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September 4, 2012 
 
Ms. Marilyn Tavenner,  
Acting Administrator and Chief Operating Officer 
Centers for Medicare & Medicaid Services 
Department of Health and Human Services  
Attention:  CMS-1590-P 
P.O. Box 8013 
Baltimore, MD  21244-8013 
 
Re:  CMS-1590-P, Medicare Program; Payment Policies under the Physician Fee Schedule, 
DME Face-to-Face Encounters, Elimination of the Requirement for Termination of Non-
Random Prepayment Complex Medical Review and Other Revisions to Part B for CY 2013 
 
Dear Ms. Tavenner: 
 
On behalf of the Community Oncology Alliance (COA), a non-profit organization 
representing the interests and well-being of community oncology practices and the patients 
they care for, I am submitting comments relating to the proposed rule for the Centers for 
Medicare & Medicaid Services (CMS) 2013 Medicare Physician Fee Schedule (2013 
MPFS) — CMS-1590-P, Medicare Program; Payment Policies under the Physician Fee 
Schedule, DME Face-to-Face Encounters, Elimination of the Requirement for Termination 
of Non-Random Prepayment Complex Medical Review and Other Revisions to Part B for 
CY 2013.  I will first provide general comments, and then follow with specific comments on 
the 2013 MPFS. 
 
We acknowledge the necessity for and importance of health care reform in order to ensure 
the fiscal sustainability of Medicare for this and future generations of senior Americans.  
Enhancing and measuring quality, patient experience, care coordination, value, and clinical 
outcomes are all important components of positive heath care reform.  As I will relate later 
in this letter, COA is actively incorporating these key elements of medical care delivery into 
our Oncology Medical Home model, including measurement of these.  However, the breath 
and magnitude of the reimbursement cuts proposed in the 2013 MPFS are staggering and 
counter productive in maintaining and enhancing a healthy, sustainable Medicare system, 
especially for cancer care provided to seniors.  I say that because the accumulated payment 
cuts made by CMS since 2005, and uncertainty caused by the flawed sustainable growth rate 
(SGR) formula, have already had a pronounced adverse impact on the delivery of cancer 
care.  Now, we face the daunting prospect of additional CMS payment cuts to cancer care, 
another substantial SGR-based cut — with little time to address it — and a sequestration cut 
to Medicare that will be devastating to community oncology practices. 
 
Over the past four years COA has tracked1 the marked consolidation in the nation’s cancer 
care delivery system.  Notably, 241 community cancer clinics have closed and 392 entire 
practices, typically comprising multiple clinic locations, have merged into or become part of 
hospital systems.  This has created access issues for senior cancer patients, a very vulnerable 
group, and is increasing costs for both Medicare and beneficiaries.  A study by Milliman2 
                                                        
1 Community Oncology Practice Impact Report, Community Oncology Alliance, 4/4/12 
2 Site of Service Cost Differences for Medicare Patients Receiving Chemotherapy, Milliman, 10/19/11 
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reports that Medicare pays $6,500 more on an annualized basis and seniors $650 more when 
cancer treatment is administered in the hospital outpatient setting rather than in independent 
community cancer clinics. 
 
Over the past two years there has been an alarming shortage of critical cancer drugs, which 
research and congressional testimony attribute to the cuts in Medicare drug reimbursement 
that have destabilized the market for low cost generic injectable cancer drugs.  Most 
importantly, the impact of drug shortages on cancer treatment has been significant as 
oncologists have had to suspend treatment, move to less-desirable clinical alternatives, or 
switch to more expensive treatment.  In one case where there is a more expensive treatment, 
the cost to Medicare has increased from $420 (for 12 cycles of the drug unavailable due to 
shortages) to $24,000 (for the available alternative) and the cost to the patient (for their 
copayment) from $108 to $6,000.     
 
I note that even CMS acknowledges the relationship between Medicare drug reimbursement 
and drug shortages in the 2013 MPFS.3  We agree with CMS’ decision to suspend 
implementation of the ASP to average manufacturer price (AMP) substitution policy, which 
would only serve to further destabilize an already unstable pricing market for these drugs in 
short supply. 
 
We urge CMS to reconsider its proposed reimbursement cuts in the 2013 MPFS, specifically 
to medical oncology (1%), diagnostic imaging (4%), and radiation therapy (14% and 19% 
for free-standing radiation facilities).  I note also that in addition to the proposed cuts in the 
2013 MPFS, including the approximate 30% overall SGR-based payment cut, community 
cancer clinics face the prospect of a devastating sequestration cut, especially relating to 
Medicare drug reimbursement.  The adverse impact to the nation’s cancer care delivery 
system has been pronounced with the accumulative Medicare reimbursement cuts for cancer 
care since 2005 as evidenced by clinic closings, market consolidation, and drug shortages.  
Further reimbursement cuts will only worsen this crisis.      
 
The table below was constructed using the COA model based on the 2013 MPFS, built from 
the bottom (i.e., code level) up, and actual data from a national sample of community 
oncology practices.  The table displays our estimates of the percent magnitude of the cuts 
(2013 versus 2012), including scenarios incorporating SGR and sequestration cuts. 
 
	  	  

RVU	  Changes	  with	  
SGR	  Fixed	  

RVU	  Changes	  with	  
SGR	  NOT	  Fixed	  

RVU	  Changes	  
with	  SGR	  NOT	  
Fixed	  with	  

Sequestration	  
Evaluation	  &	  Management	   1.10%	   -‐26.20%	   -‐27.40%	  
Medical	  Oncology	   -‐2.70%	   -‐29.00%	   -‐30.10%	  
Diagnostic	  Imaging	  
(Radiology)	   -‐10.20%	   -‐34.50%	   -‐36.60%	  
Radiation	  Therapy	   -‐13.20%	   -‐36.60%	   -‐37.60%	  

 
Note that our estimates of the magnitude of the proposed 2013 MPFS cuts are greater for 
medical oncology and diagnostic imaging, and slightly lower for radiation therapy.  The 
main point from this table is that the cuts, which are added to previous fee schedule payment 
cuts, are severe and made unworkable with the SGR-based and sequestration cuts.  We also 
note that sequestration would most adversely impact Medicare drug reimbursement, which is 
                                                        
3 Section III (Other Provisions of the Proposed Regulation), B (Part B Drug Payment: Average Sales 
Price (ASP) Issues) 
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now nominally at ASP + 6%, but in effect much lower in practice due to the inclusion of the 
manufacturer-to-distributor prompt payment discounts included in the ASP calculation, 6-
month time lag, and patient bad debt.  The 2% sequestration cut would bring down Medicare 
drug reimbursement close to ASP + 4% and with the other factors previously mentioned 
would effectively put most cancer drugs “under water” — meaning, reimbursed at less than 
their cost.  
   
While we urge that CMS stop any additional payment cuts to cancer care, COA is spending 
considerable effort on solutions to the flawed SGR formula and the community cancer care 
crisis.  We have brought together providers, private payers, patients and advocates, practice 
administrators, and other professionals in a Steering Committee to develop the Oncology 
Medical Home model and measurement set.  Already this committee has identified 16 key 
measures of quality and value in cancer care delivery, as well as developed and fielded a 
patient experience/satisfaction measurement tool.  An Implementation Team comprised of 
practice administrators is working with community cancer clinics nationwide to develop and 
implement an oncology medical home model that will measure the quality and value of care 
delivered.  Practices are piloting different types of payment models with private payers, 
including episode-of-care, bundling, shared savings, and other arrangements.  However, 
further cutting Medicare reimbursement in the face of us working on real solutions will only 
undermine our ability to arrive at solutions to strengthen, not weaken, the nation’s cancer 
care delivery system. 
 
We would welcome the opportunity to meet with personnel from CMS to discuss in detail 
the extensive work we are doing on the Oncology Medical Home model and related payment 
systems.  
 
Finally, COA would like to comment on selected provisions within the 2013 MPFS.  We do 
so referencing the specific sections in the 2013 MPFS. 
 
Section I. Executive Summary and Background 
 
Subsection B. Background — Sustained Growth Rate (SGR)  
 
It is widely acknowledged that the SGR is a failed statutory formula.  Once again, providers 
and their patients are hoping that Congress will fix the SGR — not just patch it but actually 
fix the SGR by eliminating it as the basis for Medicare reimbursement.  COA has met with 
members of Congress and congressional staff on this and is actively working on specific 
solutions for the provision of cancer care.  Failure of Congress to address this problem — 
most likely in the “lame duck” session after the elections — will have devastating 
consequences.  This is especially true, as we previously noted, given that cancer care 
providers face a 2% Medicare sequestration cut that by itself will be devastating.  This 
unstable environment is even more reason why CMS must forestall any reimbursement cuts 
impacting cancer care.  In fact, CMS must consider creating greater parity between 
physicians’ practices and hospitals, in light of CMS proposals to actually increase payment 
for drugs and services to outpatient hospital facilities.   
 
Section II.  Provisions of the Proposed Rule 
 
Subsection B.  Potentially Misvalued Services Under the Physician Fee Schedule 
 
Codes under consideration as being “misvalued” with annual allowed charges of $10 million 
or more include critical radiation codes.  COA is especially concerned that additional 
payment cuts to this essential component of cancer care will have a profound effect not only 
on the quality of care but also on the outcomes of seniors in active cancer treatment.  We 
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urge CMS to not conduct such a myopic review, but rather look at the complete integrated 
cancer care model, understanding that radiation therapy and diagnostic imaging are key 
components of that efficient care model.  This means not just decreasing the procedure time 
assumptions for IMRT and SBRT radiation procedures but also considering the increasing 
cost and maintenance of the equipment.  CMS estimates that the proposed change in the way 
freestanding radiation oncology practices are reimbursed will result in over $300 million 
dollars in cuts to cancer-related services.  This is simply unrealistic and will result in the 
closure of many of these facilities. 
 
Subsection D. Geographic Practice Cost Indices (GPCIs)  
 
In an effort to reduce disparities in the way Medicare services are reimbursed regionally 
across the country, the Institute of Medicine (IOM) was tasked with analyzing and reporting 
on methodology to weight regional payments.  The IOM report suggests significant payment 
reductions in certain regions, such as a cut in physician reimbursement of 17% in Alaska, 
9% in the Dakotas, and 7% in Nevada.  On the other hand, payments would increase by 9% 
and 3% in San Diego and Santa Cruz (California), respectively.  There is no rhyme or reason 
to these regional payment adjustments as proposed. 
 
We understand that CMS is proposing not to implement any GPCI payment modifications 
for CY2013, but is instead seeking input on the IOM findings.  COA believes that the IOM 
study reveals the vulnerability of the GPCI adjustment process and suggests yet another 
factor to consider in fixing the Medicare system currently based on the flawed SGR formula.  
CMS must first look at patient access issues, especially in rural areas, before making 
payment cuts that will likely adversely impact access of patients to care.  Although on the 
surface it may seem like rural areas have a lower cost of care than large urban areas, CMS 
needs to closely examine the actual costs of attracting providers to rural areas of the country.   
 
Subsection H. Primary Care and Care Coordination 
 
CMS proposes recognition of and payment to an “advanced primary care practice” that has 
implemented a medical home model.   CMS also proposes that the agency would need to 
verify that the practice meets some defined criteria as a primary care medical home.  We 
request that CMS consider expanding this to include oncology as a recognized medical 
home, either providing or coordinating all care for a patient in active cancer treatment.  The 
rationale is that when a Medicare beneficiary is in active cancer treatment it is the 
oncologist, and not the primary care physician, who is coordinating the patient’s care.  This 
coordination of care goes well beyond the basic management of the patient as covered by the 
E/M codes.  As such, there should be a separate Oncology Medical Home code or code set 
for managing cancer patients according to established criteria.  Regarding credentialing of 
the Oncology Medical Home, COA recommends that it work with CMS in developing a 
CMS-credentialed process.  COA has already identified the processes involved in an 
oncology facility functioning as a medical home.   
 
We also note that it is the intent of CMS to create a new G code for care management 
associated with the work component involved when transitioning a patient from either an in-
hospital, skilled nursing facility (SNF), or mental health center to the patient’s primary care 
physician.  The code descriptor would be reflective of all non-face-to-face services 
performed on behalf of the patient being transitioned whose health issues require moderate 
or high complexity medical decision-making.  The code must be billed within 30 days 
following the date of discharge and will be paid only once during this period to a single 
provider of care.  CMS anticipates this code to be utilized primarily by the primary care 
physician.  COA recommends that any practicing physician managing that patient’s care in 
the post-discharge period be able to bill under this G code, including oncologists. 
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Subsection K.  Physician Value-Based Modifier and the Physician Feedback Reporting 
Program 
 
CMS proposes applying a value-based modifier in 2015 to physician groups with 25 or more 
eligible providers.  Group practices providing high quality and low cost care would receive 
an upward payment adjustment, while practices with low quality and high costs would 
receive a downward adjustment.  During a recent CMS provider call on this topic, COA 
inquired as to the national practice mean size and whether or not CMS would categorize 
practices by specialty.  CMS responded that all practices, regardless of specialty designation, 
would be lumped together for purposes of assigning a value-based modifier payment.  Given 
the substantial differences in the delivery of medical care, especially cancer care, COA 
believes that lumping all medical practices together is inappropriate.  COA urges CMS to 
reconsider its intention of lumping all medical practices together.  
 
COA also inquired as to the number of groups with 25 or more eligible providers.  CMS 
does not know exactly and this uncertainty, coupled with other issues, leads COA to 
conclude that CMS is not close to implementing the value-based modifier program.  We 
encourage CMS to work with all the different specialties in delineating and vetting every 
aspect of this program well in advance of implementation.  COA is very concerned that for 
large practices the base comparison year for the value-based modifier will be 2013, when 
CMS is unable to establish the specific criteria for measurement to the base year.  It is 
obvious that much work needs to be done on this program before it is close to 
implementation.  COA notes that the value-based modifier program for hospitals is far 
different than for physicians from different specialties.    
 
Section III.  Other Provisions of the Proposed Regulation 
 
Subsection B. Part B Drug Payment: Average Sales Price (ASP) Issues 
 
COA underscores that it is essential that CMS not implement the ASP to AMP price 
substitution policy at a time when drug shortages are a critical problem for oncologists and 
their patients.  The Medicare pricing system for drugs is unstable and does not need to be 
further destabilized.  We concur with CMS’ decision to not implement the price substitution 
policy.   
 
I conclude our comments by stating that COA is committed to finding solutions to 
strengthening the Medicare program for current and future generations of senior Americans 
battling cancer.  However, it is imperative that CMS not implement any further payment cuts 
to cancer care.  I reiterate that COA is available to talk with CMS in detail about the 
solutions it is working on as part of the Oncology Medical Home initiative. 
 
Sincerely, 
 
 
 
 
 
David Eagle, MD 
President 


