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Making Sense of Advanced Payment Models

Barbara McAneny, MD; Stephen S. Grubbs, MD; Walter Birch, MBA; Dan Sayam Zuckerman, MD

THE REPEAL OF THE Sustainable Growth Rate and
its replacement with the Medicare Access and CHIP
[Children’s Health Insurance Program] Reautho-
rization Act of 2015 (MACRA) authorized CMS to
establish the new Quality Payment Program (QPP)
to promote the transition of medical payments from
volume to value. The QPP reimburses Part B medical
services through one of 2 methodologies:

* The first track reimburses through the Mer-

it-based Incentive Payment System (MIPS)

* The second track promotes payment through advanced
Alternative Payment Models (APMs).!

Under MIPS, which consolidates 3 separate programs, physi-
cians report on:

e Quality (formerly the Physician Quality Reporting System or
PQRS)

* Cost/resource use (formerly the Value-Based Modifier pro-
gram)

* Advancing care information (formerly Meaningful Use)

* Improvement activities

Physician and practice performance in 2017 will be analyzed
in 2018, and adjustments to the physicians’ fee schedules will
be released in 2019. Physicians may report individually or as an
entire practice, and scores will be based upon reported activities
and ranked against all others who report under MIPS. Physicians
or practices that rank ahead of their peers will be eligible for
a fee schedule increase of up to 4% in 2019, and those ranked
behind their peers face a decrease in their fee schedule of up to
4% in 2019. The potential fee schedule gain or loss will witness an
annual increase to 9% in 2022.2

The good news is that CMS has deemed 2017 as a preparation
and transition year (termed “Pick Your Pace”); a physician can
avoid the 4% reduction from MIPS in 2019 by reporting 1 measure
for only 1 patient for the entire year.

Advanced Alternative Payment Models

The QPP encourages physicians and practices to participate

in APMs, including those designated by CMS as “advanced
APMs,” characterized by the Office of the National Coordinator
for Health Information Technology—-certified electronic health
record (EHR) use, quality reporting, and financial standards
that require 2-sided financial risk. Participation in an advanced
APM that provides care for a threshold quantity of patients
exempts physicians and practices from the MIPS program and
provides an annual 5% reimbursement bonus starting in 2019.

The Center for Medicare & Medicaid Innovation (CMMI)’s
Oncology Care Model (OCM) qualifies as an advanced APM if a
practice elects the 2-sided financial risk option. This advanced
APM option is limited to the nearly 200 oncology practices that
were accepted into the OCM program and, subsequently, chose
to participate.

Because the MACRA legislation specifies that CMS should
review physician-sponsored APM models for Medicare reim-
bursement, Medicare has established the Physician-Focused
Payment Model Technical Advisory Committee (PTAC). PTAC
will evaluate the proposed models based upon their attributes
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Patient-Centered Oncology Payment Model

Several years before MACRA, ASCO volunteers foresaw the need
for a payment model that compensated oncologists for provid-
ing oncology care in a high-quality, patient-centered fashion,
rather than in the current volume-based manner. The concept
includes reimbursing oncology professionals for performing
high-value care improving activities that had not been compen-
sated previously.

ASCO mobilized a task force of oncologists, staff, and
consultants to develop the model. The volunteer oncologists
were geographically diverse and represented a variety of
practice settings, including independent practice, academic
institutions, and health system employed practice. This task
force identified services that promote lower costs and higher
quality care performed during an episode of chemotherapy or
immunotherapy that are currently uncompensated or under-
compensated, including:

* Detailed treatment planning

* Patient education

* Case management

Analyses of the cost of a course of chemotherapy/immuno-
therapy were performed to identify costs that could be elim-
inated or reduced. The task force then developed a payment
mechanism for oncology care providers that would allow them
to pay for the practice transformation needed to provide the
enhanced valued care.

These efforts led to the creation of the PCOP model, pub-
lished in May 2015.3 The model encompasses a chemotherapy
or immunotherapy episode of care with 3 levels of reimburse-
ment, leading from basic fee-for-service care to monthly
payments to overall care bundles.

Level 1 is based on the concept of adding 3 additional
reimbursement codes to cover the enhanced practice services:

* An upfront new patient treatment planning code applied at

the start of a new episode of chemotherapy

* A monthly case management code during the course of

chemotherapy

* A monthly posttherapy case management code for up to 6

months of monitoring following chemotherapy

A proposed fourth code would support
clinical trial management. These codes augment
the current evaluation and management codes,
and this additional compensation will allow the
physician to plan the full course of therapy, ed-
ucate the patient and family, and fund practice
services to efficiently manage treatment and
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THE [PCOP] MODEL

of value-based care and reimbursement that will qualify as an
advanced APM. One such APM is the Patient-Centered Oncolo-
gy Payment Model (PCOP) developed by the American Society
of Clinical Oncology (ASCO).

post-treatment complications and toxicities.
Examples of enhanced services include staff
nurse triage lines, standardized triage protocols,
extended office hours, »
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and practitioner and infusion center capacity for same-day
service to avoid emergency department (ED) and hospital
admission. The model also requires adherence to care quality
measures and appropriate care and resource use such as
ASCO'’s Choosing Wisely measures.*

The PCOP model achieves 2-sided financial risk by adjusting
reimbursement to quality and performance targets. ASCO
financial modeling has demonstrated both an increase in prac-
tice revenue and an overall cost saving to payers while enhanc-
ing care quality. Modeling of a typical episode of chemotherapy
on a Medicare fee schedule increases Part B non-drug revenue
to the practice by nearly 50% (4.3% of total cost) while simulta-
neously decreasing the overall cost of care by 4%.

Levels 2 and 3 of PCOP are for the more advanced practices
that have shown they can successfully manage the cost of
care for their patients. In level 2, monthly payments are made
in lieu of all physician billings, including the 3 new codes
described above and the optional clinical trials management
code. Payments would have to be negotiated by disease state
and risk adjusted. Finally, in level 3, bundled payments would
be paid for the entire course of therapy, but they would have
to be negotiated by disease state and risk adjusted. Bundling
of payments that include chemotherapy and other drugs are
complex and would have to be continually updated to account
for new therapies.

PCOP is designed to benefit patients and their families with
accurate diagnosis and appropriate treatment, education
and support services, less ED and hospital care, and financial
benefit by reduction of expensive ED and hospital care and
unnecessary drugs and tests. Oncology practices will benefit
from increased revenue from the new codes, which will
reimburse the practice for current nonbillable or undercom-
pensated services that promote effective care management and
fund practice transformation—this will allow all members of
the oncology care team to perform at the highest level of their
license and skill set. Payers will benefit from not just lower
costs, but enhanced quality of care and member satisfaction.®

Oncology Medical Home Model Shows Promise
Physician practices that move from “volume-based” to “val-
ue-based” payment models require adjustments of their practice
to be successful. Published evidence suggests that physician
practice transformation to an oncology patient-centered medical
home model will achieve the goals of better care and cost re-
quired by an APM.! A CMMI grant-funded COME HOME project,
which incorporated oncology medical home systems within 7
oncology practices and measured oncology practice outcomes,
demonstrated high quality care at reduced costs and high patient
satisfaction. Over the 3-year period, ED use at the 7 practices
decreased by 11.7%, hospital admissions declined by 6.6%, and
hospital readmissions reduced by 12.5%. These cost-saving
results were achieved with a high patient satisfaction of 98.1%.°
The tools that were developed and the knowledge that was ac-
quired from this project reside in Innovative Oncology Business
Solutions (IOBS).

ASCO has licensed the IOBS tools to assist practices in the
transformation required to be successful in this new era of prac-
tice. This initiative, named the ASCO COME HOME program,
will assist practices in implementing the programs necessary to
acquire and develop medical oncology home characteristics that
will promote success in APMs.

The PCOP model, which can be adapted by commercial payers
and by Medicare, is currently operational with an independent
oncology practice and a regional commercial insurer. Several
other practices and commercial insurers are evaluating the mod-
el for implementation. The PCOP model is also being revised to

be presented to the PTAC and then CMS for designation as an
advanced APM. The following revisions are planned:

* Quality metrics to ensure cost savings while delivering
appropriate care, and an efficient reporting of quality metrics
that will not be an onerous requirement on physicians.

¢ Incorporating nationally accepted pathways into the model
to ensure that patients receive evidence-based treatment.

¢ A 2-sided financial risk model that rewards outstanding care
and penalizes less than optimal care, with a level of downside
risk that will not lead to the insolvency of physician practices.

* EHR utilization and reporting.

* Oncology medical home infrastructure requirements.

ASCO is hopeful that PCOP will be accepted by CMS as an
advanced APM and become available to medical oncologists as
an alternative to the MIPS program.

Conclusion

Value-based healthcare is an evolving practice reality accelerat-
ed by the QPP, And APMs seem the likely predominant payment
model of the future in this new system. ASCO’s PCOP model

will offer oncology practices an APM that will provide improved
patient care and satisfaction, reward physicians for providing
excellent care, and reduce costs for patients and payers. The
ASCO COME HOME program will assist oncologists and practic-
es in this transformation of care, and with PCOP, will attempt to
achieve the healthcare Quadruple Aim (enhanced patient experi-
ence, improved population health, cost reduction, and improved
provider work life).
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