CONSOLIDATED PAYMENTS FOR ONCOLOGY CARE:
Payment Reform to Support Patient-Centered Care for Cancer
Questions and Answers
1. How Would Patients Benefit from Consolidated Payments for Cancer Care?
Consolidated Payments for Oncology Care (CPOC) would allow oncology practices the
flexibility to provide the full range of services that patients need through a multi-disciplinary
team of professionals. Today, the only services that Medicare and most health plans pay for
are office visits with physicians and infusions of chemotherapy. CPOC would also pay for
phone calls and email contacts with physicians, visits and calls with nurses when patients
experience problems, nutrition counseling, education and support for family and caregivers,
and many other services to help patients and their families deal with the many other
challenges associated with cancer and its treatment. This kind of flexibility will be
particularly helpful to oncology practices and patients in rural areas, where long distances
make it difficult for face-to-face visits between physicians and patients. CPOC would also
pay for the care and support from the patient’s physician if they enter a hospice program.
Separate payments would still be made to oncologists providing consultations and second
opinions, so that both patients and oncologists could be sure that the most effective
treatments are being used, particularly with rare forms of cancer.
CPOC would also simplify patient cost-sharing – rather than basing a patient’s co-insurance
for a visit on which of 58 different types of services were performed and how many of those
services were performed, and rather than forcing patients to pay co-insurance multiple times
per month with different amounts during each visit, patients would pay a single co-insurance
amount each month, with the amount depending primarily on whether they were receiving
treatment and the level of services they needed.
2. How Would Oncology Practices Bill for and Receive CPOC Payments?
Eleven new CPT/HCPCS codes would be created (1 New Patient Payment, 4 levels of
Treatment Month Payment, 3 levels of Active Monitoring Month Payment, 2 levels of
Transition of Treatment Payment, and 1 Clinical Trial Payment). If Medicare or a health
plan agrees to pay for a patient’s care using the Consolidated Payments for Oncology Care
system, the oncology practice would submit a bill for the appropriate codes for that patient in
each month that the practice is caring for the patient.
3. Why is ASCO Recommending Such a Complex New Payment System?
Consolidated Payments for Oncology Care is actually a much simpler payment system than
the way oncology practices are paid now. Today, Medicare and commercial health plans use
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58 different procedural codes to reimburse oncology practices for office visits and
administration of drugs. CPOC would replace this with just 11 payment categories, a more
than 80% reduction in complexity.
4. Is It Feasible for Medicare to Pay Oncology Practices This Way?
Under CPOC, Medicare could pay oncology practices using the same claims processing
systems it uses today. Oncology practices would submit claims forms to Medicare for each
patient, just as they do today, but using a new set of 11 CPT/HCPCS codes in place of the 58
current E&M and chemotherapy administration codes. The oncology practice would
maintain the appropriate documentation supporting which billing codes it used on the claims
form, just as it does today for the CPT codes it currently uses. The practice would continue
to bill for drugs and other procedures using current J codes and other CPT codes.
Other physicians bill for “bundles” of services rather than individual services, and some also
bill for services in monthly increments. For example, Medicare pays surgeons a single
amount that covers both office visits and treatments for a specific procedure, and
nephrologists bill Medicare for a month of dialysis care of patients with End Stage Renal
Disease (ESRD) using sixteen different codes based on the patient’s age, where the treatment
is given, and how often the physician sees the patient.
5. Would CPOC Increase the Amount that Medicare and Other Payers Spend on
Oncology Care?
CPOC is designed to take the money that is currently being paid to oncology practices for
most of their services and provide it to them in a way that better matches the services that
oncology patients need. ASCO intends to recommend payment amounts to Medicare for
each of the components of CPOC such that total spending on oncology care for an oncology
practice’s patients, considering both what is paid to the oncology practice and what is paid
for other costs of oncology care to the practice’s patients (e.g., laboratory testing, imaging,
emergency room visits, hospitalizations, parenteral drugs, oral drugs, etc.) is no greater than
it would have been if the current payment system had continued.
6. Could Oncology Practices Receive Less Revenue Under CPOC?
CPOC will help oncology practices avoid losing revenue if they redesign care based on an
interdisciplinary team approach and use alternative ways for physicians to interact with
patients other than face-to-face visits. CPOC will also help oncology practices avoid losing
revenue if patients are given oral chemotherapy rather than parenteral drugs. In many cases,
oncology practices will be able to obtain additional revenue, such as through increases in
payments for delivering high-quality, evidence-based care, and compensating oncologists
when they serve as a patient’s hospice physician.
ASCO intends to carry out analyses in order to recommend payment amounts to Medicare for
each of the components of CPOC that would ensure the total net revenue a typical oncology
practice would receive under CPOC would be no less than under the current payment system.
ASCO expects that for many practices, net revenue to the practice could increase without
increasing total spending by Medicare or payers, because CPOC would help improve quality,
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reduce use of non-evidence based treatment, and reduce avoidable expenditures on
emergency room visits and hospitalization. Since net revenues to oncology practices
represent only a small proportion of the total spending on oncology care, even a small
reduction in other spending through better care for patients could allow oncology practices to
be paid more for their services than they are today.
ASCO believes that careful analyses should first be conducted in order to set appropriate
payment amounts for CPOC. Then practices should be able to phase in the new method of
payment, either by implementing it for specific subsets of patients or types of cancer first, or
by implementing it for all patients with limits on how much an oncology practice’s net
revenue could change from what they would have received under the current payment
system. Medicare spending and practice revenues would be monitored carefully and
adjustments would be made to correct to the structure and payment amounts under CPOC to
address any problems, similar to what is done by Medicare annually for the overall physician
fee schedule.
7. Does CPOC Do Anything to Reduce the High Cost of Oncology Care?
Under CPOC, oncology practices would use evidence-based pathways to help them and their
patients choose the most appropriate treatments, supportive care, testing, and other aspects of
care to achieve better outcomes. Research has shown that the use of such pathways reduces
spending without harming patients by reducing the use of inappropriate treatments. As they
become available, value-based pathways would also be used that identify the lowest-cost
treatment in situations where multiple treatments are available that have equivalent efficacy
and toxicity.
In addition, under CPOC, oncology practices would have greater flexibility to help patients
avoid complications that result in expensive emergency room visits and hospitalizations, and
practices whose patients have high rates of avoidable complications requiring emergency
room care would have their payments reduced. CPOC also includes an optional program to
provide extra resources to practices for additional services that can help patients avoid
expensive ER visits and hospitalizations.
8. Does CPOC Change the “Buy and Bill” System for Paying for Oncology Drugs?
The focus of CPOC is to restructure the payments oncology practices currently receive for
their time with patients so the practices can provide the types of care patients most need,
rather than only the things that are reimbursed, or the things that are reimbursed more
generously, under the current fee-for-service system. For example, one of the problems with
the current system of paying oncology practices is that they are paid more for using IV
therapies than for oral medications, even though patients taking oral medications also require
considerable amounts of education and support; CPOC would ensure that payments were
based on the level of services the patient needs for whatever type of medication they are
receiving.
Under CPOC, if an oncology practice purchases and stores parenteral drugs for
administration, the practice would be reimbursed for its cost of purchasing the drugs and it
would also receive adequate compensation for the practice’s expenses and risk associated
with purchasing and maintaining an inventory of expensive and potentially toxic drugs. In
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addition to the current system of paying based on the average sales price of drugs, ASCO
believes that one or more additional payment system should be developed that reimburse the
oncology practice for its costs of purchasing drugs for patients and provide adequate
compensation for the costs of safely maintaining an inventory of such drugs without making
the financial viability of the oncology practice dependent on the types of drugs it prescribes.
9. Would Fixed Monthly Payments Discourage Practices From Caring for Sicker Patients
and Patients Needing Complex Treatments?
The CPOC system is specifically designed to pay oncology practices more for caring for
patients with multiple health problems and for patients receiving complex treatment
regimens. Payment amounts would be higher during treatment months if a patient has other
health problems besides cancer, if they are unable to work or take care of themselves, if they
are receiving multiple drugs, and/or if they are receiving more toxic drugs.
10. How Could Patients and Payers Be Sure That Appropriate Care Was Being Given
Under CPOC?
Under CPOC, oncology practices would be measuring and reporting their use of evidencebased pathways, their performance on quality measures, and the rate at which their patients
experienced complications leading to avoidable, oncology-related emergency room visits. In
addition to their quality and performance being measured objectively, payments to a practice
would be reduced if its performance was significantly below that of other oncology practices.
11. How Does CPOC Differ From Bundled Payments and Episode Payments?
Consolidated Payments for Oncology Care “bundle” together all of the current payments that
oncology practices receive for the time they spend seeing patients and administering
treatments (i.e., evaluation and management payments, both in the office and in the hospital,
and chemotherapy administration payments, regardless of whether the drugs are administered
in the physician’s office or a separate infusion center). This gives the practice much greater
flexibility to deliver the types of services that patients need without the restrictions imposed
by current payment systems as to what kinds of services will be reimbursed. For example,
under CPOC, a physician could spend time answering a patient’s questions over the phone,
via email, or in a face-to-face office visit, whichever was more convenient for the patient,
whereas under the current payment system, the oncology practice would not be paid for a
discussion over the phone or through email.
A CPOC payment does not, however, “bundle” the costs of drugs, tests, hospitalizations, etc.
with the payments for the time of oncologists and their staff. These other costs would still be
reimbursed separately based on bills submitted by the oncology practice, the pharmacy, the
testing lab, the hospital, or whomever delivered that product or service.
Also, in contrast to an episode payment that would pay a fixed amount for treatment no
matter how many months it lasts, CPOC would give an oncology practice an additional
payment for a patient during each month that the patient is being cared for by the practice. If
an oncology practice and payer wanted to develop an episode payment for certain kinds of
cancers or treatments, CPOC could help by defining the appropriate amount of payment
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needed in each month for the time and costs that an oncology practice incurs to deliver highquality patient care (including services that are not currently reimbursed under fee-forservice). An appropriate episode or condition-based payment could then be constructed by
combining these monthly amounts over the time period that is to be covered by the episode
payment along with any other costs that are to be included in the episode payment. The
differences in the number of months of payments and the levels of payments that are made
for patients with different types and stages of cancer under the proposed oncology payment
model could be used to determine how to adjust the episode payment amounts by type and
stage of cancer.
12. Is CPOC Intended to Be an Alternative to an ACO for Oncologists?
CPOC is intended to help oncology practices improve care to cancer patients, whether the
practice or patient is part of an Accountable Care Organization (ACO) or not. CPOC could
be used to pay oncology practices inside an overall global payment for an ACO or as a
complement to a shared savings payment for an ACO, and indeed, CPOC would help both
the ACO and oncology practices be more successful by clearly defining what financial
support the oncologists need in terms of payment change to enable them to help achieve
better outcomes at lower costs.
13. Wouldn’t a Shared Savings Program Be Simpler and Also Save Money?
Shared savings programs do not make any changes to the way physicians are paid for
delivering care to patients. If Medicare or a health plan created a shared savings program for
cancer care, oncology practices would still only be paid for office visits with physicians and
administration of IV therapies, and not for many other essential services to patients, such as
telephone calls and emails with their physician, education and counseling services provided
by nurses, social workers, and financial counselors at the practice, or help in managing oral
chemotherapy.
ASCO’s plan for Consolidated Payments for Oncology Care includes an optional Shared
Savings Payment, but this would be in addition to the rest of the payment changes, not a
substitute for them. Moreover, giving oncology practices the flexibility to deliver the most
appropriate services to patients and basing payments on the use of evidence-based guidelines
and performance on quality measures, as CPOC would do, would assure cancer patients that
shared savings payments were not based on savings generated by withholding the treatment
they need.
14. Wouldn’t a Monthly Care Management Payment for Oncology Practices, Similar to
Primary Care Medical Home Programs, Be Simpler and Better?
Although oncology practices would welcome receiving additional revenues in a flexible
monthly payment, the add-on care management payments in most commercial primary care
medical home programs are very small, and so similar add-on payments in oncology would
still leave the oncology practice with insufficient revenues to cover the wide range of
services they provide that are not covered by payments for physician visits and drug
infusions, such as telephone calls and emails, education and counseling services, etc.
Moreover, because the intensity of services needed by patients varies dramatically from
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month to month based on whether they are currently receiving treatment and the nature of the
treatment they are receiving, a flat monthly payment for each patient would be unlikely to
match actual patient needs. In contrast, CPOC would replace existing payments with new
monthly payments that would vary from month to month based on patients’ needs.
15. Is CPOC Consistent with Proposed Congressional Payment Reform Legislation?
H.R. 4015, which received unanimous bipartisan support in the House Energy and
Commerce Committee, the House Ways and Means Committee, and the Senate Finance
Committee, encourages the use of Alternative Payment Models that base payments on
performance on quality measures and require physician practices to accept financial risk for
monetary losses. Consolidated Payments for Oncology Care would qualify as an Alternative
Payment Model under the legislation because it includes a Value-Based Payment Adjustment
that modifies payment to an oncology practice by up to 10% based on its performance on
quality measures, use of care pathways, and success in reducing avoidable emergency room
visits for patients.
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