January 5, 2017
VIA ELECTRONIC MAIL

Physician-Focused Payment Model Technical Advisory Committee
c/o Angela Tejeda, ASPE
200 Independence Ave., SW
Washington, DC 20201
PTAC@hhs.gov
Re:

Public Comment—The Comprehensive Colonoscopy Advanced
Alternative Payment Model for Colorectal Cancer Screening,
Diagnosis and Surveillance

Dear Committee Members,
The Digestive Health Physicians Association (DHPA) submits this letter of
support for the Physician-Focused Payment Model entitled Comprehensive
Colonoscopy Advanced Alternative Payment Model for Colorectal Cancer
Screening, Diagnosis and Surveillance (Colonoscopy Advanced APM)
submitted on December 29, 2016.
The DHPA is a trade association with 65 independent gastroenterology
member practices in 31 states across the country. Our mission is to promote
and preserve high quality, cost-efficient and accessible care furnished to
patients in the independent gastroenterology medical practice setting.
DHPA’s member practices include more than 1,500 gastroenterologists and
other physician specialists who provide care to approximately 2.5 million
patients annually in nearly 4 million distinct patient encounters. Our
physicians are on the front lines diagnosing and caring for tens of thousands
of patients who are diagnosed each year with colon cancer—the fourth most
common cancer and second leading cause of cancer death in the United
States.

The proposal aims to broaden CMS’s APM portfolio by addressing an issue in payment
policy in a new, innovative and more inclusive manner that will expand opportunities for
participation in APMs. The Colonoscopy Advanced APM is a comprehensive, prospective
bundled payment with retrospective reconciliation that will encourage practitioners from
multiple specialties to collaborate and coordinate care across settings to more effectively
manage patients who require colonoscopy for colorectal cancer (CRC) screening, diagnosis,
and surveillance, and for other diagnostic purposes. Given the critical nature of early CRC
screening as a tool in fighting colon cancer, and the serious deficiencies in screening rates
that continue to exist in eligible U.S. adults age 50 to 75, the Colonoscopy Advanced APM
presents a perfect opportunity to close the gaps in early detection and prevention of colon
cancer. The Colonoscopy Advanced APM is designed to improve health care quality and
CRC screening while providing cost savings to patients and the Medicare system, preserving
patient choice and enhancing patient safety, which meets the criteria for PFPMs as
established by the Secretary of HHS in regulations at 42 CFR § 414.1465.
The Colonoscopy Advanced APM has been designed to affect practitioners’ behavior to
achieve higher value care using payment and other incentives, while incorporating
development of a CPT code that overcomes the barriers of existing payment methodologies.
The Colonoscopy Advanced APM is an important tool to assist in closing the gaps in CRC
screening, improving detection of CRC at early stages, decreasing the rate of CRC, and
improving survival for this disease. This is precisely the type of forward thinking PhysicianFocused Payment Model that this Committee should embrace, and DHPA recommends that
CMS implement this proposed payment model as a high priority.
DHPA thanks you for the careful consideration you will give the proposal.
Sincerely,

Fred Rosenberg, M.D.
President

cc:

Kevin Harlen, Executive Director, DHPA
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Lawrence Kim, M.D.
Chair, Health Policy

Tejeda, Angela (OS/ASPE)
From:
Sent:
To:
Subject:

Barry Tanner <btanner@endocenters.com>
Wednesday, January 18, 2017 9:14 AM
PTAC (OS/ASPE)
Public Comment - The Comprehensive Colonoscopy Advanced Alternative Payment
Model for Colorectal Cancer Screening Diagnosis and Surveillance

Dear Committee Members:
I am writing to you on behalf of Physicians Endoscopy and the physician owners of the more than forty‐four GI
focused ambulatory surgery centers that are a part of the Physicians Endoscopy family. I would like to say that we
recognize and strongly support the need for positive payment reforms that will ultimately lead to higher quality care,
lower cost, improved care coordination and better overall outcomes. The Physician‐Focused Payment Model that has
been designed and submitted by Digestive Health Network represents a major step forward toward accomplishing the
aforementioned goals. We particularly like the incorporation of quality measurement initiatives coupled with the
flexibility to adjust payments and/or incentives based upon quality of care metrics.
I am sure that this sort of creative initiative will continue to be a work in progress for years to come however,
for an organization such as Digestive Health Network to undertake and embrace this sort of payment reform is both
appreciated and applauded by us and we hope that the Committee will look favorably upon it.
Sincerely,
Barry Tanner, President and CEO
Barry Tanner
Physicians Endoscopy
2500 York Road, Suite 300
Jamison, PA 18929
(215) 589‐9000 Main Number
(215) 589‐9005 Direct Line
(215) 589‐9030 Fax Line
(215) 301‐8126 Cell Phone
btanner@endocenters.com
www.endocenters.com
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Tejeda, Angela (OS/ASPE)
From:
Sent:
To:
Subject:

Claudia Barghash <dr.cbarghash@gmail.com>
Wednesday, January 18, 2017 1:06 PM
PTAC (OS/ASPE)
Public Comment The Comprehensive Colonoscopy Advanced Alternative Payment
Model

This letter is to support The Colonoscopy Alternative Payment Model because it will enhance Quality of
Screening Colonoscopy while saving money for payors and keeping physicians motivated in providing quality
care and participating in the payment reform, since they are the main operators and triggers in the health
expenditure and quality of care.
Sincerely,
Claudia Barghash, MD
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January 20, 2017
Physician-Focused Payment Model Technical Advisory Committee
c/o Angela Tejeda
Office of The Assistant Secretary for Planning and Evaluation
200 Independence Ave. SW
Washington, DC 20201
Re: Comments on the “Comprehensive Colonoscopy Advanced
Alternative Payment Model for Colorectal Cancer Screening, Diagnosis
and Surveillance” submitted by the Digestive Health Network
Dear members of the Physician-Focused Payment Model Technical
Advisory Committee:
I write today on behalf of the American Gastroenterological Association
(AGA) to provide comments on the Comprehensive Colonoscopy
Advanced Alternative Payment Model for Colorectal Cancer Screening,
Diagnosis and Surveillance proposal submitted to Physician-Focused
Payment Model Technical Advisory Committee (PTAC) by the Digestive
Health Network (DHN). Founded in 1897, AGA is the trusted voice of
the gastroenterology community that has grown to include more than
16,000 members from around the globe who are involved in all aspects of
the science, practice and advancement of gastroenterology.
The AGA has long been a leader in the development of episodes of care
and value-based care models, even before the passage of the MACRA
legislation. We appreciate the opportunity to provide feedback on
Physician-Focused Payment Model (PFPM) proposals that offer new
ways for the Centers for Medicare and Medicaid Services (CMS) to pay
physicians for the care they provide to Medicare beneficiaries.
The AGA supports the Comprehensive Colonoscopy Advanced
Alternative Payment Model for Colorectal Cancer Screening, Diagnosis
and Surveillance proposal.

The model is similar in concept to AGA’s colonoscopy bundled payment
framework published in March 2014. 1 The goal of both the AGA’s 2014
bundle and the DHN’s proposed bundle is to improve the value of health
care by controlling costs, enhancing collaboration among providers,
improving patient outcomes, and reducing the incidence of
complications. Development of an alternative payment model based on
colonoscopy provides a significant opportunity for GIs to improve the
quality of care at a lower cost and incentivizes physicians to coordinate
care for patients undergoing screening and surveillance.
We are pleased to support the proposal Comprehensive Colonoscopy Advanced
Alternative Payment Model for Colorectal Cancer Screening, Diagnosis and
Surveillance proposal. We would like to provide additional input for consideration as
PTAC reviews the proposal.
We ask the PTAC to consider excluding the following procedures and diagnoses from
the bundle:
(1) Recommend removal of the Endoscopic Mucosal Resection (EMR) CPT codes
44403 (colonoscopy through stoma with EMR) and 45390 (colonoscopy with
EMR). EMR is typically done for more complex polyps (most commonly large
flat polyps) and is both relatively uncommon and generally performed by
gastroenterologists with specialized training. Consequently, EMR should be
similarly categorized with more complex interventional procedures, such as stent
placement, dilation, etc., and should be excluded from the proposal.
(2) Recommend exclusion for piecemeal polypectomy. When a large polyp is
found during a colonoscopy and must be removed piecemeal, guidelines
recommend repeat colonoscopy in two to six months to reassess the
polypectomy site for any residual polyp tissue, if there is any question regarding
the completeness of the resection. 2, 3 Therefore, it is typical for gastroenterologists

1

Brill JV, Jain R, Margolis PS, et al. A Bundled Payment Framework for Colonoscopy Performed for
Colorectal Cancer Screening or Surveillance. Gastroenterology. 2014 Mar;146(3):849-853

2 Lieberman DA, Rex DK, Winawer SJ, et al. Guidelines for colonoscopy surveillance after screening and

polypectomy: a consensus updated by the US Multi-Society Task Force on Colorectal Cancer.
Gastroenterology. 2012 Sep; 143:844-57
3
Kahi CJ, Boland CR, Dominitz JA, et al. Colonoscopy Surveillance after Colorectal Cancer Resection:
Recommendations of the US Multi-Society Task Force on Colorectal Cancer. Gastroenterology. 2016
Mar;111(3):337-46

to have these patients return for repeat colonoscopy prior to the proposed one-year
episode interval to reassess the polypectomy site. Provisions should be made within
the colonoscopy bundle to recognize necessary, repeat colonoscopy performed
within one year, so endoscopists are not penalized.
(3) Recommend removal of diagnoses of ulcerative colitis (ICD-10-CM K51), Crohn’s
disease (K50), and “toxic” colitis (K52.1), given patients may need colonoscopy
more frequently than once a year. For example, for patients who have low grade
dysplasia, a follow up colonoscopy in six months may be clinically indicated.
(4) Recommend exclusion of patients with cancer syndromes (e.g., Lynch Syndrome,
familial adenomatous polyposis (FAP)), given their need for additional tests is high.
(5) Recommend removal of screening and counseling for obesity, tobacco and alcohol
use (page 11) in this bundle. Although these are important services for our
patients, they should not be the primary responsibility of the gastroenterologist,
many of whom will be performing the screening colonoscopy in an open access
system.
Following are questions that the PTAC may wish to investigate further:
(1) What happens if a large polyp is seen and the patient is referred to a tertiary center for
removal? How would that be accounted for?
(2) Encouraging increased use of ASCs makes sense from an overall financial perspective,
but many gastroenterologists (particularly solo/small practices) do not have access to
ASCs. How might they be included in the model?
(3) How were the estimates for Emergency Department (ED)/urgent care evaluation
derived? They seem to underrepresent ED/urgent care evaluations.
(4) Would a gastroenterologist be required to absorb the costs of a visit to the ED as part of
the bundle even if it occurs at an ED outside their system?
(5) Does the bundle include costs of Computed Tomography (CT) scans or other evaluation
in the ED should complications arise?
(6) Does the bundle include the costs associated with hospitalization and surgery if
perforation occurs?
Thank you for the opportunity to comment on the Comprehensive Colonoscopy Advanced
Alternative Payment Model for Colorectal Cancer Screening, Diagnosis and Surveillance
proposal. If you have questions or concerns, please contact Leslie Narramore, AGA’s Director
of Reimbursement, at Lnarramore@gastro.org or (410) 349-7455.
Sincerely,

Michael Camilleri, MD, AGAF
Chair
American Gastroenterological Association

Tejeda, Angela (OS/ASPE)
From:
Sent:
To:
Subject:

Steven Gronowitz, MD, FACG <gronowitzs@ganjllc.com>
Monday, January 23, 2017 1:49 PM
PTAC (OS/ASPE)
Public Comment - The Comprehensive Colonoscopy Advanced Alternative Payment
Model for Colorectal Cancer Screening, Diagnosis and Surveillance

Dear Committee Members,
I submit this letter of support for the Physician-Focused Payment Model entitled Comprehensive Colonoscopy
Advanced Alternative Payment Model for Colorectal Cancer Screening, Diagnosis and Surveillance
(Colonoscopy Advanced APM) submitted on December 29, 2016.
The proposal aims to broaden CMS’s APM portfolio by addressing an issue in payment policy in a new,
innovative and more inclusive manner that will expand opportunities for participation in APMs. The
Colonoscopy Advanced APM is a comprehensive, prospective bundled payment with retrospective
reconciliation that will encourage practitioners from multiple specialties to collaborate and coordinate care
across settings to more effectively manage patients who require colonoscopy for colorectal cancer (CRC)
screening, diagnosis, and surveillance, and for other diagnostic purposes. Given the critical nature of early CRC
screening as a tool in fighting colon cancer, and the serious deficiencies in screening rates that continue to exist
in eligible U.S. adults age 50 to 75, the Colonoscopy Advanced APM presents a perfect opportunity to close the
gaps in early detection and prevention of colon cancer.
The Colonoscopy Advanced APM is designed to improve health care quality and CRC screening while
providing cost savings to patients and the Medicare system, preserving patient choice and enhancing patient
safety, which meets the criteria for PFPMs as established by the Secretary of HHS in regulations at 42 CFR §
414.1465. The Colonoscopy Advanced APM has been designed to affect practitioners’ behavior to achieve
higher value care using payment and other incentives, while incorporating development of a CPT code that
overcomes the barriers of existing payment methodologies. The Colonoscopy Advanced APM is an important
tool to assist in closing the gaps in CRC screening, improving detection of CRC at early stages, decreasing the
rate of CRC, and improving survival for this disease. This is precisely the type of forward thinking
PhysicianFocused Payment Model that this Committee should embrace, and DHPA recommends that CMS
implement this proposed payment model as a high priority.
Thanks for you help,
Steven Gronowitz, MD, FACG

Gastroenterology Associates of New Jersey, LLC
1011 Clifton Avenue
Clifton, NJ 07013
Telephone 973‐471‐8200 | Fax 973‐471‐3032

gronowitzs@ganjllc.com
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www.ganjllc.com
“This electronic message is intended to be for the use only of the named recipient, and may contain
information that is confidential or privileged. If you are not the intended recipient, you are hereby notified
that any disclosure, copying, distribution or use of the contents of this message is strictly prohibited. If you
have received this message in error or are not the named recipient, please notify us immediately by contacting
the sender at the electronic mail address noted above, and delete and destroy all copies of this message.
Thank you.”
“Confidential Information subject to GANJ information security policies.”
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Tejeda, Angela (OS/ASPE)
From:
Sent:
To:
Subject:

Joseph Shami <shamij@ganjllc.com>
Monday, January 23, 2017 8:24 PM
PTAC (OS/ASPE)
Public Comment-Colorectal Cancer Prevention Alternative Payment Module

Dear Committee Members,
I submit this letter of support for the Physician-Focused Payment Model entitled Comprehensive Colonoscopy
Advanced Alternative Payment Model for Colorectal Cancer Screening, Diagnosis and Surveillance
(Colonoscopy Advanced APM) submitted on December 29, 2016.
The proposal aims to broaden CMS’s APM portfolio by addressing an issue in payment policy in a new,
innovative and more inclusive manner that will expand opportunities for participation in APMs. The
Colonoscopy Advanced APM is a comprehensive, prospective bundled payment with retrospective
reconciliation that will encourage practitioners from multiple specialties to collaborate and coordinate care
across settings to more effectively manage patients who require colonoscopy for colorectal cancer (CRC)
screening, diagnosis, and surveillance, and for other diagnostic purposes. Given the critical nature of early CRC
screening as a tool in fighting colon cancer, and the serious deficiencies in screening rates that continue to exist
in eligible U.S. adults age 50 to 75, the Colonoscopy Advanced APM presents a perfect opportunity to close the
gaps in early detection and prevention of colon cancer.
The Colonoscopy Advanced APM is designed to improve health care quality and CRC screening while
providing cost savings to patients and the Medicare system, preserving patient choice and enhancing patient
safety, which meets the criteria for PFPMs as established by the Secretary of HHS in regulations at 42 CFR §
414.1465. The Colonoscopy Advanced APM has been designed to affect practitioners’ behavior to achieve
higher value care using payment and other incentives, while incorporating development of a CPT code that
overcomes the barriers of existing payment methodologies. The Colonoscopy Advanced APM is an important
tool to assist in closing the gaps in CRC screening, improving detection of CRC at early stages, decreasing the
rate of CRC, and improving survival for this disease. This is precisely the type of forward thinking
PhysicianFocused Payment Model that this Committee should embrace, and DHPA recommends that CMS
implement this proposed payment model as a high priority.
Sincerely,
Joseph G. Shami, MD
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Tejeda, Angela (OS/ASPE)
From:
Sent:
To:
Subject:

Oren Bernheim <orenbernheim@gmail.com>
Monday, January 23, 2017 9:08 PM
PTAC (OS/ASPE)
Public Comment - The Comprehensive Colonoscopy Advanced Alternative Payment
Model for Colorectal Cancer Screening, Diagnosis and Surveillance

Dear Committee Members,
I submit this letter of support for the Physician-Focused Payment Model entitled Comprehensive Colonoscopy
Advanced Alternative Payment Model for Colorectal Cancer Screening, Diagnosis and Surveillance
(Colonoscopy Advanced APM) submitted on December 29, 2016.
The proposal aims to broaden CMS’s APM portfolio by addressing an issue in payment policy in a new,
innovative and more inclusive manner that will expand opportunities for participation in APMs. The
Colonoscopy Advanced APM is a comprehensive, prospective bundled payment with retrospective
reconciliation that will encourage practitioners from multiple specialties to collaborate and coordinate care
across settings to more effectively manage patients who require colonoscopy for colorectal cancer (CRC)
screening, diagnosis, and surveillance, and for other diagnostic purposes. Given the critical nature of early CRC
screening as a tool in fighting colon cancer, and the serious deficiencies in screening rates that continue to exist
in eligible U.S. adults age 50 to 75, the Colonoscopy Advanced APM presents a perfect opportunity to close the
gaps in early detection and prevention of colon cancer.
The Colonoscopy Advanced APM is designed to improve health care quality and CRC screening while
providing cost savings to patients and the Medicare system, preserving patient choice and enhancing patient
safety, which meets the criteria for PFPMs as established by the Secretary of HHS in regulations at 42 CFR §
414.1465. The Colonoscopy Advanced APM has been designed to affect practitioners’ behavior to achieve
higher value care using payment and other incentives, while incorporating development of a CPT code that
overcomes the barriers of existing payment methodologies. The Colonoscopy Advanced APM is an important
tool to assist in closing the gaps in CRC screening, improving detection of CRC at early stages, decreasing the
rate of CRC, and improving survival for this disease. This is precisely the type of forward thinking
PhysicianFocused Payment Model that this Committee should embrace, and DHPA recommends that CMS
implement this proposed payment model as a high priority.
Thanks for you help,
-Oren E. Bernheim, MD
Gastroenterology Associates of New Jersey
Office Address:
246 Hamburg Turnpike
Suite 203
Wayne, NJ 07470
Office Phone: 862-336-9988
Office Fax: 862-336-9987
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Tejeda, Angela (OS/ASPE)
From:
Sent:
To:
Subject:

Ariy Volfson <avolfsonmd@gmail.com>
Tuesday, January 24, 2017 7:13 AM
PTAC (OS/ASPE)
Public comment - comprehensive colonoscopy alternative payment model

I support this idea.
Ariy Volfson, MD
Sent from my iPhone
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Tejeda, Angela (OS/ASPE)
From:
Sent:
To:
Subject:

Michael M Mainero,MD <drmike59@aol.com>
Tuesday, January 24, 2017 8:14 AM
PTAC (OS/ASPE)
Fwd: Public Comment - The Comprehensive Colonoscopy Advanced Alternative
Payment Model for Colorectal Cancer Screening, Diagnosis and Surveillance

Dear Committee Members,
I submit this letter of support for the Physician-Focused Payment Model entitled Comprehensive
Colonoscopy Advanced Alternative Payment Model for Colorectal Cancer Screening, Diagnosis and
Surveillance (Colonoscopy Advanced APM) submitted on December 29, 2016.
The proposal aims to broaden CMS’s APM portfolio by addressing an issue in payment policy in a new,
innovative and more inclusive manner that will expand opportunities for participation in APMs. The
Colonoscopy Advanced APM is a comprehensive, prospective bundled payment with retrospective
reconciliation that will encourage practitioners from multiple specialties to collaborate and coordinate care
across settings to more effectively manage patients who require colonoscopy for colorectal cancer (CRC)
screening, diagnosis, and surveillance, and for other diagnostic purposes. Given the critical nature of
early CRC screening as a tool in fighting colon cancer, and the serious deficiencies in screening rates
that continue to exist in eligible U.S. adults age 50 to 75, the Colonoscopy Advanced APM presents a
perfect opportunity to close the gaps in early detection and prevention of colon cancer.
The Colonoscopy Advanced APM is designed to improve health care quality and CRC screening while
providing cost savings to patients and the Medicare system, preserving patient choice and enhancing
patient safety, which meets the criteria for PFPMs as established by the Secretary of HHS in regulations
at 42 CFR § 414.1465. The Colonoscopy Advanced APM has been designed to affect practitioners’
behavior to achieve higher value care using payment and other incentives, while incorporating
development of a CPT code that overcomes the barriers of existing payment methodologies. The
Colonoscopy Advanced APM is an important tool to assist in closing the gaps in CRC screening,
improving detection of CRC at early stages, decreasing the rate of CRC, and improving survival for this
disease. This is precisely the type of forward thinking PhysicianFocused Payment Model that this
Committee should embrace, and DHPA recommends that CMS implement this proposed payment model
as a high priority.
Thanks for you help,

Michael M. Mainero, MD
Gastroenterology
205 Browertown Rd
West Paterson, NJ 07424
973-785-0102
973-785-0335 fax

-----Original Message----From: drpavlou <drpavlou@aol.com>
To: Steven Gronowitz <sdgrono@gmail.com>; Andrew Boxer <andrewsboxer@gmail.com>; Ariy Volfson
<avolfsonmd@gmail.com>; Ashok Gupta <ashokgupta@optonline.net>; Donald Kutner <donaldkutner@gmail.com>;
Frank Ruiz <frankruizmd@gmail.com>; GARY KOSC, MD <koscg@sjhmc.org>; Haleh Pazwash
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<Haleh101@gmail.com>; Joe Roth <gijoekuno@gmail.com>; joe shami <shamij@ganjllc.com>; Ken Zierer
<kenzierer@yahoo.com>; Mainero Mike <DRMIKE59@aol.com>; Matt Grossman <mattgrossman@gmail.com>; Natan
Krohn <natankrohn@gmail.com>; Oren Bernheim <orenbernheim@gmail.com>; Rini <rinisabraham@gmail.com>; John
Farkas <johnjfarkas@gmail.com>; Mike Martino <mmartinomd@aol.com>; Ralph DeMaio <Demaior@ganjllc.com>
Sent: Mon, Jan 23, 2017 4:27 pm
Subject: RE: Fwd: Public Comment - The Comprehensive Colonoscopy Advanced Alternative Payment Model for
Colorectal Cancer Screening, Diagnosis and Surveillance
Thanks

Sent from my Verizon, Samsung Galaxy smartphone

-------- Original message -------From: Steven Gronowitz <sdgrono@gmail.com>
Date: 1/23/17 1:53 PM (GMT-05:00)
To: Andrew Boxer <andrewsboxer@gmail.com>, Ariy Volfson <avolfsonmd@gmail.com>, Ashok Gupta
<ashokgupta@optonline.net>, Donald Kutner <donaldkutner@gmail.com>, Frank Ruiz <frankruizmd@gmail.com>,
"GARY KOSC, MD" <koscg@sjhmc.org>, George Pavlou <drpavlou@aol.com>, Haleh Pazwash
<Haleh101@gmail.com>, Joe Roth <gijoekuno@gmail.com>, joe shami <shamij@ganjllc.com>, Ken Zierer
<kenzierer@yahoo.com>, Mainero Mike <DRMIKE59@aol.com>, Matt Grossman <mattgrossman@gmail.com>, Natan
Krohn <natankrohn@gmail.com>, Oren Bernheim <orenbernheim@gmail.com>, Rini <rinisabraham@gmail.com>, Steven
Gronowitz <sdgrono@gmail.com>, John Farkas <johnjfarkas@gmail.com>, Mike Martino <mmartinomd@aol.com>,
Ralph DeMaio <Demaior@ganjllc.com>
Subject: Fwd: Public Comment - The Comprehensive Colonoscopy Advanced Alternative Payment Model for Colorectal
Cancer Screening, Diagnosis and Surveillance

---------- Forwarded message ---------From: Steven Gronowitz, MD, FACG <gronowitzs@ganjllc.com>
Date: Mon, Jan 23, 2017 at 1:49 PM
Subject: Public Comment - The Comprehensive Colonoscopy Advanced Alternative Payment Model for Colorectal Cancer
Screening, Diagnosis and Surveillance
To: ptac@hhs.gov

Dear Committee Members,
I submit this letter of support for the Physician-Focused Payment Model entitled Comprehensive Colonoscopy Advanced
Alternative Payment Model for Colorectal Cancer Screening, Diagnosis and Surveillance (Colonoscopy Advanced APM)
submitted on December 29, 2016.
The proposal aims to broaden CMS’s APM portfolio by addressing an issue in payment policy in a new, innovative and
more inclusive manner that will expand opportunities for participation in APMs. The Colonoscopy Advanced APM is a
comprehensive, prospective bundled payment with retrospective reconciliation that will encourage practitioners from
multiple specialties to collaborate and coordinate care across settings to more effectively manage patients who require
colonoscopy for colorectal cancer (CRC) screening, diagnosis, and surveillance, and for other diagnostic purposes. Given
the critical nature of early CRC screening as a tool in fighting colon cancer, and the serious deficiencies in screening rates
that continue to exist in eligible U.S. adults age 50 to 75, the Colonoscopy Advanced APM presents a perfect opportunity
to close the gaps in early detection and prevention of colon cancer.
The Colonoscopy Advanced APM is designed to improve health care quality and CRC screening while providing cost
savings to patients and the Medicare system, preserving patient choice and enhancing patient safety, which meets the
criteria for PFPMs as established by the Secretary of HHS in regulations at 42 CFR § 414.1465. The Colonoscopy
Advanced APM has been designed to affect practitioners’ behavior to achieve higher value care using payment and other
incentives, while incorporating development of a CPT code that overcomes the barriers of existing payment
methodologies. The Colonoscopy Advanced APM is an important tool to assist in closing the gaps in CRC screening,
improving detection of CRC at early stages, decreasing the rate of CRC, and improving survival for this disease. This is
precisely the type of forward thinking PhysicianFocused Payment Model that this Committee should embrace, and DHPA
recommends that CMS implement this proposed payment model as a high priority.
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Thanks for you help,

Steven Gronowitz, MD, FACG

Gastroenterology Associates of New Jersey, LLC
1011 Clifton Avenue
Clifton, NJ 07013
Telephone 973‐471‐8200 | Fax 973‐471‐3032
gronowitzs@ganjllc.com
www.ganjllc.com
“This electronic message is intended to be for the use only of the named recipient, and may contain
information that is confidential or privileged. If you are not the intended recipient, you are hereby notified
that any disclosure, copying, distribution or use of the contents of this message is strictly prohibited. If you
have received this message in error or are not the named recipient, please notify us immediately by contacting
the sender at the electronic mail address noted above, and delete and destroy all copies of this message.
Thank you.”
“Confidential Information subject to GANJ information security policies.”
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Tejeda, Angela (OS/ASPE)
From:
Sent:
To:
Subject:

Kosc, Dr. Gary <koscg@sjhmc.org>
Tuesday, January 24, 2017 8:24 AM
PTAC (OS/ASPE)
comprehensive colonoscopy advanced alternative payment model for colorectal cancer
screening

I am writing to you in support of the APM. for colon cancer diagnosis and treatment to allow the
gastroenterology community to continue to screen and decrease the rate of colon cancer in this applicable
patient population
Gary J. Kosc, MD
Chairman Operations Committee
St. Joseph’s Ambulatory Surgery Center
A Member of St. Joseph’s Healthcare System
703 Main Street, Paterson, NJ 07503
Phone: 201 452 8272 | Fax: 973.812 8144

Email: koscg@sjhmc.org|
*** Important Notice About St. Josephs emails ***
St. Josephs Regional Medical Center is using Zix to encrypt any emails containing Protected Health Information
(PHI). If you receive an encrypted e-mail from a person at St. Josephs the body of the message will indicate that
you have a "New Zixcorp secure email from St. Josephs Regional Medical Center." You will need to click on
the link in that email to retrieve the message. For more information please visit http://www.uapguide.com/stjosephs-hospital-and-regional-medical-center/introduction. For help in retrieving a secure email that you have
received from St Josephs please go to http://www.uapguide.com/st-josephs-hospital-and-regional-medicalcenter/receiving-encrypted-email.
CONFIDENTIAL COMMUNICATION THIS TRANSMISSION IS INTENDED ONLY FOR THE
INDIVIDUAL OR ENTITY TO WHICH IT IS ADDRESSED AND CONTAINS INFORMATION THAT IS
CONFIDENTIAL. IF YOU HAVE RECEIVED THIS COMMUNICATION IN ERROR, PLEASE DELETE
THE EMAIL AND CONTACT THE SENDER IMMEDIATELY. THIS INFORMATION MAY HAVE BEEN
DISCLOSED TO YOU FROM CONFIDENTIAL RECORDS AND MAY BE PROTECTED BY FEDERAL
AND STATE LAW. THIS INFORMATION MAY INCLUDE CONFIDENTIAL MENTAL HEALTH,
SUBSTANCE ABUSE, ALCOHOL ABUSE AND/OR HIV-RELATED INFORMATION. FEDERAL AND
STATE LAW PROHIBITS YOU FROM MAKING ANY FURTHER DISCLOSURE OF THIS
INFORMATION WITHOUT THE SPECIFIC WRITTEN CONSENT OF THE PERSON TO WHOM IT
PERTAINS, OR AS OTHERWISE PERMITTED BY LAW. ANY UNAUTHORIZED FURTHER
DISCLOSURE IN VIOLATION OF THE LAW MAY RESULT IN A FINE OR JAIL SENTENCE OR BOTH.
A GENERAL AUTHORIZATION FOR THE RELEASE OF THIS INFORMATION MAY NOT BE
SUFFICIENT AUTHORIZATION FOR FURTHER DISCLOSURE.
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January 24, 2017
Physician-Focused Payment Model Technical Advisory Committee
C/o U.S. DHHS Asst. Sec. of Planning and Evaluation Office of Health Policy
200 Independence Avenue S.W.
Washington, D.C. 20201
PTAC@hhs.gov
RE: American Society of Anesthesiologists Comments on The Comprehensive Colonoscopy Advanced
Alternative Payment Model for Colorectal Cancer Screening, Diagnosis and Surveillance
Dear Committee Members,
The American Society of Anesthesiologists (ASA) appreciates the opportunity to comment on The
Comprehensive Colonoscopy Advanced Alternative Payment Model for Colorectal Cancer Screening,
Diagnosis and Surveillance. We are strong supporters of physician-focused payment models and this
process, which allows impacted specialties to have input on the model design.
Due to the team-based approach of this APM, it is difficult for stakeholders to truly assess the effects of
this proposed APM without having additional information. The ASA appreciates the submitters’
thoughtfulness in designing a model that has vital goals in seeking to reduce both inappropriate
utilization and costs across the healthcare system. We would like to outline two areas which need
further development.
The first area is the lack of an outline of the options envisioned for an attribution model. Without a
baseline understanding of the relationship of the clinicians to the APM entity, it is difficult to evaluate
the impact on clinicians. As specialist providers within this APM, it would be helpful to receive
straightforward data regarding how current pilots have attributed care, as well as guidance from the
submitters. Indeed, the proposal does little to describe the structure, governance or other key features
of the model APM entity contemplated. As we’ve stated to the committee in the past, a one-size-fits-all
approach to risk-reward distribution models is not ideal and should be left to individual APM entities to
collaboratively develop with the Qualifying Participant clinicians.
An additional area needing review is the development of the parameters for measuring downside risk. In
several key areas, including setting the re-do rates and identifying the quality metrics, it appears the
endoscopist is the sole decision maker. High quality anesthesia care is a crucial component of patient
satisfaction with these procedures. If multiple specialists are to assume downside risk, having
collaborative input into the benchmarking of these key features is vital not just to the success of the
APM but also to ensure the model’s goals remain patient-centered. The care described is collaborative
and multidisciplinary. The design of the quality program, and consequently the quality measurement
and associated risk sharing, needs to be collaborative and multidisciplinary as well.

We realize that some of these issues surrounding the lack of information stem from the PTAC’s intended
approach to limit the size of the proposals. In general, we agree with this approach, which is more open,
encouraging participation from stakeholders with varying levels of expertise. We also agree that the
submitters have acted in good faith to present this complex model in an efficient package. However, the
issues outlined above are simply too critical to leave unaddressed. Additional collaboration and broadbased input from the specialists involved in the APM is necessary.
If you have any questions regarding our comments, please contact Roseanne Fischoff, Economics and
Practice Innovations Executive for the ASA, at r.fischoff@asahq.org or (847) 268-9169.
Sincerely,

Jeffrey Plagenhoef, M.D.
President
American Society of Anesthesiologists

Physician-Focused Payment Model Technical Advisory Committee c/o Angela Tejeda, ASPE
200 Independence Ave., SW
Washington, DC 20201
PTAC@hhs.gov
Re: Public Comment—The Comprehensive Colonoscopy Advanced Alternative Payment Model for Colorectal
Cancer Screening, Diagnosis and Surveillance
Dear Committee Members,
Illinois Gastroenterology Group, LLC (IGG) submits this letter of support for the Physician-Focused Payment
Model entitled Comprehensive Colonoscopy Advanced Alternative Payment Model for Colorectal Cancer
Screening, Diagnosis and Surveillance (Colonoscopy Advanced APM) submitted on December 29, 2016.
IGG is an independent gastroenterology member practice located in metropolitan Chicago with over 50 physicians
and mid level providers, delivering high quality, cost-efficient and accessible care. Our physicians screen
approximately 30,000 patients annually for colorectal cancer—the fourth most common cancer and second leading
cause of cancer death in the United States.
IGG enthusiastically supports this proposal submitted by the Digestive Health Network. It addresses an issue in
payment policy in a new, innovative and more inclusive manner that will expand opportunities for participation in
APMs. The Colonoscopy Advanced APM is a comprehensive, prospective bundled payment with retrospective
reconciliation that will encourage practitioners from multiple specialties to collaborate and coordinate care across
settings to more effectively manage patients who require colonoscopy for colorectal cancer (CRC) screening,
diagnosis, and surveillance, and for other diagnostic purposes. CRC screening is a critical tool in fighting colon
cancer, Serious deficiencies in screening rates continue to exist in eligible U.S. adults age 50 to 75, and this
Colonoscopy Advanced APM offers an opportunity to close the gaps in early detection and prevention of colon
cancer. The Colonoscopy Advanced APM is designed to improve health care quality and CRC screening while
providing cost savings to patients and the Medicare system, preserving patient choice and enhancing patient safety,
which meets the criteria for PFPMs as established by the Secretary of HHS in regulations at 42 CFR § 414.1465.
The Colonoscopy Advanced APM has been designed to affect practitioners’ behavior to achieve higher value care
using payment and other incentives, while incorporating development of a CPT code that overcomes the barriers of
existing payment methodologies. The Colonoscopy Advanced APM is an important tool to assist in closing the gaps
in CRC screening, improving detection of CRC at early stages, decreasing the rate of CRC, and improving survival
for this disease. This is precisely the type of forward thinking Physician- Focused Payment Model that this
Committee should embrace, and recommend that CMS implement this proposed payment model.
Sincerely,
Fred Rosenberg, M.D.
President
Illinois Gastroenterology Group
Larry Kosinski, M.D.
Board Member

Doug Adler, M.D.
Board Member

Kevin Liebovich, M.D.
Board Member

Mitchell Bernsen, M.D.
Board Member

Thomas Arndt, M.D.
Board Member

Jeff Victor, D.O.
Board Member
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January 25, 2017
Physician-Focused Payment Model Technical Advisory Committee (PTAC)
c/o Angela Tejeda
Office of the Assistant Secretary for Planning and Evaluation (ASPE)
United States Department of Health and Human Services
200 Independence Ave. SW
Washington, D.C. 20201
The Comprehensive Colonoscopy Advanced Alternative Payment Model for Colorectal Cancer
Screening, Diagnosis and Surveillance
The American College of Gastroenterology (ACG or College) appreciates the opportunity to provide
comments on current proposals submitted to the PTAC. Specifically, the College urges PTAC to consider
greater flexibility, should the agency decide to implement any alternative payment models involving
gastroenterology.
Founded in 1932, the ACG is a physician organization that currently represents over 14,000 members
providing gastroenterology specialty care. We focus on the issues confronting the gastrointestinal
specialist in delivering high quality patient care. The primary activities of the ACG have been, and
continue to be, promoting evidence-based medicine and optimizing the quality of patient care. The ACG
is also committed to reducing administrative burdens among practicing gastroenterologists and other
gastrointestinal clinicians.
The Medicare Access and CHIP Reauthorization Act of 2015 (MACRA) creates new ways for the Medicare
program at the Centers for Medicare & Medicaid Services (CMS) to provide incentives for physicians to
participate in Alternative Payment Models (APMs), including the development of physician-focused
payment models (PFPMs). Section 101 (e)(1) of MACRA creates the Physician-Focused Payment Model
Technical Advisory Committee (PTAC) to make comments and recommendations to the Secretary of the
Department of Health and Human Services (the Secretary, HHS) on proposals for PFPMs submitted by
individuals and stakeholder entities. 1
The PFPM criteria were outlined in the MACRA final rule with comment period that was made public on
October 14, 2016 and published in the Federal Register on November 4, 2016. 2 These includes: Value

1

‘‘Medicare Access and CHIP Reauthorization Act of 2015;’’ Public Law 114–10. 42 USC 1305.
https://www.congress.gov/114/plaws/publ10/PLAW-114publ10.pdf
2
Medicare Program; Merit-Based Incentive Payment System (MIPS) and Alternative Payment Model (APM)
Incentive Under the Physician Fee Schedule, and Criteria for Physician-Focused Payment Models (CMS-5517-FC).

over volume, flexibility, quality and cost, payment methodology, scope, ability to be evaluated,
integration and care coordination, patient choice, patient safety, and health information technology. 3
The College appreciates recent efforts to develop new payment and service delivery models. For
example, the voluntary Bundled Payments for Care Improvement (BPCI) initiative includes bundled and
episodes of care payments in specialties such as cardiology, orthopedic surgery, and gastroenterology. 4
Some recently implemented initiatives, however, have required participation for certain physicians,
depending on the specialty or area of the country in which they practice. This is a concern for our
members, as mandatory participation is not likely to further CMS’ goals of increasing flexibility and
reducing reporting burdens as recently stated in the “Merit-Based Incentive Payment System (MIPS) and
Alternative Payment Model (APM) Incentive under the Physician Fee Schedule, and Criteria for
Physician-Focused Payment Models” final rule. 5 Instead, the ACG believes that one key to successful
delivery reform is voluntary participation. Our members serve patients in a variety of settings, from
large academic institutions to independent solo practices. Each setting poses unique practicemanagement and fiscal challenges, requiring members to participate in payment models that are most
suitable for their respective practices and patients. A bundled payment for colonoscopy, for example,
requires services performed by other specialists and may significantly impact the ability of small,
independent practices to contract with other providers performing services inherent to endoscopy (e.g.,
anesthesia and pathology) as well as the facilities in which they contract to perform endoscopy. These
issues were highlighted in the recent CMS Bundled Payments for Care Improvement Initiative Models 24: Year 2 Evaluation & Monitoring Annual Report:
BPCI participants indicated that they had entered into a variety of relationships with
other organizations to prepare for and participate in BPCI. Most frequently, participants
indicated that they had engaged external consultants to provide data analysis or
information technology. According to site visit interviews, participants tried to
collaborate with area providers, particularly PAC providers, in efforts to improve care
coordination and gain efficiencies across the entire episode of care. There were few
specific examples of successful collaborations and participants we spoke with indicated
that it was challenging to establish relationships with other providers. 6
The hospitals participating in BPCI gastrointestinal episodes were “larger than the typical hospital and
were likelier to be teaching hospitals.” 7 Many of our members do not practice in large academic centers
and would face significant burdens and challenges if they were required to participate in such a bundle.
https://www.federalregister.gov/documents/2016/11/04/2016-25240/medicare-program-merit-based-incentivepayment-system-mips-and-alternative-payment-model-apm
3
Physician-Focused Payment Model Technical Advisory Committee (PTAC)https://aspe.hhs.gov/ptac-physicianfocused-payment-model-technical-advisory-committee
4
https://www.cms.gov/Newsroom/MediaReleaseDatabase/Fact-sheets/2016-Fact-sheets-items/2016-07-25.html;
and https://innovation.cms.gov/initiatives/bundled-payments/
5
Medicare Program; Merit-Based Incentive Payment System (MIPS) and Alternative Payment Model (APM)
Incentive Under the Physician Fee Schedule, and Criteria for Physician-Focused Payment Models (CMS-5517-FC).
https://www.federalregister.gov/documents/2016/11/04/2016-25240/medicare-program-merit-based-incentivepayment-system-mips-and-alternative-payment-model-apm
6
The Lewin Group: “CMS Bundled Payments for Care Improvement Initiative Models 2-4: Year 2 Evaluation &
Monitoring Annual Report.” Report Prepared for CMS. August 2016.
7
Ibid.

For example, while members may perform procedures at a facility, many may not control other facilityrelated costs associated with colonoscopy or be able to steer more of their patients to the ambulatory
surgical center setting.
ACG and other stakeholders are also currently working with CMS on draft colonoscopy episodes of care
under the Merit Based Payment System, and what clinical indications should be included and/or
excluded from a colonoscopy episode. For example, there are times when a follow-up colonoscopy is in
fact clinically indicated prior to the end of a one-year window. There is much more to this than just
“gaming the system.” A one size fits all colonoscopy bundle gets more complicated when including
diagnostic surveillance, surveillance of patients with inflammatory bowel disease, patients with Lynch
syndrome, and partial polyp removal/resection of larger polyps. Further, it is unclear how a one year
episode timeframe in this proposal can be incorporated in states such as Tennessee and Ohio that have
already implemented colonoscopy episodes of care, but with different windows (30 days in Ohio for
example). While the cost of bowel preparation products are included in the bundle payment, patient
and provider choice is crucial in this area, too. Patient choice (both for the procedural setting and for
certain bowel preparation products) is one key criterion the PTAC must consider when reviewing
proposals. It is important that episodes of care and payment bundles be consistent under the MIPS and
APMs options under MACRA, as well as at the state level. Otherwise, there is no ability to compare and
contrast improved care and resource use (cost of providing).
Thus, the ACG urges PTAC to recognize the specific challenges facing independent practices that may be
different from major health care institutions and/or larger health care practices when reviewing models
impacting gastroenterology. When models can be implemented with flexibility, and provide choice,
there is a greater the likelihood of long-term success and systemic reform. For example, the
gastroenterology community is already significantly engaged in activities that advance the shared goal of
improved patient outcomes.
GIQuIC- Voluntary Participation and Successful Implementation
This proposal mentions the quality improvement efforts of the “The GI Quality Improvement
Consortium, Ltd.” (GIQuIC). In 2009, ACG and the American Society for Gastrointestinal Endoscopy
(ASGE) jointly established a quality improvement registry for gastroenterologists. These quality metrics
include, but are not limited to, adenoma detection rate, appropriate colorectal cancer screening and
surveillance intervals, completeness of high-quality, and safe examination. The registry now collects
data on upper gastrointestinal endoscopy services as well. ACG welcomes the opportunity to introduce
the PTAC to GIQuIC. It is also important to include GIQuIC in these discussions, as the proposal correctly
cites the registry as a powerful tool in improving clinical care, but has not been included in this draft
proposal or in any discussion in drafting this proposal.
To date, GIQuIC has collected data submitted by more than 4,000 providers at 500 facilities, for over 4
million colonoscopies. We now estimate that over 1/3 of all practicing gastroenterologists in the United
States have voluntarily invested their own money and resources to incorporate GIQuIC registry into their
practices.
The GIQuIC registry’s success demonstrates our members’ commitment to quality of patient care in our
specialty as well as their willingness to undergo day-to-day practice management changes to measure
individual performance based on accepted metrics in our specialty. This commitment underscores the

importance and value of physician “buy in” to achieve successful reform. However, choice and flexibility
are key components to achieving successful payment reform. Thus, the ACG urges PTAC to not only
oppose mandatory participation in any forthcoming recommendations to CMS, but also to carefully
consider the intricacies and nuances of a colonoscopy bundle payment.
The ACG appreciates the opportunity to work with the PTAC on these important reforms. Please contact
Brad Conway, Vice President of Public Policy, Coverage & Reimbursement, at 301.263.9000 or
bconway@gi.org for further discussion.
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The American Society for Gastrointestinal Endoscopy (ASGE) appreciates the
opportunity to provide comments regarding the proposal for a comprehensive
Colonoscopy Advanced Payment Model for Colorectal Cancer Screening,
Diagnosis, and Surveillance.
Since its founding in 1941, the ASGE has been dedicated to advancing patient care
and digestive health by promoting excellence in gastrointestinal endoscopy. ASGE,
with more than 14,000 members worldwide, promotes the highest standards for
endoscopic training and practice, fosters endoscopic research, recognizes
distinguished contributions to endoscopy, and is the foremost resource for
endoscopic education.
Tremendous strides have been made in improving colorectal cancer screening rates
in the United States. According to the American Cancer Society, the significant
decline (more than 30 percent) in colorectal cancer incidence rates over the past
decade are largely attributable to the detection and removal of precancerous polyps
as a result of increased colorectal cancer screening. Yet, colorectal cancer is still
the fourth most common cancer and second leading cause of cancer-related deaths
in the United States. Colonoscopy is a unique preventive service that allows for the
detection of colorectal cancer and the removal of precancerous polyps during the
screening procedure, thereby preventing cancer.
Advancing viable payment models that are well-suited for practicing
gastroenterologists in all practice settings is critical, as currently there is not an
alternative payment model (APM) pathway available for the vast majority of our
members. Our members would benefit from a library of voluntary APM options
from which to choose. ASGE looks forward to working with this Committee and
other stakeholders in the development of APMs. We firmly believe all
stakeholders — patients, physicians and the Centers for Medicare and Medicaid
Services (CMS) — benefit when payment models are well-developed and their
clinical data and quality metrics are well understood.

ASGE recognizes and appreciates the effort the Digestive Health Network (DHN) placed in the
development and submission of what we believe constitutes an initial proposal for a colonoscopy
APM. Colonoscopy is the highest volume procedure performed by gastroenterologists, and we
support high-quality and cost-effective delivery of this service. The proposal appears to be
oriented toward the goals defined by this Committee and CMS. However, the structure of a
colonoscopy bundle, as well as a corresponding coding structure, remains under discussion by
the major gastroenterology stakeholder organizations. Variations of this model have been
recently implemented by several states and by commercial payers. The experiences and
outcomes of these models, once available, should be relied upon when developing a colonoscopy
bundle for adoption by the Medicare program. We support further consideration of a
colonoscopy bundle by the Physician-Focused Payment Model Technical Advisory Committee
(PTAC) and offer the following preliminary comments on the proposal for the Committee’s
consideration:
Bundle Components
We recommend the initial bundle should be limited to screening of average risk individuals
(including the patient who undergoes colonoscopy because of a positive fecal occult blood or
DNA test) or polyp surveillance and exclude symptom-driven diagnostic and therapeutic
indications. We suggest the bundle should be triggered by the procedure indication rather than
the post-colonoscopy diagnosis. For example, if 211.3 benign neoplasm of colon is the
indication for a procedure, this will not be a routine colonoscopy but rather a therapeutic
colonoscopy with the intent of removing a polyp or surveillance of an existing polyp. Screening
or surveillance situations or positive fecal tests as reasons for colonoscopy are ordinarily readily
identified by ICD-10 codes for these circumstances and are distinguishable from other diagnostic
or therapeutic circumstances.
The proposal states that “the cost and financial risk associated with the payment model are
feasible for small practices.” Without adequate pilot testing, it is unclear if this bundle will be
acceptable or workable for practices that only have the gastroenterology professional component.
To our knowledge, there is no example of services provided by independent pathologists,
radiologists, and anesthesiologists which have been incorporated into a bundle, as structured in
the DHN proposal, under which, they are held accountable for meeting goals for which they lack
direct control. Furthermore, it is doubtful that a solo or small group gastroenterology practitioner
could persuade and manage contracts involving the requisite range of specialists and facilities
involved in the proposed bundle when involvement may involve price concessions, financial risk
and quality measurement requirements.
Bundle Global Period
A one-year payment model for colorectal cancer screening diagnosis, or surveillance would
create a situation where unexpected events six to nine months after screening or surveillance
colonoscopy would be handled inappropriately from a clinical perspective, because there would
be the sense that no payment is forthcoming for the service. These events include but are not
limited to GI hemorrhage, colitis, evaluation of new symptoms, and recurrent evaluation for
anemia of unknown etiology.

We also see further complications arising with a one-year global period due to payment for large
polyp management. Large polyp management often requires endoscopic mucosal resection
(EMR, e.g. CPT code 45390). This procedure is often done by a different physician in or outside
the group and perhaps in a different regional facility than by the physician who performed the
initial colonoscopy. Under this proposal, if piecemeal mucosal resection was performed on the
initial colonoscopy, there would be no payment for the necessary follow-up colonoscopy three to
six months later.
To alleviate the above mentioned issues, we recommend a shorter global period be considered
for a colonoscopy bundle that only includes screening and surveillance. A one-year global
period for any service is unprecedented and requires pilot testing.
Site of Service
The ambulatory surgery center (ASC) is a safe, cost-effective site for the provision of high
quality care and endoscopic procedures. The HOPD and ASC share similar cost components,
such as the human resources and equipment required for endoscopic procedures; however,
legitimate differences in their cost structures must be recognized.
We believe that reimbursement, as well as patient cost sharing and cost transparency, can be
used to leverage site-appropriate care, but cannot be applied in the form of a one-size-fits-all
approach. Accordingly, we suggest an incremental and voluntary approach to a colonoscopy
bundle. At a minimum, adequate risk adjustment will be necessary, as more high-risk, complex
patients are cared for in the hospital outpatient department because of their stand-by capacity to
immediately address complications.
Quality Performance Metrics
ASGE is committed to achieving improved endoscopy-related health care outcomes in the most
cost-effective manner. Costs of providing high-quality screening and surveillance colonoscopy
reflect best practices, including complete examination in a well-prepared colon and avoidance of
procedure-related complications. We support Merit-Based Incentive Payment System measures
as outlined in the proposal, including the physician performance measures and beneficiary
experience of care measurements. In addition to the metrics identified for the
gastroenterologists, metrics should be identified for other stakeholders in the bundle for the
purpose of sharing accountability.
Without a pilot study to determine that depression contributes to poor procedure preparation and
post procedure complications, we would urge reconsideration of inclusion of the PHQ-2 screen
in the initial bundle. Including the measure without further study would just contribute to the
increased administrative burden of physicians. Similar considerations apply to quality measures
that require preventive care, screening and counseling for tobacco use and alcohol abuse.
Conclusion
Knowing that development and wide-spread adoption of APMs is a high-priority for CMS, it is
critical that payment models that the PTAC recommend to HHS are accurate and incorporate
multi-stakeholder support. This bundle is a step in the right direction and we welcome the
opportunity to meet with developer and other stakeholders to reach consensus on a viable

voluntary payment model for colonoscopy that does not hold physicians accountable for
components of the payment model which they cannot control and will offer broad appeal and
adoption by GI physicians.
Thank you for the opportunity to provide comments. Should you need any additional
information please contact Lakitia Mayo, Senior Director of Health Policy, Quality, and Practice
Operation at (630) 570-5641 or lmayo@asge.org.

Sincerely,

Kenneth R. McQuaid, MD, FASGE
President
American Society for Gastrointestinal Endoscopy

January 25, 2017
Ann Page, Office of Health Policy, Assistant Secretary for Planning and Evaluation
(ASPE) and Designated Federal Officer for PTAC
Physician-Focused Payment Model Technical Advisory Committee (PTAC)
c/o Angela Tejeda
ASPE
200 Independence Ave. SW
Washington, DC 2020
Via email to: PTAC@HHS.gov
RE: Proposal for a Physician-Focused Payment Model (PFPM): Comprehensive
Colonoscopy Advanced Alternative Payment Model (AAPM) for Colorectal Cancer,
Screening, Diagnosis, and Surveillance
Dear Ms. Page:
The College of American Pathologists (CAP) appreciates the opportunity to comment on
the Proposal for a PFPM: Comprehensive Colonoscopy AAPM for Colorectal Cancer,
Screening, Diagnosis, and Surveillance. The CAP is a national medical specialty society
representing over 17,000 physicians who practice anatomic and/or clinical pathology.
CAP members practice their specialty in clinical laboratories, academic medical centers,
research laboratories, community hospitals, and federal and state health facilities.
Our review of the model raised significant concerns related both to some of its premises
on patient protection and care coordination, and also to its handling of pathology
services. As a result, the CAP’s comments express opposition to the PTAC
recommending the implementation of the model. Reasons for the CAP’s opposition are
provided below, but are in essence that this proposal fundamentally fails to balance
financial incentives with patient protections, or to provide for meaningful coordination of
care.
Care Coordination
The submission refers to team-based care for patients undergoing colorectal cancer
screening, diagnosis, and surveillance using colonoscopy and indicates its
comprehensive bundled payment model incorporates colonoscopy, anesthesia,
moderate sedation, pathology, radiology, and evaluation and management services. It
acknowledges that, unless physicians are already part of a multi-specialty group
operating under a single tax identification number (TIN), there is no way to address care
coordination across multiple providers and facilities with different TINs. The submission,
however, provides neither guidance nor exposition on how care is to be coordinated or
rendered in a team-based fashion as proposed. Instead, it blithely states that “a fixed
price for the bundle will encourage physicians and other eligible professionals to deliver
high-value health care.” Without shared infrastructure, governance, or even a conceptual
1

description within the alternative payment model of how to provide care coordination,
effective team-based care cannot simply be presumed to arise sua sponte because of a
“fixed price for the bundle.”
Under the proposal, the endoscopist alone would establish a prospective payment.
While somewhat unclear, it appears the reconciliation and distribution of any share of
savings would also be performed by the endoscopist. This approach is significantly
different from an integrated model with a structure that sets targets for performance
improvement and payment levels, and calculates and distributes earned incentives.
Patient Protection
The submission includes a brief section on patient safety, focused on the collection of
rates of services from the initial physicians who indicated an interest in 2016 in the
model, but lacks any tie to actual patient safety. In addition, patients are said to be
“protected” against unintended consequences and less than optimal outcomes. It is
actually these unintended but readily anticipated consequences which are of greatest
concern.
The primary crux of the model is greatly reducing colonoscopy re-do rate over time.
Strongly incentivizing reduction of the colonoscopy re-do rate does not itself translate
into higher quality or patient protection. Reducing the colonoscopy re-do rate to (or
below) the target to generate savings certainly does predispose to patients not getting a
repeat procedure irrespective of medical indications. The submission acknowledges
possible stinting of care and alludes to possible monitoring for this after implementation.
No detail how this would be detected or monitored, however, is provided. The
subsequent paragraph of the submission refers to “embedded monitoring” only as
“under consideration.”
Similarly, the model’s other key focus, incentivizing movement of procedures to a lower
cost setting, the ambulatory surgery center rather than the hospital, is also without either
a conceptual model to guide implementation or a set of enunciated patient protections.
In the absence of either, it fails to provide operational guidance to practitioners or
safeguards to ensure that it is not detrimental to those patients for whom a hospital
setting may be appropriate.
Finally in the area of patient protection and care improvement, several of the proposed
quality metrics are not relevant for a model focused on colorectal screening, diagnosis,
and surveillance. Some of the proposed measures are existing MIPS measures such as
body mass index and tobacco use screening and cessation intervention, supporting the
focus of the model being on cost reduction without an effective corresponding element of
patient protection or care improvement.
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Pathology Services
Specifically concerning for pathologists is their apparently gratuitous inclusion in the
proposal by “establish[ing] a cap on the number of pathology specimens” with no
meaningful mechanism for participation or alignment with the model’s stated goals. As
stated in the proposal, the overall anticipated impacts on Medicare spending is to limit
repeat procedures, support performance of procedures in a lower cost setting, and cap
the number of pathology specimens at the present average. Such a predetermined cap
does not amount to “participation” in an alternative model of care by pathologists, but is
rather a mere arrogation of additional services to the bundle. No quality or efficiency
rationale is provided for the incorporation of this fixed cap nor is any opportunity
provided for pathologists to effectively contribute.
As indicated above regarding patient protection, the model’s stated focus is on reduction
in the colonoscopy re-do rate and increase in ambulatory surgery center utilization.
Pathologists are not involved in either of these goals. It seems then that pathologists are
therefore “included” not to help coordinate care and achieve objectives, but to generate
savings for the model based on caps on services that lack clinical justification or
evidence for care improvement. Savings as a result of such caps, it appears, would be
disseminated to those who truly are participants rather than to pathologists as further
explained below.
Under the proposal, although pathologists are among the physicians included in the
model, they are the only physicians whose services are preset at a fixed rate with an
express cap on the number of services without incentives to generate savings or
improve quality. Coupled with the inability to affect the model’s primary objectives,
reduction in the colonoscopy re-do rate and ambulatory surgery center utilization, this
forces the CAP to question the legitimacy of the inclusion of pathology services at all.
“[P]ayment for pathology services are fixed” seems to affirm performance improvement
incentives are inapplicable. The proposal establishes targets for the endoscopist
colonoscopy re-do rate with savings distributed to the endoscopist and anesthesia
professional. Similarly, an ambulatory surgery target applies to the endoscopist.
Emergency department charges and claims for capsule and endoscopy and imaging
procedures are paid and reconciled against the episode payment.
While payments for pathology services are not reconciled against the episode and the
pathologist does not appear to be incentive-eligible, pathology services are capped at “2
bottles/procedure” and pathology special stains are “capped at 20% of procedures”
where pathology specimens are obtained. Not only is this lacking in clinical justification,
but the pathologist cannot practically fail to process and examine any specimens the
endoscopist may submit, putting him or her in an untenable position with regard to
“participating” in the proposed model.
3

The model’s indication that “healthcare professionals are incented to provide highquality, complete examination of the colon on the initial study” offers more confirmation
of the lack of performance improvement incentive opportunity for pathologists.
Regardless of the fixed payment and therefore lack of incentive for the pathologists, the
submission’s payment methodology section seems to apply downside risk to them under
the following statement. “The penalties for failure are that all physicians and qualified
health care professionals involved – endoscopist, anesthesia, pathologist, and facilities
(HOPD, ASC) lose revenue if they are 1) not paid for potentially avoidable repeat
procedures and 2) fail to achieve the financial goals of the model, result in downside
adjustment.”
This inconsistency demonstrates not only the lack of meaningful pathologist participation
and failure to align with the model’s objectives, but also the need to remove pathologists
from express inclusion in the model.
In closing, we again urge you not to recommend the model for adoption. We appreciate
your consideration. Any questions or requests for additional information may be directed
to Sharon West, JD, Director, Economic and Regulatory Affairs at 202-354-7112 or
swest@cap.org.
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Dear Committee Members,
The Medical Imaging & Technology Alliance (MITA) is submitting the following comments on the
Proposal for a Physician-Focused Payment Model: Comprehensive Colonoscopy Advanced Alternative
Payment Model for Colorectal Cancer Screening, Diagnosis and Surveillance.

*

*

*

*

Colorectal cancer (CRC) is the second most common cancer diagnosed in United States and the third
leading cause of cancer death even though it has a roughly 90% 5-year survival rate when detected early1.
Unfortunately, as indicated in a May 2015 report from the Centers for Disease Control and Prevention `,
CRC screening is dramatically underutilized.2 While we support the aim of the proposed colonoscopy
alternative payment model (APM), we are concerned that it will not capture colorectal cancer screening
and diagnostic episodes that are initiated with computed tomography colonography (CTC).
CTC consists of low-dose standard abdomen and pelvis computed tomography (CT) imaging combined
with display protocols to optimally visualize the colon. 3-13 Since its introduction into clinical practice
around the year 2000, CTC has been implemented by over 1,000 radiology facilities in the US as well as a
large number of global practices. Scientific studies on CTC have been published in almost 2,000 articles
worldwide since its inception.
In June 2016, the United States Preventive Services Task Force endorsed CTC, awarding it and other
CRC screening services an “A” grade.14 Further, the Task Force has recognized that CTC is at least as
sensitive as optical colonoscopy (OC) in identifying colorectal cancers and large adenomas.15 CTC has
significantly higher sensitivity and specificity in identifying precursor polyps compared to stool-based
tests.16 CTC is inherently better at visualizing colonic anatomy than OC.17 CTC imaging visualizes all
segments of the colon and produces highly diagnostic 2D and 3D volumetric images that can be
manipulated, magnified, enhanced, and viewed from multiple angles on dedicated workstation computers
to ensure that all colonic detail is visualized. The power of modern CT computers allows for a 3D virtual
“fly through” of the entire colon in both retrograde and antegrade fashion.
CTC performs exceptionally well in colorectal cancer screening and, as utilization increases, will play an
even more significant role in preventing CRC. For this reason, we believe that any CRC screening,
diagnosis and surveillance APM should include at least all direct visualization methods as episode
initiating procedures and should be open to radiology practices and facilities performing CTC.

*

*

*

1

*

If you have any questions, please contact Peter Weems at 703-841-3238 or email at
pweems@medicalimaging.org.
Thank you,

Patrick Hope
Executive Director, MITA

MITA is the collective voice of medical imaging equipment and radiopharmaceutical manufacturers,
innovators and product developers. It represents companies whose sales comprise more than 90 percent
of the global market for medical imaging technology. These technologies include: magnetic resonance
imaging (MRI), medical X-Ray equipment, computed tomography (CT) scanners, ultrasound, nuclear
imaging, radiopharmaceuticals, and imaging information systems. Advancements in medical imaging are
transforming health care through earlier disease detection, less invasive procedures and more effective
treatments. The industry is extremely important to American healthcare and noted for its continual drive
for innovation, fast-as-possible product introduction cycles, complex technologies, and multifaceted
supply chains. Individually and collectively, these attributes result in unique concerns as the industry
strives toward the goal of providing patients with the safest, most advanced medical imaging currently
available.
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January 25, 2017
Physician-Focused Payment Model Technical Advisory Committee
c/o U.S. DHHS Asst. Secretary of Planning and Evaluation Office of Health Policy
200 Independence Avenue S.W.
Washington, D.C. 20201
PTAC@hhs.gov
Re: The Comprehensive Colonoscopy Advanced Alternative Payment Model for Colorectal Cancer
Screening, Diagnosis and Surveillance

To: The Physician Focused Payment Model Technical Advisory Committee
I am writing this letter in support of The Comprehensive Colonoscopy Advanced Alternative Payment
Model for Colorectal Cancer Screening, Diagnosis and Surveillance; a proposal currently under
consideration by the PTAC. This proposal aims to broaden CMS' APM portfolio by addressing an
issue in payment policy in a new manner by including APM entities whose opportunities to participate
in APMs have been limited. Additionally, this project fills an existing need for a way to bundle
payments for Colonoscopy. It promotes a value-based approach to Colorectal Cancer Screening and
will ultimately lead to lower cost/procedure. The current coding structure does not allow for
coordination of payments for Colonoscopy and leads to excess costs.

Sincerely,
Lawrence R. Kosinski, MD, MBA, AGAF, FACG
Clinical Practice Councilor: American Gastroenterological Association
Managing Partner: Illinois Gastroenterology Group
745 Fletcher Drive
Elgin, Illinois 60123
(847)370-8878

