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Panelists Will Describe

• Their respective experience with OCM to date

• Lessons learned and challenges moving forward 

• Practical solutions for meeting OCM requirements 



OCM Status Summary 

• OCM Program commenced July 1, 2016

• Purpose: further CMMI’s three-part aim within oncology 
of better care, smarter spending and healthier people

• Currently in Performance Period 1 (Jan 1 - June 30, 2017)

• Parsing through quality measure/clinical data reporting 
requirements. Delays in launching the OCM reporting 
registry. First reporting deadline: Feb 28

• “Kick the tires” site visits starting to take place 

• Claims data to be available March 2017 for Q1 (July-Aug-
Sept 2016). Available quarterly thereafter.



OCM Questions Du Jour 

• How can I get more efficient with my OCM quality 
measure/clinical data reporting? Is there an automated 
solution (EMR)?

• How am I doing – am I on track to earn PBP? 

• Should I consider  2-sided risk as an APM alternative to 
MIPS? 
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OCM and The US Oncology Network:  The First 6 Months   

▪ Investing in care 

teams & enhanced 

services

▪ 94% of planned 

MEOS forecast

- 13 Network 

practices

- 800+ physicians

- 17,000 patients 

enrolled in 1st 6 mo.

• Medical Oncologists

• Radiation Oncologists

• Hematologists

• Oncology Surgeons

• GYN Oncologists

• Urologists

• Colo/Rectal, Neuro, Thoracic, 

ENT, Pathology, Radiologists

▪ iKnowMed

▪ Decision support

▪ Clear Value Plus

▪ Practice Insights

Integrated 

Technology
Value Based Care 

Best Practices:

• Actionable Analytics

• Navigation & Team 

Care

• Urgent Care Slots

• Patient Facing Tx 

Plans (Network 

standard)

• My Choices, My 

Wishes

• Core Eligibility & 

Enrollment Principles



Quality and Clinical Data Reporting

Data Capture
iKnowMed Generation 2

Ongoing Monitoring & Submission
Practice Insights

Submission

to CMMI

Performance Drilldowns:
✓ Care team/ physician 

performance

✓ Patient details

✓ Target performers & outliers



Optimizing Claims Data to Support Practice 
Transformation and Best Practices

Actionable Analyses

• Peer benchmarking from 
CMMI & The US Oncology 
Network

• Side-by-side performance 
by site and provider

• Forecasting trend factors 
total cost targets

Practice Name
Patients who Died in the Hospital

Updated January 11, 2017 BBM

 

 

# Deceased patients 1,065

# Patients who died in hospital 198

% Patients who died in hospital 18.6%

% Patients who had ICU stay during final hospitalization 71.7%

Average length of stay for patients who died in hospital (days) 5.9

Top 10 admitting diagnoses for patients who died in the hospital:
 

Admitting Diagnosis n %

1. Shortness of breath (78605) 16 8.1%

2. Unspecified septicemia (0389) 16 8.1%

3. Other malaise and fatigue (78079) 14 7.1%

4. Pneumonia, organism unspecified (486) 11 5.6%

5. Acute respiratory failure (51881) 9 4.6%

6. Other respiratory abnormalities (78609) 8 4.0%

7. Acute kidney failure, unspecified (5849) 7 3.5%

8. Fever, unspecified (78060) 7 3.5%

9. Hypoxemia (79902) 6 3.0%

10. Cardiac arrest (4275) 5 2.5%

Other 99 50.0%

Total 198 100.0%

Research has demonstrated that patients with advanced cancer choose less aggressive therapy near the end of life, when 

they are fully informed partners in decision making.  Death in the ICU is costly and generally inconsistent with patient 

preferences.  Appropriate advance care planning and hospice referral can reduce deaths as a consequence of cancer in 

the ICU.  Reference:  QOPI 2015 Qualified Clinical Data Registry Measures

Data Sources:

    - Baseline EPISODE, INPHEAD and INPREV files from CMS Chronic Condition Data Warehouse,

      January 2012 – June 2015.

Practice Name
Patients who Died in the Hospital

Updated January 11, 2017 BBM

# 

Deceased

Patients

# Pts

Who Died

in Hospital

% Pts

Who Died

in Hospital

% Pts with

ICU Stay

During Final 

Hospitalization

Avg LOS for

Pts Who Died

in Hospital

264 34 12.9% 68% 4.8

166 26 15.7% 73% 6.2

178 31 17.4% 55% 3.9

103 21 20.4% 76% 6.5

134 31 23.1% 90% 5.2

189 50 26.5% 70% 7.0

Provider Name Site Name

# 

Deceased

Patients

# Pts

Who Died

in Hospital

% Pts

Who Died

in Hospital

% Pts with

ICU Stay

During Final 

Hospitalization

Avg LOS for

Pts Who Died

in Hospital

Brown, Joe Site A 36 2 5.6% 50% 1.5

Smith, Mary Site B 18 1 5.6% 100% 16.0

Doe, Jane Site C 17 1 5.9% 100% 5.0

Chen, Huilen Site D 13 1 7.7% 0% 12.0

Patel, Anand Site E 23 2 8.7% 50% 3.0

Hebert, John Site F 11 1 9.1% 0% 1.0

Gonzalez, Juan Site A 27 3 11.1% 100% 2.0

O'Malley, Patrick Site B 32 4 12.5% 100% 10.0

Bellini, Luis Site C 15 2 13.3% 50% 3.5

Williams, Robert Site D 15 2 13.3% 100% 6.0

Mohammed, Ali Site E 52 7 13.5% 57% 3.9

Miyataki, Sayuri Site F 28 4 14.3% 75% 4.8

… … … … … … …

Site E

Site F

Note:

    - Patient-provider attribution is based on the CMS plurality logic (total E&M claims with cancer diagnosis).

    - Site names are derived from USON HR data.

    - Providers assigned to an "Unknown" site and providers with fewer than five deceased patients are omitted

       from the site and provider summaries below, but they are included in the overall practice totals on page 1.

    - Site and provider results are color-coded based on practice-specific quintiles.

    - Lower percentages reflect better performance.

Site Name

Site A

Site B

Site C

Site D

Baseline Analyses on 
Claims

• OCM1: Hospitalizations
• OCM2: ER visits
• OCM3: Hospice
• Chemo in last 14 days
• Death in the hospital paired 

with ICU admit
• PET scan utilization
• Growth factors utilization



Team Care Huddles



CHALLENGES



OCM Program Challenges

• Pace of program changes and amount of information from 
CMMI

• Identifying patients 

– Oral treatment regimens & access to real time Medicare Rx 
fill data

• Practice transformation, e.g., completion of IOM care plan

• Complexity of care partner and pooling relationships

• OCM Data Registry submission process and registry 
readiness
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The Oncology Care Model

Flatiron Practices in OCM

Flatiron 

55 practices



Care Management 

Revenue Cycle 
Management

Program Evaluation & 
Reporting

15

FOCUS AREA CHALLENGES 

• How do I identify eligible patients?

• How do I keep track of everything?

• How do I ensure patients are informed 
about their care plan?

• How do I measure our quality? 

• How can I improve performance?

• How do I report to the registry?

• How do I optimize our income in the model?

OCM Challenges



• Patient Identification @ point of care

• Patient tracking 

• Auto-generated IOM Care Plans

• Structured data capture in OncoEMR

• OCM Quality Measure Dashboard

• OCM Registry Reporting

• MEOS Billing + Collections Tracking

• PBP Cost of Care Analytics

FLATIRON’S OCM SOLUTION

30,000+
OCM Patients in 
Episode 

$25M+
Potential Additional 
Practice Revenue

IMPACT

How Flatiron is Solving OCM Challenges

Care Management 

Revenue Cycle 
Management

Program Evaluation 
& Reporting

500+
Quality Measure 
Calculations for Reporting
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OCM is a Payer-Driven Model
top-down approach

Payer-Driven

Payer identifies problem 
(oncology costs too high)

Payer changes 
reimbursement 

structure

Practices 
change 

(or fail)



Oncology Care Model (OCM)
Patient Population:

• The CMMI OCM Payment Model applies to all patients with a new 
chemotherapy start.  

Episode Definition:

• 6 months following new chemotherapy start, repeatable.

Payments

• The OCM model will pay physicians in three ways:
– Normal FFS Payments

– $160 PBPM (per beneficiary per month)

– Shared Savings/Risk Sharing

Episode Price/Discount to Medicare

• 4% discount for practices participating in shared savings

• 2.75% discount for practices accepting full risk



Meeting OCM requirements and 
adding Value

• Efficient use of personnel

• Documentation of OCM requirements using 
minimal resources

• Can we turn the Care plan and survivorship 
documents into valuable features to patients?

• Will the entire MEOS payment be used in the 
processes to achieve it?



Undefined or overlapping 
workflows

Everyone works to the top of their license

Physician

APP

Nursing

Administration /

Clerical

Physician

APP

Nursing/Triage/Case Mgt.

Administrative & Clerical

• Defined, efficient workflows

• Standardized protocols & good communication

L
ic

e
n

s
e



Specialization within oncology nursing 
and non-clinical staff

Oncology 
Nursing

Navigation Infusion

Care 
Management

Triage

Non-clinical front 
office staff

Check-
in/check out

Phone 
Operators

Patient Care 
Coordinators

OCM Required 

Navigation Activities



Documentation
• Essential functions to be documented by the doctors

– DIAGNOSIS

– STAGING

– INTENT OF THERAPY (includes outcomes 
expected)

– PERFORMANCE STATUS & PE

– CHEMOTHERAPY & TEST ORDERS

– GENOMICS

• Can we have everything else done by others?



Care Plan Requirements

• Patient information (e.g., name, date of birth, medication list, and allergies)
• Diagnosis, including specific tissue information, relevant biomarkers, and stage
• Prognosis
• Treatment goals (curative, life-prolonging, symptom control, palliative care)
• Initial plan for treatment and proposed duration, including specific chemotherapy drug names, 

doses, and schedule as well as surgery and radiation therapy (if applicable)
• Expected response to treatment
• Treatment benefits and harms, including common and rare toxicities and how to manage these 

toxicities, as well as short-term and late effects of treatment
• Information on quality of life and a patient’s likely experience with treatment
• Who will take responsibility for specific aspects of a patient’s care (e.g., the Cancer care team, the 

primary care/geriatrics care team, or other care teams)
• Advance care plans, including advanced directives and other legal documents
• Estimated total and out-of-pocket costs of Cancer treatment
• A plan for addressing a patient’s psychosocial health needs, including psychological, vocational, 

disability, legal, or financial concerns and their management
• Survivorship plan, including a summary of treatment and information on recommended follow-up 

activities and surveillance, as well as risk reduction and health promotion activities



History



Treatment



Side Effects of Treatment



Follow up/Referrals



Financial Outcomes



Simulated NMCC Performance-Based Payments – OCM Full Risk

1,000 simulated Performance Periods using baseline prices and actual expenses from

NMCC, to include NMCC case mix and practice patterns. According to these simulations,

NMCC will see a shared savings payment in 37 out of 1,000 Performance Periods (3.7%)



Aggregate (Performance Period) 
Cost Modeling – Shared Savings

Average Performance Period Actual Expenses $6,845,238

Average Performance Period Baseline Price $6,620,624

Average Performance Period Shared Savings Target $6,355,790

MEOS Payments per Performance Period $228,480

Savings needed to achieve Shared Savings PBP ($) $717,928

Savings needed to achieve Shared Savings PBP (%) 10.5%



Aggregate (Performance Period) 
Cost Modeling – Full Risk
Average Performance Period Actual Expenses $6,845,238

Average Performance Period Baseline Price $6,620,624

Average Performance Period Full Risk Target $6,438,614

MEOS Payments per Performance Period $228,480

Savings needed to achieve Shared Savings PBP ($) $635,104

Savings needed to achieve Shared Savings PBP (%) 9.3%



Baseline vs. Actual by Cancer Type
blue > red = practice losing money



Baseline vs. Actual by Cancer Type
blue > red = practice losing money



Baseline vs. Actual by Cancer Type
blue > red = practice losing money



Baseline vs. Actual by HCC Score
blue > red = practice losing money
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How Are You Going to Save Money?

Hospital

• ER and 
inpat. $

• Triage and 
navigation 
keep 
patients out

Drugs

• Choosing 
protocols 
wisely

• Increasing 
generic use

• Avoiding 
new meds

Cut Waste

• Unneeded 
testing

• Orals



Hospital Variation is Key



Assessing Drug Impact



Random Variation is Unavoidable



Aggregating Risk is Key for 2-Sided Risk



Panel Challenge Question

• From your perspective, what’s working and 
what’s not working with OCM?

• If there is one thing that you could do to 
improve OCM what would that be? 

[“Repeal and replace” is not a valid answer]  


