 Florida Blue launched a new
Oncology ACO with partners Baptist Health
South Florida, and Advanced Medical
Specialties (AMS), a Miami-based oncology

group.
 Oncologists more often ACO specialist
“neighbor”
 Oncology Medical Homes probably better fit
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Medicare’s Bundled Payments for Care
Improvement (BPCI)
 The goal of BPCI is to evaluate the use of bundled

payments in supporting the delivery of high-quality,
coordinated care at lower costs for Medicare.
 Designed to encourage health care providers to work
together to better coordinate care for patients both
when they are in the hospital and after they are
discharged.
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Episode Based Payments
 One payment is made to a provider organization to

cover all expenses associated with a discrete illness
episode.
 Payments based on the average cost of care, with
providers taking on a risk for overutilization and
outliers.
 A “personalized approach” to cancer care is likely to
produce better outcomes and reduce unnecessary
therapies and costs.
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Patient-Centered Medical Oncology Home
(PCMH)
 The goal of the PCMH is to place the central focus on the patient, to

ensure seamless coordination of care, and aggressively pursue
symptomatic and preventive care.

 Consultants in Medical Oncology and Hematology (CMOH)—a 9physician, single-specialty practice was the first oncology practice
recognized by the NCQA as a level III PCMH.

 CMOH reports their PCMH was able to decrease:
• Emergency department visits by 68%,
• Hospital admissions per patient treated with chemotherapy per year by 51%,
and
• The length of stay for admitted patients by 21%

www.ajmc.com/publications/issue/2012/2012-2-vol18-sp/Oncology-PatientCentered-MedicalHome#sthash.ZlDahNSs.dpuf
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Health Care Innovation Award
INNOVATIVE ONCOLOGY BUSINESS SOLUTIONS, INC.

Project Title: “Community oncology medical homes (COME HOME)”
Florida, Georgia, Maine, New Mexico, Ohio, Pennsylvania, Tennessee
 Funding Amount: $19,757,338
 Estimated 3-Year Savings: $33,514,877
 Summary: 7 community oncology practices will implement & test a
medical home model of care delivery for newly diagnosed or relapsed
Medicare and Medicaid beneficiaries and commercially insured patients

with breast, lung, or colorectal cancer. Comprehensive outpatient
oncology care will include: patient education, team care, medication
management, and 24/7 practice access and inpatient care coordination.

http://innovations.cms.gov/initiatives/Innovation-Awards/tennessee.html
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CMMI – Oncology Care Model (OCM)
 OCM would target chemotherapy treatment and the spectrum of care provided to
a patient during a 6-month episode following the start of chemotherapy
treatment. Participants would be physician practices that furnish chemotherapy
treatment, and would be expected to engage in practice transformation to
improve the quality of care they deliver.
 Requirements practices must fulfill in order to participate in OCM, include:
• Employ one or more designated patient navigator/care coordinators;
• Document a care plan that contains the 13 components in the Institute of Medicine Care
Management Plan outlined in the Institute of medicine report, “Delivering High-Quality
Cancer Care: Charting a New Course for a System in Crisis”;2
• Provide and attest to 24 hours a day, 7 days a week patient access to an appropriate
clinician who has real- time access to practice’s medical records;
• Utilize data for continuous quality improvement; and
• Use an ONC-certified EHR and attest to Stage 2 of meaningful use by the end of the fourth
model performance year.
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OCM Quality Metrics:
Determining Performance Payments
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www.advisory.com/research/oncology-roundtable/oncology-rounds/2014/08/the-new-cmmi-oncology-care-model-key-takeaways-and-questions
Source: CMMI, “Preliminary design for an oncology-focused model” (2014)

ASCO – New Payment Model Should be
Based on Key Tenents:
 Physician play a leadership role in development &







testing
A reasonable transition period to protect patients and
practices from harmful disruption
SGR no longer the basis for determining Medicare
payment to physicians
Incentives support achievable improvements in patient
outcomes, quality, value and efficiency
The system fosters care that is physician-defined &
clinically meaningful for patients
Medicare facilitates high-quality care for its
24
beneficiaries without adding to the national deficit

Medicare Payment Reform
ASCO Proposal
 ASCO’s Quality Oncology Practice Initiative (QOPI)

should be used as the oncology quality reporting
mechanism for any new Medicare reimbursement
structure.
 Patient-centered medical homes, a team-based model to
provide comprehensive, continuous, high-quality care.
 Case management fees that cover the full range of
services oncologists provide and are tied to appropriate
quality indicators.
 Combination approaches involving a mix of a case

management fee, clinical pathways & quality incentives.
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ASCO’s Consolidated Payments for
Oncology Care (CPOC)
 American Society of Clinical Oncology (ASCO) proposed a new

payment method for cancer care to facilitate the move away
from the current fee-for-service system

 Bundles evaluation and management services and drug

administration services (drugs would continue to be billed & paid
separately), into 5 types of “bundles” reflecting care provided for
patients at different stages of treatment:

1.
2.
3.
4.
5.

New Patient Payment
Treatment Month Payment
Active Monitoring Month Payment
Transition of Treatment Payment
Clinical Trial Payment
www.asco.org/advocacy/physician-payment-reform.
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ASCO’s CPOC Quality Component
 ASCO’s CPOC includes a Value-Based Payment Adjustment that modifies payment
to an oncology practice by up to 10% based on its performance on the following
three value measures: 1. Use of and Adherence to Care Pathways. A practice would
receive a higher score if it uses available care pathways to guide its care and if adherence to
the pathway is at or above the average for the pathway.
2. Providing High Quality Care to Patients. A practice would receive a higher score if it has better
performance than peers on a composite of quality measures. Quality measures would be drawn from the
measures included in the Quality Oncology Practice Initiative (QOPI). 3. Frequency of Emergency Room
Visits for Patients. A practice would receive a higher score if (i) patients have a risk-adjusted rate of visits
to emergency rooms for avoidable oncology-related reasons that is significantly lower than other oncology
practices during the prior year, or (ii) there has been a significant reduction in the rate of such visits over the
previous year. The practice would receive a lower score if the risk-adjusted rate of visits was significantly
higher than other practices. The risk-adjustment would consider (i) differences in patient comorbidities,
performance status, and drug toxicities as measured in the treatment month formula and (ii) the distance of
the patient’s home from the oncology practice.

www.asco.org/advocacy/physician-payment-reform.
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ASCO:
Paying for Quality in Cancer Care
 Patient-centered medical homes, a team-based model

that aims to provide comprehensive, continuous, highquality care
 Case management fees that cover the full range of
services oncologists provide and are tied to
appropriate quality indicators
 Combination approaches involving a mix of a case
management fee, clinical pathways and quality
incentives
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www.asco.org/sites/default/files/shapingfuture-lowres.pdf

www.asco.org/advocacy/physician-payment-reform

Stage I Measures
Stage II Measures
Stage III Measures

Community Oncology Alliance (COA)
www.communityoncology.org/UserFiles/COA_Payment_Reform_Modelv18_2014.pdf

Community Oncology Alliance (COA)
www.communityoncology.org/UserFiles/COA_Payment_Reform_Modelv18_2014.pdf

COA Oncology Medical Home Website
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www.medicalhomeoncology.org

Least Costly Alternatives - Medicare
 Medicare applied LCA to Part B drugs between 1995

and 2010.
 In 2008, a beneficiary challenged use of the policy for
arguing that the drug should be paid based on its own
ASP + 6 percent.
 Federal courts ruled in favor of the beneficiary arguing
that CMS never had authority for LCA drug policies
and that all such policies are rescinded.
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Dynamic Pricing Policy
 March 2014 MedPAC meeting discussed improving Medicare

spending value by linking FFS payment to the comparative
clinical effectiveness of healthcare therapies.

 Under Pearson and Bach’s dynamic pricing policy a new service’s

payment rates would be linked to evidence on comparative
effectiveness.

 The policy assigns new services to one of three categories based

on availability of comparative clinical effectiveness evidence:
1. Evidence of improved outcomes compared with alternative,
2. Evidence of similar outcomes compared with alternatives, and
3. Insufficient evidence to assess comparative effectiveness.

 This is a highly political issue and changes to drug

reimbursement would require an act of Congress.
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Using Comparative Effectiveness Research To Determine Medicare Coverage And
Reimbursement.

Pearson S D , and Bach P B Health Aff 2010;29:1796-1804
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Payers and Cancer Pathways

The Zitter Group. Managed Care Oncology Index. Winter 2012.
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Why the Push for Pathways?
 Payers looking to control/predict costs

 Third-party entities selling products
• May contract w/payor to develop pathways, or
• Work directly with oncologists to develop pathways
 Providers seeking to decrease treatment variations
• High-quality care with less waste
• May help educate payers on best practices in cancer care
 Hope for improved patient outcomes
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JNCCN – Volume 10 Supplement 1 – October 2012

Medicare – Pathways
 CMS is reviewing a proposal to use oncology clinical

pathways in a pilot program designed to control costs
and promote more uniform medical practice.
 They are looking at NCCN and McKesson pathways
and may develop a pilot project in select oncology
practices and hospitals.
 The pathways are built on an already established
oncology pathway product from US Oncology,
according to the company.
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Patient Centric - Economics
 Transparency of quality and cost through public

reporting
 Allows consumers to be informed of the
effectiveness of health providers
 Value Based Purchasing
• An ACA goal and an economic concept of patientcenteredness encourages consumers (patients) to
go to hospitals and physicians that provide the
greatest value
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Physician Compare
 HHS will publish utilization and payment data for

physicians on the Physician Compare website by July
1, 2015.
 Doctors will have a chance to review and correction
information prior to its publication.
 The bill states, "The website will indicate, where
appropriate, that information may not be
representative of the eligible professional's entire
patient population, variety of services furnished, or
the health conditions of the individuals treated."
40
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Private Payer Efforts
1.

Report information to providers to show them how they look
on various measures compared to a relevant benchmark in the
hopes that that will stimulate their interest in improvement.

2.

Attach financial incentives to those measures in pay-forperformance arrangements.

3.

Publically report providers performance to motivate them to
improve their performance in order to protect their reputations
and the demand for their services.

4.

Provide members incentives to use certain providers over
others based on the quality and cost of the care that those
providers give.

45

What’s Next?
 Private payer interest in ACOs and Medical Homes are

growing
 ACOs & Medical Homes are being sponsored by:
• Hospital systems
• Physician groups
• Insurers
 Sustainable Growth Rate Formula

• Bipartisan agreement that this in untenable – another
short term fix or a permanent fix?
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Summary
Continued Push by Public & Private Payers for:
 Patient centered care
• Shared decision making
• Increased care coordination
• Enhanced quality of care
 Reducing treatment related emergency room visits &

hospitalizations
 Clinical pathways compliance
 Rationalized end-of-life planning
 Cost efficiencies
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AMA Resource: Evaluating and Negotiating
Emerging Payment Options
Developed by the AMA and experts in physician
payment issues, this series of resources discusses each
of the various payment options physicians are now
being offered and sets forth the key issues physicians
must consider when determining whether to agree to a
particular payment system, how to determine a fair
price and how to reconcile any payments received to
ensure that they are accurate.

www.ama-assn.org/ama/pub/physician-resources/practice-management-center/
48
claims-revenue-cycle/managed-care-contracting/evaluating-payment-options.page

ION Solutions
Community Counts

www.ourcommunitycounts.org

Sponsored By
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Resources

Resources
 CMS ACO FAQs

www.cms.gov/Medicare/Medicare-Fee-for-ServicePayment/sharedsavingsprogram/Downloads/MSSP_FAQs.pdf
 CMS Bundled Payment Questions

mailto:BundledPayments@cms.hhs.gov

 CMS Fact Sheet on Bundled Payments Initiative

http://innovations.cms.gov/Files/fact-sheet/Bundled-Payment-FactSheet.pdf
 CMS Bundled Payments FAQs

http://innovations.cms.gov/Files/x/BundledPaymentsFAQ.pdf
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RESOURCES
For more information:
HealthCare.gov or CuidadoDeSalud.gov
Sign up to get updates at:
healthcare.gov/subscribe
Partner resources available at:
marketplace.cms.gov
CMS Marketplace Resources
www.Marketplace.cms.gov
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24/7 Call Center: 1-800-318-2596

RESOURCES
 Kaiser on Health Care Reform http://kff.org/health-

reform/
 U.S. Small Business Administration/Health Care
http://www.sba.gov/healthcare/
 Aflac Healthcare Reform Resources
http://www.aflac.com/healthcare_reform/default.aspx
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Resources
 CMS Shared Savings Program

http://www.cms.gov/Medicare/Medicare-Fee-for-ServicePayment/sharedsavingsprogram/index.html?redirect=/sharedsaving
sprogram/
 Center for Medicare and Medicaid Innovation

http://www.innovations.cms.gov/

 CMS Proposals Value Based Modifier

http://www.cms.gov/Outreach-andEducation/Outreach/NPC/Downloads/8-1-12-VBPM-NPCPresentation.pdf
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