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Provider Payment




Bill to Prevent Pay Cut Introduced in the House

September 13, 2022. Rep. Larry BucsheiN)Rand Rep. AnBera(D-CA) introduced the pthed { dzLILI2 NIIAY 3 aSRAOIFNB t
2022 whichwould prevent a 4.42% Medicare physician fee payment cut from taking effect on January 1, 2023.

The Supporting Medicare Providers Act 0 G¢KS ! al O2 YBérdayidBucshwisfadadkenowledging the
2022 disparity between what it costs to run a physician practice and what

: . these cuts will mean for patient care in the Medicare program. Our
0
wPrevents a 4.42% Medicare Physician Feg patients are counting on Congress to agree to a solution, and the clock is
Payment cut from taking effect on January

13023 GAOLAY3zZE AMAE
wThe bill is sponsored by Rep. ABaira(D-
CA) and currently ha& bipartisan

€cosponsors _ N G¢CKS !/ { auNBy3feée adzalRNI& GKS| { dzLJLI2 NI
wiurther actions to increase physician 2022, which would stop the 4.42% cuts in Medicare payments that

reimbursements are still being discussed surgeons and other providers are facing on Januagy 1 ¢
among members

wOnN 9/15 a bipartisan group of eight
lawmakersaskedhealth providers,

advocates, and experts to give any input pn G¢KS 11 Ct O2yiUAydzSa (2 FR@20FG|S F2NJ LI
how CO?QFGSS should change Medicare appropriately invest in primary care and ensure physicians have the
payments resources and flexibility they need to care for all their patiénts. C

§ AAFP

5
Sources: ReBera(link), POLITICQr(k) I


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

| Physician Payment Cuts

Payment Cuts Supposed to take Protecting Medicare & Farmers Payment Cuts Expected
Effect Jan 1, 2022 from Sequester Cuts Act Jan 1, 2023

w3.7% E/M budget neutrality cuts w3% E/M budget neutrality relief w3% budget neutrality cut

w2% sequester cut wSequester phasa (2% starting wl.5% additional budget neutrality

W% estimated PAYGO cuts from 711/22) cut in the PFS conversion factor
American Rescue Plan wi% PAYGO postponed 1 year w2% sequester

w0% update wi% PAYGO cut

w0% update until 2026
wMIPS penalties up t®©%

A AMA is working on several proposals to address budget neutrality including:
A Lookback period to account for incorrect utilization projections and return money to the PFS
A Raising the threshold that triggers budget neutrality adjustments ($20M has been in place since 1992)

A AMA also working on an annual inflation adjustment for PFS, but recognize that the CBO score will
be high
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White Bagging: 2022 Utilization Increased for
Community Practices, Decreased for HOPD

2022 Trends Drug Sourcing for Infused Oncology Therapies, by Practice Type and Source

®m Buy-and-bill: Practice purchases drug from distributor

O‘Buy-and-Blll haS rebounded SUbStantla”y White bagging: Specialty pharmacy supplies drug to practice
In 202,2 ; u Brown bagging: Specialty pharmacy dispenses drug to patient, who transports it to practice
i ! U K2 a kdhdbil dppears to dze 100% — P —

have rebounded substantially. For 2022, . ke 18% =
. [

health plans representing 81% of 2 2 e 2

. . ©
covered lives reported that bugnd-bill o
6l a K2aLlWAdlf 2dzZiL G6ABYyd R
most common method for sourcing . 85% o
provideradministered oncology drugs. £ agx 65%
This figure is significantly higher than
UKS FTA3IdzNBa FTNRBY Hamdp | YR

_ . . : 0%

QForphyS|C|ar_1 offices, white bagg_mg 2019 2021 2022 2019 2021 2022
continues toincreaseup to 27% in 2022 Physician office Hospital outpatient department
compared to 18% in 2021 N e e e

(*For 2022’ Brown Bagging Was reported to r.:tj;:I:IJ:L(‘:L?HD::Ql;'n;:l'r:;l.;\l‘ﬂi?;:Lzl‘cj:;rl_rllllilli:i:_;;11;:;I:L,n‘rz:a::;l\l;;;zi—lgum‘.TOI 2022 based on 37 commercial plans representing 111.0 million covered lives.
be the most common ach|§|t|“on method [:JE;?T?JTEHANSELS A A . . ~ . *Figures for 2022 are based on 37 commercial plans
F2NJ I YAY2NRUe 2F LI YyaQ O2OSNBR t ADSa representing 111.0 million covered lives

'N\pAAl | Source: Sept. 21, 2022. Drug Chan#elslysis I


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




Court Orders HHS to Imme
oFul |l 6 Part

SCOTUS Ruling
June 15, 2022

Background

diately Pay 340B Hospitals the

B Payment Rate f

District Court Ruling
September 28, 2022

WCMS has issued differential payment
for 340B and not840B hospitals
within the OPPS payment system
since CY2018
u'he Medicare statute allows HHS to

set reimbursement for outpatient
drugs based on two formulas, via
survey of acquisition costs or

Gl SN 3S LINR OS¢
106% of ASP

wn 2018 and 2019, Trump
Administration did not conduct a
survey but set reimbursement at ASP
22.5% for 340B hospitals*
win 2020 the Trump Administration

conducted a hospital survejir{k) on
acquisition costs

w/arious hospital groups sued HHS
over the payment policy

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

that the 2018 and 2019 340B
reimbursement cuts were unlawful
because HHS did not perform an

acquisition cost survey
wlhe case was sent back to the US
District Court for the District of
Columbia for a decision on a remedy
& adladzis

asi oe

* For nonpassthrough drugs at most 340B hospitals

uJnanimous US Supreme Court ruling

lJS District Court vacates the
prospectivedrug reimbursement rate
for 340B hospitals for the remainder

o 0Q& dzy Of SIFNJ AT (K
appeal this decision or how quickly

the higher payments will begin

2OBSNYYSyY

of 2022 (ink) wIhe court has not ruled on the

i ¢ KS / 2dzNII A& (NP dzoduestRnsipfikdmadies ftpfist2018
appears to rely on budget neutrality 2022 underpayments ;
Fa F tAO0SyasS auz O2nsindicaddSn thébrddoded rhle/ 3
the law for the remainder of the year ~ CMS s expected to finalize the
FYR YFT1S dzLJ F2NJ AU @Evboe3dRPS reimbursement at

WHHS should not be allowed to ASP+6% for both 340B and R840B
continue its unlawful 340B facilities

reimbursements for the remainder of
the year just because it promises to

fix the problem later.” __budget neutrality concerns for

W KS /2dNI NBO23y Al SIANBIEA Aidzd | § IANE Q
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
FT2NJ az2ytfe w 6 I
overall time periods challenged in
GKAA | OGA2Yy D¢

win the CY2023 Proposed RUS
sought comment on solutions to

LI @YSyia

[N
w
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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
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NYT 340B I nvestigation: 0F@ v

New JJork

A Poor Neighborhood to Tur®

Sept. 24, 2022: The New York Timesran a piecetited? ¢ | | 2aLJA 0t [/ KFAY !'aSR | tdetdling b SAIKoO 2 N
how Bon Secours Mercy Health System, a major nonprofit health system based in Cincinnati, used Richard Community Hdspital, wh
serves lower income patients, to tap into 340B revenues.

G! [ dzON) A @S 5NHzZZ t NRINI YE

wd. A3 K2aLIAGFE OKIFIAYyAa FAIdzZNBR 2dzi K2¢ (2 &dzLISNOKI NBS o 23{ { SOZ dzNh .gcbl'%
neighborhoods, where patients with generous private insurance could receive expensive drugs, but on paper make laundering money through this
GKS Of Aya0a SEGSyaAzya 2F LR2N K2aLAdlrta G2 aGr1S | R§poorhospita|t0itswea|thy

o AYOS Hnmo3Z openedypfn® satiNgclinkd irithedvealthier parts of the Richmond ared&ven < NP s i
though the outposts are miles from Richmond Community, they are legally structured as subsidiaries of the L 2 dzi L‘]_g‘maSéEBg“Sh’ d )
K2ALMAGLHE Y gKAOK SyiGaidfsSa GKSY (2 odz2 RNHzZAAE +Fid (kS RJformer Richmond Community

wRichmond Community hospital can buy a viall6fytrudaat a discounted price of $3,444, the hospital then ER Doctor o
OKI'NBESa | LINAGFIUS Ayadz2NBNE . tdzS / NREaa . tdzS {KAStRZI 4 — BON SECOURS °S
' aAy3tsS GAlIfd ! Rdzt Ga YySSR ug2 GALFfta LISNI UNBlFIUYSYyld O2dzNA S dé MERCY HEALTH

Ben Secours Spending The way hospitals use the 340

wi.2y {SO2dNE ® ® ® Kka 0SSy afhlakiy3d asSNpAOSa rd wiLINE2INFY Aa aylihad
GKAGS ySAIKOo2NK22Ra FOO0O2NRAYy3 (G2 Y2NB GKFY Hn "F2NJY'S|"onprogramsthatareintendedN\EZ
wRichmond CommunltyHospltalwasior“cedtoclosglt:s ICU in 2017 and contlnuallyrun§shortonsupplles § lj 2 Kéf L] LBr atdr J§2
wdLy HAMHI UKS OAUE I-EINBSR 02 f§IaS,fIAy uz .2y {S S O3 - NJ
SELI YR WAOKY2YR /2YYdzyArtGeQa FIOAfAGASAS® Lyaasi R . 4 B.Bach Y

complex. The hospital system waited a decade to build the promised medical offices next to Richmond
I 2YYdzyAluece

wdLy 5SOSYOSNE .2y {SO2dz2NB (1AO1SR 2FF | bPmny YAftftAz2zy O2yaidaNHzOGA2Yy LINR2SOI
maternity ward. Not long before that, Bon Secours broke ground on asteeeding emergency room that would o ]
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https://advi365.sharepoint.com/:b:/g/AdviSHD/EdRko8F5iwlGnia2e19zJ6YBuXWQf2VhvvrYRC3QboYQKg?e=fBDxHw

| 340B Hospitals Drug Markups: 4.9x Acquisition Cost

= Methodology

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

wDSH hospitals represent 78% of 340B purchases

.

w340B DSH hospitals:
wPrice drugs at a median of 4.9 times their 340B acquisition
costs
wCharge commercially insured patients! timeshigher prices
compared to Medicare patients
wRemain slow to adopt biosimilars, with only 20% carrying all
biosimilar studied
wCharge caspaying patients, such as the uninsured, similar
prices compared to commercial insured patients
wThere is a large spread in negotiated prices between hospitals
and between payers in the same hospital
WEX: Prices for Keytruda ranged from 2.6 times to over 7 times
340B acquisition costs within the same hospital

'DAAB COAExamining 340B Hospital Price Transparency, Drug Profits, and Inc€Rapesl 3, 2022)

Exhibit 3. Average 340B Hospital Markup vs. 340B Hospital Discounted Acquisition Cost
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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

Exhibit 10. Comparison of Average Cash Price vs. 340B Hospital Discounted Acquisition Cost
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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)




ADVI

Who Will Apply to Participate in the EOM?
Application Deadline was Extended Only 10 Days

Still TBD (and may not be made public)

A ADVI believes ne®CM participants are less likely will have a difficult time with infrastructure
requirements and mandatory tweided risk on Day 1

A COA conducted a survey in July 2022 (see next two slides)

A Recent COA/ACCC/ASCO webinar, Bo Gamble (COA Director of Quality and Value) referenced the non
binding nature of applicationas a meanst&’l LILJX & y 26> RSOARS I 0SNQY

A¢CKAY1l 2F Al0 a @2dzONB F LILX éAy3d F2NJ O2t £|S,F88x { dzo YA
GKNBS 2NJ F2dzNJ Y2y idiKa yR 4SS AF @&2dzQNXS N ,2dzQf f
February, March, or April, but it gives you some time to try to model it yourself and look at
. UKS hawsoua 2F¥ Aloé |

Two days before the nehinding application deadline, CMMI extended deadline on Sept. 28 to Oct. 10 and
issued updated 1page FAQi(k0 = g KAOK y20Sa /a{ a4SS1a daadzFFAOASYI

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 particip&idB. notes that
sufficient participation in the model by EOM participants will be necessarprder for CMS to be

N ~ Ve ~ ~ Ve

FofS G2 RSGSOG | YSIYyAYy3IFdzZ OKIy3aIS Ay aSRAOI NBQ:


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

Notable Oncology Provider Announcement

Oct. 3, 20220neOncologynnouncecthat 100% of its 14 practices submitting rbimding applications

@ OneOncology' About Practice Partners Research News Corporate Careers Physicians Careers

TENNESSEE * @ WEST (Oiboiithcn
: ONCOLOGY wemam 80 SR
All'14 OneOncology Partner Practices
Apply to Participatein EOM bl @reewen Rloans K astera

7 pensyLvANIA ‘RO
¥ e SP)UCBC ¢ o e
N M e PIEDMON'T LRoonconTEs 5

2MOASD ®

26 260+ 421,000+
100% 7

tients seen in 2021

G2 A0K fFNBS YR RAGSNES WWBYiSAhSyOrahaBmisddativaliieh 2 y a|ad/ aal YIRS AYLERNIF Y| dzLIRE
based care expertise, our practice partners will have the data and insights to help them adjustment methodology and modification of
ddz00SaaFdzZ £ & LI NI AOA LI G SOnaOAcologpiactis rmve appledidBS | risk arrangements in response to the COYD

participate, and we look forward to working with them to them to drive haglality, patient pandemic. So, we remain optimistic about
OSYGiSNBR 2dzi 02YS® I &S Ra 2RO RE@A YRIRISAZSD ¢ opportunities to engage CMMb promote
) . . _ . ) B _ _ improvementsto EOM that will make the
why | SIt 0K 9l dzA Ore@ncologyractioes ypply fer EOM i§ an important . | program more conducive to community R
AYRAOIFIUAZ2Y 2F 2dzNJ LINy OUAOS LI NOUYSNBEQ O2YYALU 2y02f238 LINI OGAOSEQ K~
the important contribution of the oncology community to improve access togighlity cancer ]
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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

Social Determinants of Health
Care Management and ePROS Payment Methodology

wLimiting EOM to 7 cancer
types creates inequities for
patients

wEOM is too prescriptive

«Mandated requirements
ignore unique practice
culture

wBilling should be allowed for
Chronic Care Management

w70 MEOS payment is
insufficient to cover these
services and creates 2
systems of care

wRequiring EOM participants

to aid with HealthRelated

Social Needs (HRSN) without

additional resources is

overly burdensome

{2dzNI)SY {SLIi® MnZI HAHHY [/ h! GC2NXIf /[/2YYBWda G2 /a{ 2y 9yKFIyOAy3d hyO2t23e& Iazﬁéf

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

wePRO effectiveness has not
been studied in the
community
wRequires high
Implementation costs
wAssessing outcomes at every
office visit is redundant
wCreates an overload of
information
wFrequency of Patient
Reported Outcome
Measures (PROMS) is
unnecessary

wEOM must provide
participants clear
expectations in care and
financial goals

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

wImmediately mandating-2
sided risk may limit
participation

wPayment methodology is too
complex

wCannot easily be emulated
or audited

Quialification of the EOM for
AAPM and QPP

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

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

wMany practices in the OCM

accepted risk because they could

achieve QPP status and AAPM

bonus payments

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

16


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

COA Letter to CMMI on EOM Concerns:
Shares Survey Results and Recommendations
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 notfOCM participants are
Interested in the EOM

Recommendations

1.Provide more financial information, including caeam
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 wit
a minimum of 30 days notice

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

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

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

h

ro e . .
qﬁllthout changes, we are concerned that the EOM will fail as a demonstration project and as a
odel that can realistically transform the U.S. cancer care and payment system for the beter.

2F (KS OKIy3I8a FyR 8da38aiA2ya 2dzit AYySR Ay G(KA& fSGGESNIGF1AYI STTFSOG o
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https://communityoncology.org/reports-and-publications/comment-letters/coa-formal-comments-to-cms-on-enhancing-oncology-model-concerns/

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 (OCMpltméary, 5year
Enhancing Oncology Model (EOMink) with provider Request for Applications (RFA) with accompanying fact shigat)(and FAQIhK).

CMMI hosted an EOM Overview Webinar on June 8&désandrecording.

A CcMMI draws orkey aspects of the OCM (e.g., MEOS payment (albeit lower rate) with PBP,
chemotherapy trigger, énonth total cost of care) with new elements:
A Health equity focus (e.g., screening for heattfated social needs, developing a health equity plan)
A Gradual requirement to use ePROs
A Risk: Mandatory downside risk to all providers at the model start with 2 options for provider
participants

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

A Like OCM, no modedpecific drug preferencing
A G C dzNBEGWSIOEE not dictate which drugs or services practitioners must praRatéicipating
practices are expected to use shared decisimaking techniques to work with beneficiaries in the
Y2RSt (2 RS@OSt2L 0KS Y2ad FLILINPLINAIFGS O2dzNES 2F GNBIFIYSyd T2
L Thus the value of novel and costly therapies will continue to be judged by providers based on
their contribution to total cost of care
A @ + | -badeS payment models like OCM have motivated clinicians to focus on supportive care
therapies, and higlvalue prescribing, such as the adoption of biosimilars, as increasing numbers of
biosimilars have come to markdtor example, the increased adoption of biosimilars in an OCM
. LN} OGAOS SR (2 I AAIYATAOIYG NBRAOGA2Y Ay GeLROl ¢ ﬁeNszi f a3
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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

