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General Comments 
 
In general, we are pleased with the overall framework of Medicare payment reform in the discussion draft 
prepared by the Senate Finance and Ways & Means Committees (the “Committees”).  The failed 
Medicare SGR-based payment system is a “sword of Damocles” hanging over the head of community 
oncologists, as well as all medical practitioners.  It is simply become impossible to do any type of medical 
practice strategic planning when 24-30% Medicare payment cuts loom each year.  This, along with 
ongoing reimbursement cuts to cancer care by the Centers for Medicare & Medicaid Services (CMS), 
have not only paralyzed community oncology practices but also forced them to merge into hospitals.  This 
migration into a setting that is more expensive for both Medicare and seniors has now been clearly 
documented in studies by Milliman, Moran, and Avalere.  If the current SGR-based system is not 
fundamentally fixed, along with the current (sequester) and proposed (Medicare fee schedule) 
reimbursement cuts to cancer care, physician payment reform will become an academic exercise because 
all cancer care will be shifted into hospitals.        
 
We especially note inclusion of the medical home in aspects of Medicare payment reform developed by 
the Committees as a positive and specifically in terms of opening those models for participation by 
specialists. COA has spent over 2 years developing the Oncology Medical Home model, including a 4-
phase, 5-year alternative payment system that we believe can enhance both the quality and efficiency of 
cancer care.  We appreciate the time the Committees have spent meeting with COA oncologists and 
administrators who have invested considerable time on medical home clinical and operational process 
change, as well as meaningful payment reform in concert with that change. 
 
We endorse the Committees’ move towards performance-based fee-for-service in the discussion draft.  
Although in oncology we have been piloting episode-of-care payments in the private sector, the model 
needs additional data, testing, and modification in order to even consider implementing with Medicare for 
just one cancer type.  The complexity of these pilots also shows that additional work is needed to make 
the model scalable for all providers.  COA has incorporated a possible hybrid episode-of-care payment in 
our model; however, what can be implemented right now in oncology is a performance-based fee-for-
service alternative payment model (APM) with two-sided risk.  We note that fee-for-service is the 
standard payment model (not just in medicine) underpinning the American economy.  The problem is, 
unlike in medicine, fee-for-service in our economy is performance based — fees vary based on measured 
or perceived value.  So, the Committees’ push towards fee-for-service based on performance, while 
incentivizing and allowing APMs to be tested, is a positive step in the right direction. 
 
In terms of general comments, we note that we are very concerned about the provisions relating to APMs, 
and it is difficult to definitively comment on this aspect of the Committees’ work until we see legislative 
language.  We understand the pressures to keep the Congressional Budget Office (CBO) score down on 
reform legislation, just considering the substantial cost in simply eliminating the SGR.  However, we are 
concerned about excessively shifting all aspects of alternative payment reform implementation to CMS 
and rulemaking.  For example, in our case, we have spent considerable time and money submitting a 
request to the Center for Medicare & Medicaid Innovation  (CMMI) for a Phase 2 grant to implement our 
payment reform model for oncology.  If we do not get this grant, what is our recourse for implementing 
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an APM under the Committees’ payment reform proposal?  In fact, we stand ready now to implement our 
APM for Medicare, and even combine it with private pay insurance, but there is no existing path for 
doing this with CMS except for the expensive and lengthy CMMI process.  We encourage the Committees 
to lean more on the legislative, rather than administrative rule-making process, to clear the path for APM 
implementation.  Even if more legislative direction increases the score of the legislation — which it 
should not; however, that is a larger CBO scoring issue — we believe that the success of true payment 
reform will depend on making it relatively easy for areas of medicine such as community oncology to 
proceed post haste with APM implementation.       
 
We again thank the Committees for all their hard work and are encouraged that this is moving in the right 
direction.  We hope that the Committees can come together with the Energy & Commerce Committee to 
craft an SGR fix and payment reform legislation on an expedited basis.  
 
As requested, we are now providing specific comments on the draft, which we do by discussion draft 
section.   

Specific Comments by Section 
 
I.  SGR Repeal and Annual Updates 
 
We strongly support permanent repeal of the SGR update mechanism.  However, we are concerned about 
a zero percent update until potential bonus payments kick in from alternative payment models and/or the 
Value-Based Performance (VBP) Payment Program.  Potentially, practices could face 3 years of zero 
percent increases, which in the face of even mild practice-related cost inflation effectively results in 
payment cuts to medical practices.  We urge the Committees to consider either an update for those start-
up years before potential bonus payments kick in or alternatively consider an incentive increase during 
those transitional years for providers committing to implement APMs.  We believe that the Committees 
understand that implementing APMs has significant cost for practices.  If the goal is to encourage the 
launch of APMs it is important for providers to be incentivized.     
 
No mention is made of what will happen with the geographic practice cost indices (GPCIs), which we 
recommend the Committees not change as with recent SGR patches.  
 
II.  Value-Based Performance (VBP) Payment Program 
 
We strongly agree with ending the Physician Quality Reporting System (PQRS), Value-Based Modifier 
(VBM) and freestanding electronic health record (EHR) meaningful use programs.  We note that for 
oncology these programs are only peripherally relevant and we ask the Committees to understand why 
this is in crafting specific legislation.  We say that because it is imperative that the VBP program 
incorporate quality measures specific to oncology from the start or the program will not measure true 
quality cancer care delivery.  It is not sufficient to start with the current PQRS measures for oncology.  As 
the Committees know, COA has assembled a multi-disciplinary team of oncology providers, private 
payers, and patient representatives who have developed and endorsed 19 measures of quality and value in 
cancer care delivery.  It is imperative that CMS work in close concert with specialty organizations such as 
COA, who have progressed in developing APMs, to define quality and value criteria that is meaningful 
by specialty.   
 
Likewise, the specific definition and data gathering on resource use needs to be meaningful not just for 
cancer care as a whole but by treatment area (i.e. cancer type).  The costs vary substantially by cancer 
type and further vary by patient type.  This is not meant to hinder movement towards evidence-based 
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medicine but simply to acknowledge that “cancer” is not a single disease but actually well over 200 
diseases. 
 
We endorse the concept of performance scores as part of the VBP program but have several comments 
specifically related to the scoring process: 
 

• Scores should definitely be able to be calculated at the group level. 
• Scores should be relative to similar providers, and not absolute. 
• Scores should be relative to all providers, including at least those practicing in outpatient hospital 

departments.  In the case of oncology, we believe that scores should be relative to all cancer care 
providers. 

• We recommend down-weighting the EHR score component to 10% immediately and increasing 
the score accordingly for clinical practice improvement activities.  

• We concur with the highest possible score for clinical practice improvement activities attributed 
to primary care physicians or specialists practicing in a “certified” medical home. 

• We strongly recommend that the Committees NOT specify any one entity as a certifying entity of 
medical homes in the legislation and, in fact, clearly mandate the Health and Human Services 
(HHS) Secretary to approve of more than one certifying entity. 

• We believe that patient satisfaction be specifically incorporated into either the quality or clinical 
practice improvement activities scoring component. 

• Penalties should be capped, especially as the VBP program is implemented, because they could 
be as high as 8% increasing to 10%.  That could drive small practices out of business and 
contribute to the growing physician shortage. 

 
Also relating to this section, we encourage the Committees to mandate that the HHS Secretary provide 
quality and resource use reporting at the very least on a quarterly basis.  The success of any payment 
reform programs will be predicated on accurate and timely feedback reporting and benchmarking.     
 
Finally, we encourage the Committees to really think through the ramifications of not allowing providers 
participating in APMs to be included in the VBP program.  What this could effectively do is eliminate 
providers that may be the most progressive and thus possibly giving the highest VBP program bonuses to 
not the highest achieving providers.  In fact, realizing this, high achieving providers may hold back from 
making investments in APMs to capture the highest VBP bonus.  
 
III.  Encouraging Alternative Payment Model Participation 
 
We have several concerns with APMs.  First, as previously stated, we are very concerned on exactly how 
a specialty such as community oncology, that is ready now to implement a very specific Medicare APM, 
even in conjunction with private payers, will be able to do so.  Second, clear definition needs to be made 
of the “Medicare” revenue percentage threshold.  We recommend that the definition of “Medicare” 
include both fee-for-service and Medicare Advantage.  Finally, we like the proposal of a Medicare and 
non-Medicare option but it will be helpful to analyze specific legislative language on this specific 
proposal. 
 
We want to make it clear — and we hope the Committees concur — that providers participating 
specifically in shared savings and similar types arrangements would be able to share with Medicare in 
savings achieved, according to the specific model rules.  We say this because we applaud the Committees 
use of a 5% investment/incentive bonus for APM participants; however, we would encourage the 
Committees to initiate this bonus earlier than 2016 for APM participants.  We suggest, as we have done 
previously, that this or a similar incentive bonus could be used with APM providers to bridge the zero 
percent update. 
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IV.  Encouraging Care Coordination for Individuals with Complex Chronic Care Needs 
 
We believe that this is very important and highly urge the Committees to make it clear that specialists — 
such as oncologists in certified Oncology Medical Homes — be eligible to bill these codes. 
 
V.  Ensuring Accurate Valuation of Services Under the Physician Fee Schedule 
 
First, we hope that the Committees do not legislate the mistake that CMS is proposing relative to 
“misvalued” codes by capping physician-related payments with year-old hospital rates.  In considering 
“misvalued” payments there should be payment parity between physician offices and outpatient hospital 
departments delivering identical services.  Second, we do not agree with reducing the physician payment 
pool by 1% or less simply because no codes or an insufficient number or dollar amount of codes were 
identified as “misvalued.”  This is an arbitrary decision and appears to be contrary to the fact-based 
performance payment system developed by the Committees.    
 
VI.  Recognizing Appropriate Use Criteria 
 
One of the most troubling aspects of the Committees’ draft proposals is using “appropriate use criteria” 
relating to advanced imaging in cancer care.  We fully support the need for evidence-based 
guidelines/pathways in the use of advanced imaging, including in oncology.  That is why COA is working 
towards greater evidence-based protocols in this area.  However, we are very concerned with allowing the 
HHS Secretary too much latitude in specifying “appropriate use” in a manner that could have a profound 
adverse impact on cancer care.  The Committees need to understand that more private payers require 
“appropriate use criteria” and/or prior authorization for advanced imaging.  These criteria are typically 
different and require an increasing amount of time on the part of the oncologist, actually detracting from 
the quality of patient care and worsening inefficiencies.  We also note that in cancer care there are not 
thorough “appropriate use criteria,” which is why COA is focused on working in this area.  We implore 
the Committees to not make a bad situation worse, and underscore the need for the HHS Secretary to 
work closely with specialty groups, such as COA, before implementing administrative policy in this area.  
 
VII.  Expanding the Use of Medicare Data for Performance Improvement 
 
We encourage the Committees to examine the definition of “qualifying entities” entitled to use Medicare 
data for the purposes of quality and resource use improvement.  Without compromising data security, 
more entities, such as COA, should have access to all Medicare data — at a reasonable cost — for 
analysis for clinical and operational process improvements intended to enhance quality and value.  We are 
also concerned about allowing more of this data to be sold by third parties with the emphasis on 
commercialization and not widespread availability at a reasonable price in order to enhance quality and 
control costs.  We ask the Committees to very carefully consider their legislative actions in this area and 
the potential for unintended consequences.  We emphasize that we want more data and availability, but 
for the right reasons of improving health care delivery, not building data selling businesses. 
 
VIII.  Transparency of Physician Medicare Data 
 
We do not object to greater transparency at the physician level; however, we are very concerned about 
Medicare spending comparisons in oncology.  In community oncology, where chemotherapy and related 
cancer drugs make up a substantial portion of Medicare spending, comparing oncologists on the basis of 
Medicare spending is problematic.  Patient mix, by types of care, will determine Medicare spending on 
drugs.  Therefore, we are very concerned about how this will be implemented and the utility of the data in 
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cancer care, especially in terms of Medicare beneficiaries being able to make informed decisions about 
providers. 
 
Please let us know if you have any questions about our comments.  We welcome the opportunity of 
discussing them with the Committees.  Our contact is COA Executive Director Ted Okon 
(tokon@COAcancer.org).   


