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Bill to Prevent Pay Cut Introduced in the House 
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September 13, 2022. Rep. Larry Bucshon (R-IN) and Rep. Ami Bera(D-CA) introduced the H.R. 8800, the ά{ǳǇǇƻǊǘƛƴƎ aŜŘƛŎŀǊŜ tǊƻǾƛŘŜǊǎ !Ŏǘ ƻŦ 
2022έwhich would prevent a 4.42% Medicare physician fee payment cut from taking effect on January 1, 2023. 

The Supporting Medicare Providers Act of 
2022 

ωPrevents a 4.42% Medicare Physician Fee 
Payment cut from taking effect on January 
1, 2023 

ωThe bill is sponsored by Rep. Ami Bera(D-
CA) and currently has 49 bipartisan 
cosponsors

ωFurther actions to increase physician 
reimbursements are still being discussed 
among  members

ωOn 9/15 a bipartisan group of eight 
lawmakers askedhealth providers, 
advocates, and experts to give any input on 
how Congress should change Medicare 
payments  

ά¢ƘŜ !a! ŎƻƳƳŜƴŘǎ wŜǇǎΦ Beraand Bucshon for acknowledging the 
disparity between what it costs to run a physician practice and what 
these cuts will mean for patient care in the Medicare program. Our 
patients are counting on Congress to agree to a solution, and the clock is 
ǘƛŎƪƛƴƎΣέ 

ά¢ƘŜ !/{ ǎǘǊƻƴƎƭȅ ǎǳǇǇƻǊǘǎ ǘƘŜ {ǳǇǇƻǊǘƛƴƎ aŜŘƛŎŀǊŜ tǊƻǾƛŘŜǊǎ !Ŏǘ ƻŦ 
2022, which would stop the 4.42% cuts in Medicare payments that 
surgeons and other providers are facing on January 1ǎǘ  ά

ά¢ƘŜ !!Ct ŎƻƴǘƛƴǳŜǎ ǘƻ ŀŘǾƻŎŀǘŜ ŦƻǊ ǇŀȅƳŜƴǘ ǊŜŦƻǊƳǎ ǘƘŀǘ 
appropriately invest in primary care and ensure physicians have the 
resources and flexibility they need to care for all their patients.έ

Sources: Rep. Bera(link), POLITICO (link)

https://www.congress.gov/bill/117th-congress/house-bill/8800/cosponsors?r=1&s=1
https://advi365.sharepoint.com/:b:/g/AdviSHD/EWMK3HuibxlJtRyC5340grYBXonmcyT8xOcwSCd4n9HTBg?e=YJEltk
https://bera.house.gov/sites/evo-subsites/bera.house.gov/files/evo-media-document/MACRA RFI FINAL SIGNED.pdf
https://bera.house.gov/media-center/press-releases/reps-bera-and-bucshon-introduce-bipartisan-legislation-protect
https://advi365.sharepoint.com/:b:/g/AdviSHD/ES1FqibAsT9MqTrnSYN8NVMBQhMfsrW_wQfZDf6cLwtjPA?e=pfnTrd


ÅAMA is working on several proposals to address budget neutrality including: 

Á Look-back period to account for incorrect utilization projections and return money to the PFS

Á Raising the threshold that triggers budget neutrality adjustments ($20M has been in place since 1992)

ÅAMA also working on an annual inflation adjustment for PFS, but recognize that the CBO score will 
be high

Physician Payment Cuts
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Payment Cuts Supposed to take 
Effect Jan 1, 2022

ω3.7% E/M budget neutrality cuts

ω2% sequester cut

ω4% estimated PAYGO cuts from 
American Rescue Plan

ω0% update

Protecting Medicare & Farmers 
from Sequester Cuts Act

ω3% E/M budget neutrality relief

ωSequester phase-in (2% starting 
7/1/22)

ω4% PAYGO postponed 1 year

Payment Cuts Expected 
Jan 1, 2023

ω3% budget neutrality cut

ω1.5% additional budget neutrality 
cut in the PFS conversion factor

ω2% sequester

ω4% PAYGO cut

ω0% update until 2026

ωMIPS penalties up to -9%



White Bagging: 2022 Utilization Increased for 
Community Practices, Decreased for HOPD
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Source: Sept. 21, 2022. Drug Channels Analysis

2022 Trends 

ωBuy-and-Bill has rebounded substantially 
in 2022 

ωά!ǘ ƘƻǎǇƛǘŀƭǎΣ ōǳȅ-and-bill appears to 
have rebounded substantially. For 2022, 
health plans representing 81% of 
covered lives reported that buy-and-bill 
ǿŀǎ ƘƻǎǇƛǘŀƭ ƻǳǘǇŀǘƛŜƴǘ ŘŜǇŀǊǘƳŜƴǘǎΩ 
most common method for sourcing 
provider-administered oncology drugs. 
This figure is significantly higher than 
ǘƘŜ ŦƛƎǳǊŜǎ ŦǊƻƳ нлмф ŀƴŘ нлнмΦέ

ωFor physician offices, white bagging 
continues to increase, up to 27% in 2022 
compared to 18% in 2021

ωFor 2022, Brown Bagging was reported to 
be the most common acquisition method 
ŦƻǊ ŀ ƳƛƴƻǊƛǘȅ ƻŦ ǇƭŀƴǎΩ ŎƻǾŜǊŜŘ ƭƛǾŜǎ

*Figures for 2022 are based on 37 commercial plans 
representing 111.0 million covered lives 

https://www.drugchannels.net/2022/09/white-bagging-update-2022-hospitals.html


340B



ωLǘΩǎ ǳƴŎƭŜŀǊ ƛŦ ǘƘŜ ƎƻǾŜǊƴƳŜƴǘ ǿƛƭƭ 
appeal this decision or how quickly 
the higher payments will begin

ωThe court has not ruled on the 
questions of remedies for past2018-
2022 underpayments

ωAs indicated in the proposed rule, 
CMS is expected to finalize the 
CY2023 OPPS reimbursement at 
ASP+6% for both 340B and non-340B 
facilities

ωIn the CY2023 Proposed Rule, CMS 
sought comment on solutions to 
budget neutrality concerns for 
ǇǊŜǾƛƻǳǎ ȅŜŀǊǎΩ ǇŀȅƳŜƴǘǎ 

²ƘŀǘΩǎ bŜȄǘΚ

ωUS District Court vacates the 
prospectivedrug reimbursement rate 
for 340B hospitals for the remainder 
of 2022 (link)

ωά¢ƘŜ /ƻǳǊǘ ƛǎ ǘǊƻǳōƭŜŘ ǘƘŀǘ II{ 
appears to rely on budget neutrality 
ŀǎ ŀ ƭƛŎŜƴǎŜ άǘƻ ŎƻƴǘƛƴǳŜ ǾƛƻƭŀǘƛƴƎ 
the law for the remainder of the year 
ŀƴŘ ƳŀƪŜ ǳǇ ŦƻǊ ƛǘ ƭŀǘŜǊΦέ

ω"HHS should not be allowed to 
continue its unlawful 340B 
reimbursements for the remainder of 
the year just because it promises to 
fix the problem later."

ω¢ƘŜ /ƻǳǊǘ ǊŜŎƻƎƴƛȊŜǎ ǘƘŀǘ II{Ωǎ 
budget will be unbalanced if it must 
immediately start to pay 340B 
hospitals their proper due for the 
remainder of 2022. But that 
disruption would be minimal, 
because HHS admits that vacating 
the 340B reimbursement rate for the 
remainder of 2022 would account 
ŦƻǊ άƻƴƭȅ ώ ϐ ŀ ǎƳŀƭƭ ǎƭƛǾŜǊ ƻŦ ǘƘŜ 
overall time periods challenged in 
ǘƘƛǎ ŀŎǘƛƻƴΦέ

District Court Ruling

September 28, 2022

ωUnanimous US Supreme Court ruling 
that the 2018 and 2019 340B 
reimbursement cuts were unlawful 
because HHS did not perform an 
acquisition cost survey

ωThe case was sent back to the US 
District Court for the District of 
Columbia for a decision on a remedy

SCOTUS Ruling

June 15, 2022

ωCMS has issued differential payment 
for 340B and non-340B hospitals 
within the OPPS payment system 
since CY2018

ωThe Medicare statute allows HHS to 
set reimbursement for outpatient 
drugs based on two formulas, via 
survey of acquisition costs or 
άŀǾŜǊŀƎŜ ǇǊƛŎŜέ ǎŜǘ ōȅ ǎǘŀǘǳǘŜ ŀǘ 
106% of ASP

ωIn 2018 and 2019, Trump 
Administration did not conduct a 
survey but set reimbursement at ASP-
22.5% for 340B hospitals*

ωIn 2020 the Trump Administration 
conducted a hospital survey (link) on 
acquisition costs

ωVarious hospital groups sued HHS 
over the payment policy

ωThe Biden Administration's CY2022 
OPPS Final Rule continued 340B  
payment rate policy

Background

Court Orders HHS to Immediately Pay 340B Hospitals the 
òFulló Part B Payment Rate for Remainder of CY2022
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* For non-pass-through drugs at most 340B hospitals

https://www.aha.org/system/files/media/file/2022/09/judge-orders-hhs-to-immediately-halt-unlawful-reimbursement-cuts-for-remainder-of-2022-re-340B-9-28-22.pdf
https://www.govinfo.gov/content/pkg/FR-2020-02-07/pdf/2020-02357.pdf


ά! [ǳŎǊŀǘƛǾŜ 5ǊǳƎ tǊƻƎǊŀƳέ 

ωά.ƛƎ ƘƻǎǇƛǘŀƭ ŎƘŀƛƴǎ ŦƛƎǳǊŜŘ ƻǳǘ Ƙƻǿ ǘƻ ǎǳǇŜǊŎƘŀǊƎŜ ǘƘŜ ώопл.ϐ ǇǊƻƎǊŀƳΦ ¢ƘŜ ōŀǎƛŎ ƛŘŜŀΥ .ǳƛƭŘ ŎƭƛƴƛŎǎ ƛƴ ǿŜŀƭǘƘƛŜǊ 
neighborhoods, where patients with generous private insurance could receive expensive drugs, but on paper make 
ǘƘŜ ŎƭƛƴƛŎǎ ŜȄǘŜƴǎƛƻƴǎ ƻŦ ǇƻƻǊ ƘƻǎǇƛǘŀƭǎ ǘƻ ǘŀƪŜ ŀŘǾŀƴǘŀƎŜ ƻŦ опл.έ 

ω{ƛƴŎŜ нлмоΣ .ƻƴ {ŜŎƻǳǊǎ Ƙŀǎ άopened upnine satellite clinics in the wealthier parts of the Richmond area . . . Even 
though the outposts are miles from Richmond Community, they are legally structured as subsidiaries of the 
ƘƻǎǇƛǘŀƭΣ ǿƘƛŎƘ ŜƴǘƛǘƭŜǎ ǘƘŜƳ ǘƻ ōǳȅ ŘǊǳƎǎ ŀǘ ǘƘŜ ŘƛǎŎƻǳƴǘŜŘ ǊŀǘŜέ 

ωRichmond Community hospital can buy a vial of Keytruda at a discounted price of $3,444, the hospital then 
ŎƘŀǊƎŜǎ ŀ ǇǊƛǾŀǘŜ ƛƴǎǳǊŜǊΣ .ƭǳŜ /Ǌƻǎǎ .ƭǳŜ {ƘƛŜƭŘΣ ǎŜǾŜƴ ǘƛƳŜǎ ǘƘŀǘ ǇǊƛŎŜΣ ϷнрΣпнрΦ ά¢Ƙŀǘ ƛǎ ƴŜŀǊƭȅ ϷннΣллл ǇǊƻŦƛǘ ƻƴ 
ŀ ǎƛƴƎƭŜ ǾƛŀƭΦ !Řǳƭǘǎ ƴŜŜŘ ǘǿƻ Ǿƛŀƭǎ ǇŜǊ ǘǊŜŀǘƳŜƴǘ ŎƻǳǊǎŜΦέ 

Ben Secours Spending 

ωά.ƻƴ {ŜŎƻǳǊǎ Φ Φ Φ  Ƙŀǎ ōŜŜƴ ǎƭŀǎƘƛƴƎ ǎŜǊǾƛŎŜǎ ŀǘ wƛŎƘƳƻƴŘ /ƻƳƳǳƴƛǘȅ ǿƘƛƭŜ ƛƴǾŜǎǘƛƴƎ ƛƴ ǘƘŜ ŎƛǘȅΩǎ ǿŜŀƭǘƘƛŜǊΣ 
ǿƘƛǘŜ ƴŜƛƎƘōƻǊƘƻƻŘǎ ŀŎŎƻǊŘƛƴƎ ǘƻ ƳƻǊŜ ǘƘŀƴ нл ŦƻǊƳŜǊ ŜȄŜŎǳǘƛǾŜǎΣ ŘƻŎǘƻǊǎΣ ŀƴŘ ƴǳǊǎŜǎέ 

ωRichmond Community Hospital was forced to close its ICU in 2017 and continually runs short on supplies 

ωάLƴ нлмнΣ ǘƘŜ Ŏƛǘȅ ŀƎǊŜŜŘ ǘƻ ƭŜŀǎŜ ƭŀƴŘ ǘƻ .ƻƴ {ŜŎƻǳǊǎ ŀǘ ŦŀǊ ōŜƭƻǿ ƳŀǊƪŜǘ ǾŀƭǳŜ ƻƴ ǘƘŜ ŎƻƴŘƛǘƛƻƴ ǘƘŀǘ ǘƘŜ ŎƘŀƛƴ 
ŜȄǇŀƴŘ wƛŎƘƳƻƴŘ /ƻƳƳǳƴƛǘȅΩǎ ŦŀŎƛƭƛǘƛŜǎΦ LƴǎǘŜŀŘΣ .ƻƴ {ŜŎƻǳǊǎ ŦƻŎǳǎŜŘ ƻƴ ōǳƛƭŘƛƴƎ ŀ ƭǳȄǳǊȅ ŀǇŀǊǘƳŜƴǘ ŀƴŘ ƻŦŦƛŎŜ 
complex. The hospital system waited a decade to build the promised medical offices next to Richmond 
/ƻƳƳǳƴƛǘȅέ

ωάLƴ 5ŜŎŜƳōŜǊΣ .ƻƴ {ŜŎƻǳǊǎ ƪƛŎƪŜŘ ƻŦŦ ŀ Ϸмлу Ƴƛƭƭƛƻƴ ŎƻƴǎǘǊǳŎǘƛƻƴ ǇǊƻƧŜŎǘ ŀǘ {ǘΦ CǊŀƴŎƛǎ ǘƻ ŜȄǇŀƴŘ ƛǘǎ LΦ/Φ¦Φ ŀƴŘ 
maternity ward. Not long before that, Bon Secours broke ground on a free-standing emergency room that would 
ōŜ ŀƴ ŜȄǘŜƴǎƛƻƴ ƻŦ {ǘΦ CǊŀƴŎƛǎ ƛƴ ǎǳōǳǊōŀƴ /ƘŜǎǘŜǊŦƛŜƭŘ /ƻǳƴǘȅέ 

NYT 340B Investigation: òHow a Hospital Chain Used 
A Poor Neighborhood to Turn Huge Profitsó   
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ά.ƻƴ {ŜŎƻǳǊǎ ǿŀǎ ōŀǎƛŎŀƭƭȅ 
laundering money through this 
poor hospital to its wealthy 
ƻǳǘǇƻǎǘǎέ-Lucas English, a 
former Richmond Community 
ER Doctor

The way hospitals use the 340B 
ǇǊƻƎǊŀƳ ƛǎ άƴŀƪŜŘƭȅ ŎŀǇƛǘŀƭƛȊƛƴƎ 
on programs that are intended 
ǘƻ ƘŜƭǇ ǇƻƻǊ ǇŜƻǇƭŜέ-Dr. Peter 
B. Bach 

Sept. 24, 2022: The New York Times ran a piece titled άIƻǿ ŀ IƻǎǇƛǘŀƭ /Ƙŀƛƴ ¦ǎŜŘ ! tƻƻǊ bŜƛƎƘōƻǊƘƻƻŘ ǘƻ ¢ǳǊƴ IǳƎŜ tǊƻŦƛǘǎέdetailing 
how Bon Secours Mercy Health System, a major nonprofit health system based in Cincinnati, used Richard Community Hospital, which
serves lower income patients, to tap into 340B revenues.

https://advi365.sharepoint.com/:b:/g/AdviSHD/EdRko8F5iwlGnia2e19zJ6YBuXWQf2VhvvrYRC3QboYQKg?e=fBDxHw


340B Hospitals Drug Markups: 4.9x Acquisition Cost

COA, Examining 340B Hospital Price Transparency, Drug Profits, and Incentives(Sept. 13, 2022)

ωCOA examined pricing data for the top 49 acute care 
disproportionate hospitals (DSH) participating in 340B

ωDSH hospitals represent 78% of 340B purchases

Methodology

ω340B DSH hospitals:

ωPrice drugs at a median of 4.9 times their 340B acquisition 
costs

ωCharge commercially insured patients 7.4 times higher prices 
compared to Medicare patients

ωRemain slow to adopt biosimilars, with only 20% carrying all 
biosimilar studied

ωCharge cash-paying patients, such as the uninsured, similar 
prices compared to commercial insured patients

ωThere is a large spread in negotiated prices between hospitals 
and between payers in the same hospital 

ωEx: Prices for Keytruda ranged from 2.6 times to over 7 times 
340B acquisition costs within the same hospital

Key Findings
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https://communityoncology.org/wp-content/uploads/2022/09/COA_340B_hospital_transparency_report_2_final.pdf


340 Hospitals Drug Markups: Cash Paying Patients 
Do Not Receive Significant Drug Discounts 
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COA, Examining 340B Hospital Price Transparency, Drug Profits, and Incentives(Sept. 13, 2022)

Hospitals charge 3.2 times ASP for 
commercial plans and charge cash-
paying patients, such as the 
uninsured, 3.0 times ASP

https://communityoncology.org/wp-content/uploads/2022/09/COA_340B_hospital_transparency_report_2_final.pdf


CMMI Enhancing Oncology Model (EOM):

Non -Binding Applications Deadline Extended 
to Oct. 10 (previously Sept. 30)  



Who Will Apply to Participate in the EOM?
Application Deadline was Extended Only 10 Days
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Still TBD (and may not be made public)

Å ADVI believes non-OCM participants are less likely will have a difficult time with infrastructure 
requirements and mandatory two-sided risk on Day 1

Å COA conducted a survey in July 2022 (see next two slides)
Å Recent COA/ACCC/ASCO webinar, Bo Gamble (COA Director of Quality and Value) referenced the non-

binding nature of applications as a means toΨŀǇǇƭȅ ƴƻǿΣ ŘŜŎƛŘŜ ƭŀǘŜǊΩΥ

Two days before the non-binding application deadline, CMMI extended deadline on Sept. 28 to Oct. 10 and 
issued updated 13-page FAQ (linkύΣ ǿƘƛŎƘ ƴƻǘŜǎ /a{ ǎŜŜƪǎ άǎǳŦŦƛŎƛŜƴǘ ǇŀǊǘƛŎƛǇŀǘƛƻƴέΥ

Q. Is there a cap on the number of PGP applicants that CMS will accept? 
A. Currently, there is no cap on the number of applications for EOM participation. CMS notes that 
sufficient participation in the model by EOM participants will be necessary in order forCMS to be 
ŀōƭŜ ǘƻ ŘŜǘŜŎǘ ŀ ƳŜŀƴƛƴƎŦǳƭ ŎƘŀƴƎŜ ƛƴ aŜŘƛŎŀǊŜΩǎ ŜȄǇŜƴŘƛǘǳǊŜǎ ŀǎ ŀ ǊŜǎǳƭǘ ƻŦ ǘƘŜ ƳƻŘŜƭ ǘŜǎǘ.

ά¢Ƙƛƴƪ ƻŦ ƛǘ ŀǎ ȅƻǳΩǊŜ ŀǇǇƭȅƛƴƎ ŦƻǊ ŎƻƭƭŜƎŜΦ {ǳōƳƛǘ ȅƻǳǊ ŀǇǇƭƛŎŀǘƛƻƴΣ ǘƘŜƴ ǎǘǳŘȅ ƻǾŜǊ ƛǘ ŦƻǊ ǘƘŜ ƴŜȄǘ 
ǘƘǊŜŜ ƻǊ ŦƻǳǊ ƳƻƴǘƘǎ ŀƴŘ ǎŜŜ ƛŦ ȅƻǳΩǊŜ ǊŜŀŘȅΦ ¸ƻǳΩƭƭ ǇǊƻōŀōƭȅ ƎŜǘ ŀǎƪŜŘ ǘƻ ŎƻƳƳƛǘ ǎƻƳŜǘƛƳŜ ƛƴ 
February, March, or April, but it gives you some time to try to model it yourself and look at all 
ǘƘŜ ŀǎǇŜŎǘǎ ƻŦ ƛǘΦέ

https://innovation.cms.gov/media/document/eom-faqs


ά²ƛǘƘ ƭŀǊƎŜ ŀƴŘ ŘƛǾŜǊǎŜ ǇŀǘƛŜƴǘ ǇƻǇǳƭŀǘƛƻƴǎ ŎƻƳōƛƴŜŘ ǿƛǘƘ hƴŜhƴŎƻƭƻƎȅΩǎanalytics and value-
based care expertise, our practice partners will have the data and insights to help them 
ǎǳŎŎŜǎǎŦǳƭƭȅ ǇŀǊǘƛŎƛǇŀǘŜ ƛƴ ǘƘŜ 9haΧ ²ŜΩǊŜ ǇǊƻǳŘ ǘƘŀǘ ŀƭƭ OneOncologypractices have applied to 
participate, and we look forward to working with them to them to drive high-quality, patient-
ŎŜƴǘŜǊŜŘ ƻǳǘŎƻƳŜǎ ƛƴ aŜŘƛŎŀǊŜΩǎ ǾŀƭǳŜ-ōŀǎŜŘ ƻƴŎƻƭƻƎȅ ƳƻŘŜƭΦέ

ώhƴ IŜŀƭǘƘ 9ǉǳƛǘȅϐΥ άIŀǾƛƴƎ мп ƻŦ мп OneOncologypractices apply for EOM is an important 
ƛƴŘƛŎŀǘƛƻƴ ƻŦ ƻǳǊ ǇǊŀŎǘƛŎŜ ǇŀǊǘƴŜǊǎΩ ŎƻƳƳƛǘƳŜƴǘ ǘƻ ǇǊƻƳƻǘŜ ƘŜŀƭǘƘ ŜǉǳƛǘȅΦ Lǘ ŀƭǎƻ ǳƴŘŜǊǎŎƻǊŜǎ 
the important contribution of the oncology community to improve access to high-quality cancer 
ŎŀǊŜ ŦƻǊ ǳƴŘŜǊǎŜǊǾŜŘ ǇƻǇǳƭŀǘƛƻƴǎΦέ- Dr. Davey Daniel, MD, CMO, OneOncology

Notable Oncology Provider Announcement
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Oct. 3, 2022: OneOncologyannouncedthat 100% of its 14 practices submitting non-binding applications

ά/aaL ƳŀŘŜ ƛƳǇƻǊǘŀƴǘ ǳǇŘŀǘŜǎ ǘƻ h/a Ǌƛǎƪ 
adjustment methodology and modification of 
risk arrangements in response to the COVID-19 
pandemic. So, we remain optimistic about 
opportunities to engage CMMIto promote 
improvementsto EOM that will make the 
program more conducive to community 
ƻƴŎƻƭƻƎȅ ǇǊŀŎǘƛŎŜǎΩ ǇŀǊǘƛŎƛǇŀǘƛƻƴΦέ

https://www.oneoncology.com/blog/all-14-oneoncology-partner-practices-apply-to-participate-in-eom/
https://www.oneoncology.com/blog/oneoncology-emphasizes-support-for-value-based-care-in-medicare-physician-fee-schedule


COA Letter to CMMI on EOM Concerns
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{ƻǳǊŎŜΥ {ŜǇǘΦ мпΣ нлннΥ /h! άCƻǊƳŀƭ /ƻƳƳŜƴǘǎ ǘƻ /a{ ƻƴ 9ƴƘŀƴŎƛƴƎ hƴŎƻƭƻƎȅ aƻŘŜƭ /ƻƴŎŜǊƴǎέ όlink)

Care Management

ωLimiting EOM to 7 cancer 
types creates inequities for 
patients

ωEOM is too prescriptive

ωMandated requirements 
ignore unique practice 
culture

ωBilling should be allowed for 
Chronic Care Management

ω$70 MEOS payment is 
insufficient to cover these 
services and creates 2 
systems of care

ωRequiring EOM participants 
to aid with Health-Related 
Social Needs (HRSN) without 
additional resources is 
overly burdensome

Social Determinants of Health 
and ePROs

ωSDOH data collection is 
burdensome to community 
practices and may damage 
patient trust

ωePRO effectiveness has not 
been studied in the 
community

ωRequires high 
implementation costs 

ωAssessing outcomes at every 
office visit is redundant

ωCreates an overload of 
information

ωFrequency of Patient 
Reported Outcome 
Measures (PROMs) is 
unnecessary 

Payment Methodology

ωEOM must provide 
participants clear 
expectations in care and 
financial goals

ωEOM is overly focused on 
reducing cost, instead of 
balancing with other goals

ωImmediately mandating 2-
sided risk may limit 
participation

ωPayment methodology is too 
complex

ωCannot easily be emulated 
or audited

Qualification of the EOM for 
AAPM and QPP

ωWith fewer qualifying cancer 
patients, it will be nearly 
impossible for practices to 
achieve QPP AAPM status 

ωCancer teams treating other 
types of patients would be 
required to comply with MIPS 
and EOM criteria

ωMany practices in the OCM 
accepted risk because they could 
achieve QPP status and AAPM 
bonus payments

ωWithout this incentive, 
practices will be unwilling to 
take on risks in the EOM 

https://communityoncology.org/reports-and-publications/comment-letters/coa-formal-comments-to-cms-on-enhancing-oncology-model-concerns/
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ϝ/h! ƴƻǘŜǎ ǎƛƴŎŜ ǘƘŜ ǎǳǊǾŜȅΣ άƭƛǘǘƭŜ Ƙŀǎ ōŜŜƴ ǊŜǾŜŀƭŜŘ ŀōƻǳǘ ǘƘŜ 9ha ǘƘŀǘ ǿƻǳƭŘ ƭŜŀŘ /h! ǘƻ ōŜƭƛŜǾŜ ǘƘŀǘ Ƴŀƴȅ ǇǊŀŎǘƛŎŜǎ ǿƛƭƭ change their mind about joining without some 
ƻŦ ǘƘŜ ŎƘŀƴƎŜǎ ŀƴŘ ǎǳƎƎŜǎǘƛƻƴǎ ƻǳǘƭƛƴŜŘ ƛƴ ǘƘƛǎ ƭŜǘǘŜǊ ǘŀƪƛƴƎ ŜŦŦŜŎǘΦέ
{ƻǳǊŎŜΥ {ŜǇǘΦ мпΣ нлннΥ /h! άCƻǊƳŀƭ /ƻƳƳŜƴǘǎ ǘƻ /a{ ƻƴ 9ƴƘŀƴŎƛƴƎ hƴŎƻƭƻƎȅ aƻŘŜƭ /ƻƴŎŜǊƴǎέ όlink)

Recommendations

1.Provide more financial information, including care-team 
specific benchmarks for the first performance period

2.Implement a minimum of 2 full years or either an 
upside or no risk option 

3.All participants should be allowed to exit the EOM with 
a minimum of 30 days notice 

4.Increase the MEOS payment, particularly in the initial 
phases of the EOM, to cover additional costs 

5.Provide timely, clear, and useful information back to 
EOM participants 

6.Include all cancer types to ensure all patients receive 
high-quality care and increase the likelihood that 
participants can qualify as an AAPM

Without changes, we are concerned that the EOM will fail as a demonstration project and as a 
model that can realistically transform the U.S. cancer care and payment system for the better.ά

έ

Expected EOM Provider Participation 
(Late-July 2022 Survey*)

42.6% of practices that participated in 
OCM plan to participate in EOM

32.2% of practices plan to participate in 
EOM

Only 8% of non-OCM participants are 
interested in the EOM

https://communityoncology.org/reports-and-publications/comment-letters/coa-formal-comments-to-cms-on-enhancing-oncology-model-concerns/


Å CMMI draws on key aspects of the OCM (e.g., MEOS payment (albeit lower rate) with PBP, 
chemotherapy trigger, 6-month total cost of care) with new elements:
Á Health equity focus (e.g., screening for health-related social needs, developing a health equity plan) 
Á Gradual requirement to use ePROs
Á Risk: Mandatory downside risk to all providers at the model start with 2 options for provider 

participants

Å Like OCM, Part B/D drugs will continue to be reimbursed per current policy.

Å Like OCM, no model-specific drug preferencing 
Á άCǳǊǘƘŜǊΣ EOM does not dictate which drugs or services practitioners must provide. Participating 

practices are expected to use shared decision-making techniques to work with beneficiaries in the 
ƳƻŘŜƭ ǘƻ ŘŜǾŜƭƻǇ ǘƘŜ Ƴƻǎǘ ŀǇǇǊƻǇǊƛŀǘŜ ŎƻǳǊǎŜ ƻŦ ǘǊŜŀǘƳŜƴǘ ŦƻǊ ŜŀŎƘ ǇŀǘƛŜƴǘΦέ
ҍ Thus the value of novel and costly therapies will continue to be judged by providers based on 

their contribution to total cost of care
Á ά±ŀƭǳŜ-based payment models like OCM have motivated clinicians to focus on supportive care 

therapies, and high-value prescribing, such as the adoption of biosimilars, as increasing numbers of 
biosimilars have come to market. For example, the increased adoption of biosimilars in an OCM 
ǇǊŀŎǘƛŎŜ ƭŜŘ ǘƻ ŀ ǎƛƎƴƛŦƛŎŀƴǘ ǊŜŘǳŎǘƛƻƴ ƛƴ ǘȅǇƛŎŀƭ ŘǊǳƎ ŎƻǎǘǎΦέ

Recap: EOM Announced for July 2023 
(1 year gap from the OCM sunset)

On June 27, 2022, CMMI issued a replacement for the Oncology Care Model (OCM), the voluntary, 5-year 
Enhancing Oncology Model (EOM) (link) with provider Request for Applications (RFA) with accompanying fact sheet (link) and FAQ (link). 

CMMI hosted an EOM Overview Webinar on June 30 (slidesand recording).
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https://innovation.cms.gov/media/document/eom-rfa
https://www.cms.gov/newsroom/fact-sheets/enhancing-oncology-model
https://innovation.cms.gov/media/document/eom-faqs
https://innovation.cms.gov/media/document/eom-model-overview-slides
https://innovation.cms.gov/media/video-file/eom-overview-recording

