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Abstract

The Oncology Care Model (OCM), launched in 2016 by the Centers for Medicare and Medicaid Services, was the first demonstration of
value-based payment in oncology. Although the OCM delivered mixed results in terms of quality of care and total episode costs, the
model had no statistically significant impact on remediating racial, ethnic, and socioeconomic disparities among beneficiaries.
These deficits have been prominent in other aspects of US healthcare, and as a result, the Institute for Healthcare Improvement has
advocated for stakeholders to leverage improvement science, an applied science that focuses on implementing rapid cycles for
change, to identify and overcome barriers to health equity. With the announcement of the new Enhancing Oncology Model, a contin-
uation of the OCM’s efforts in introducing value to cancer care for episodes surrounding chemotherapy administration, both policy-
makers and providers must apply tenets of improvement science and make eliminating disparities in alternative payment models a
forefront objective. In this commentary, we discuss previous inequities in alternative payment models, the role that improvement
science plays in addressing health-care disparities, and steps that stakeholders can take to maximize equitable outcomes in the
Enhancing Oncology Model.

Value-based payment models, which hold providers accountable
for high quality at lower costs, are uniquely positioned to deliver
efficient care and address racial and socioeconomic disparities.
With the national cost of cancer drastically increasing every year,
the Centers for Medicare and Medicaid Services (CMS) launched
the Oncology Care Model (OCM) in 2016, a pioneering alternative
payment model (APM) focused on introducing value to cancer
care through financial and performance accountability for epi-
sodes of care surrounding chemotherapy administration.
Although the OCM represented the first major demonstration of
value-based care in oncology and partially achieved its goal of
reducing 6-month episode costs, the model made no statistically
significant impact on health equity (1,2). Given similar deficits in
previous equity efforts throughout US health care, the Institute
for Healthcare Improvement (IHI) advocates that health-care
organizations and stakeholders leverage improvement science,

an applied science that emphasizes rapid-cycle testing per a clear
measurement plan to generate knowledge about what changes,
in which contexts, produce desired improvements (3).

As more Medicare and Medicaid beneficiaries enter into
accountable care relationships, APMs must harness the teachings
of improvement science and make racial, ethnic, and socioeco-
nomic equity a priority. The proposed Enhancing Oncology Model
(EOM), a continuation of the OCM’s objective of advancing value-

based payment in oncology, is a promising first step in embed-

ding equity and the social determinants of health (SDOH) into the

framework of modern care delivery. However, to maximally

achieve equitable outcomes throughout the duration of the

model, CMS needs to devise novel incentives that tie SDOH

reporting to actionable response, support all participants with

the requisite services to ensure a smooth transition from the

OCM, create robust and dynamic risk adjustment models, and

appropriately diffuse performance-based financial risk for less-

resourced providers.

Inequities in oncology APMs
Although the OCM and other APMs have delivered mixed results

in terms of performance, it remains a consensus that previous

value-based programs in oncology have fallen short of embed-

ding equity into their models and engaging providers with margi-

nalized patient populations. For example, in a report evaluating

the OCM through performance period 5 (2016-2019), the CMS dis-

closed that the OCM reduced episode cost by $256 (P< .05) for

White beneficiaries but had no statistically significant impact for

Black and Hispanic beneficiaries. Hispanic patients also reported

small but statistically significant declines in patient-reported

care experience (decline of 0.4 survey points on a scale from 0 to
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10), and both Black and Hispanic patients found inadequate sup-
port for end-of-life care (2,4). Furthermore, the OCM did not
decrease beneficiary out-of-pocket expenses, including deducti-
bles and copays, for Medicare Part A, B, and D services, thereby
failing to address longstanding issues associated with financial
toxicity for low-income individuals (2). Additionally, Aggarwal
et al. (5) and Johnston et al. (6) concluded, respectively, that hos-
pitals with a higher proportion of Black patient populations
(defined as hospitals with a high proportion of Medicare hospital-
izations for Black patients) and clinicians with greater minority
caseloads were more likely to perform worse in Medicare’s
Hospital Readmissions Reduction Program, Hospital Value-Based
Purchasing Program, Hospital-Acquired Condition Reduction
Program, or Merit-Based Incentive Payment System and be dis-
proportionately penalized by payers (hospitals with a high pro-
portion of Black patients: 23.4%, vs other hospitals penalized:
12.3%; P< .001). These inequities were largely mirrored through-
out the full length of the OCM, and with the introduction of
downside risk for low-performing practices in 2019, participation
in the model plummeted by more than 34% at its conclusion (7).

Overall, the purpose of the OCM was to balance multiple prior-
ities, such as form the logistic groundwork for APM implementa-
tion in oncology, improve quality of care, and reduce episode
costs. Therefore, a natural progression of this model should be to
focus on creating and benchmarking equity at various clinical
touchpoints. Achieving this goal will require all involved stake-
holders to understand the tenets of improvement science as well
as apply these lessons to policy redesign.

Using improvement science to address
health equity
The IHI carefully defines the Model for Improvement as a contin-
uous process for testing change that asks 3 questions: What are
we trying to accomplish? How will we know that a change is an
improvement? What changes can we make that will result in
improvement? In other words, all improvement efforts should
encompass 1) a clear, measurable aim; 2) a comprehensive meas-
urement framework that assesses progress; 3) a description of
the ideas and how these ideas will result in change; 4) a detailed
execution strategy to ensure adoption of the ideas; 5) a dedication
to rapid testing, prediction, and learning from tests; and 6) a
robust visualization system to describe, understand, and learn
from heterogeneity in data (8,9). Equity has often eluded APMs
because providers lack the knowledge of how to measure appro-
priate outcomes and properly devise, introduce, and monitor
change as encouraged by improvement science. Indeed, the
improvement science framework has been successfully leveraged
by the IHI to improve health equity in low- and middle-income
countries. For example, to improve maternal and newborn health
outcomes in Ethiopia, the IHI and the Ethiopia Ministry of Health
liaised with district hospitals to engage participatory women’s
groups, leverage data managers to disaggregate patient data and
proactively address disparities, and collaborate with patient navi-
gators to comprehensively serve disadvantaged populations
(10,11). These initiatives resulted in improved quality overall,
with most facility teams reporting over 90% adherence to all
labor and care pathways and improvement in at least 1 outcome
of maternal and neonatal service coverage (12).

The EOM signifies a promising shift in value-based care deliv-
ery precisely because many of these components are embedded
into its design. For example, to address the lack of equity in the
OCM, participants in the EOM are required to screen patients for

health-related social needs, such as malnutrition during chemo-
therapy, limited transportation access to infusion appointments,
and housing insecurity, that can contribute to or exacerbate can-
cer disparities (13). Moreover, providers must agree to a measure-
ment framework provided by CMS and report beneficiary-level
sociodemographic data (eg, race, ethnicity, cultural identity, lan-
guage preference, disability status, sexual orientation, and gen-
der identity) in addition to electronic patient-reported outcomes
to payers. In contrast to previous efforts by the IHI, however,
CMS solely outlines quality improvement expectations for oncol-
ogists in the EOM without providing tangible guardrails to ensure
these objectives are successfully met. As CMS strives to create
more equitable oncology value-based payment models, it will be
crucial that they abide by the Model for Improvement and collab-
orate with providers to translate ambition into action.

Call for improvement
Although the EOM makes substantial progress in addressing
social needs among beneficiaries, barriers remain that compli-
cate the realization of equity in value-based care. As a result, it is
imperative that improvement science models are continually
iterated on to identify and resolve problems throughout the dura-
tion of the EOM. We present 4 immediate steps that both CMS
and providers can take to create more equitable outcomes
(Table 1).

First, new incentives need to be devised that more effectively
tie SDOH reporting with concrete action. Although the reporting
requirement in the EOM represents a major improvement from
the OCM, Friedberg et al. (14) concluded in a qualitative case
study incorporating 34 physician practices that extra documenta-
tion requirements in APMs create discontent and are often per-
ceived by providers as irrelevant to both patient care and
downstream disparities. Similarly, in a systematic review of 71
studies, the inclusion of SDOH data in electronic health records
failed to ensure necessary referrals to community-based organi-
zations (CBOs) and prevent downstream emergency department
visits, general hospitalizations, and readmissions for marginal-
ized populations (15). With the EOM now mandating participants
to submit care plans promoting health equity, improvement sci-
ence can be leveraged to ensure that SDOH screening is met with
tangible response protocols. Namely, to prevent SDOH reporting
from becoming an administrative burden without material bene-
fits for patients, CMS can first identify bottlenecks in the docu-
mentation streams and begin reimbursing providers for requisite
support staff that manage these new data workflows.
Alternatively, participants can directly contract with CBOs and
SDOH stakeholders that specialize in managing social health and
diffuse performance-based financial risk appropriately. These
personnel would be accountable for screening patients for
health-related social needs and patient-reported outcomes, cre-
ating and implementing equity plans, and tracking longitudinal
outcomes.

Generally, this concept of integrating CBOs into the care con-
tinuum has been extensively pursued by accountable care organ-
izations (ACOs)—groups of providers that are held accountable
for the quality, cost, and experience of care of an assigned
Medicare fee-for-service beneficiary population—and the US
Department of Veteran Affairs (VA). For example, to address
behavioral health among beneficiaries in the Pioneer ACO model,
participating ACOs developed robust depression and mental
health screening guidelines and partnered with behavioral health
facilities, CBOs, and social workers for treatment assistance (16).
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Nearly 60% of all patient engagement was conducted through
contact with CBOs, which contributed to improvements in pro-
vider communication, rating of physicians, shared decision-
making, and overall quality of care (16). Moreover, the VA has
incorporated CBOs into its care pathway through Veteran
Community Partnerships, which in 2020 involved more than 40
community organizations and over 7700 veterans (17). Veteran
Community Partnerships leverage community resources by train-
ing local providers about veteran cultural competency, screening,
prevention, and mental health referrals and have improved care
coordination and increased health-care access throughout the
VA (17,18). In a broader sense, a recent survey conducted by
USAging (formerly the National Association of Area Agencies on
Aging) indicated that the proportion of their partner CBOs con-
tracting with health-care providers statistically significantly
increased from 38% in 2017 to 44% in 2021. Additionally, the per-
cent of these CBOs directly entering risk-based contracts with
Medicare Advantage plans doubled between 2018 and 2020 from
10% to 20%. This contracting has led to improved management of
SDOH, with many health networks reporting reductions in
Medicare expenditures, avoidable nursing home placement, and
social isolation (19). All in all, participants in oncology APMs can
learn from these initiatives and advise CBOs to best identify,
document, and mitigate social risk. Throughout this process,
improvement science frameworks should be used to foster col-
laboration where necessary and standardize efforts across stake-
holders. By leveraging successive plan-do-study-act cycles, which
allow for continuous feedback and total quality improvement,
participants can indeed confirm that SDOH reporting will trans-
late to greater health equity (Figure 1).

Second, participants need more direct support during the
lengthy transitory period between the end of the OCM, June 30,

2022, and the start of the EOM, July 1, 2023 (13). To prepare for
the EOM, providers must mobilize or develop infrastructure, IT
workflows, and the necessary operations to support the extensive
screening and documentation required. Without reimbursement
from CMS in the interim, however, less-resourced providers––
including community oncology practices that care for vulnerable
patients––are already at a disadvantage (20). Despite this unfor-
tunate circumstance, both providers and policymakers can be
proactive and use continuous improvement ideologies to foster
equity throughout the transition. For instance, CMS can reward
participants who properly deploy staff, infrastructure, and work-
flows before the start date and encourage inexperienced pro-
viders with direct payments and logistical support. Because
safety-net and community providers disproportionately care for
minority patients, it is imperative that they have sufficient capi-
tal and guidance to succeed in value-based payment models. One
mechanism that CMS can leverage to provide such upfront finan-
cial support is to allow participants to borrow against their future
Monthly Enhanced Oncology Services (MEOS) payments, which
are per-beneficiary reimbursements for the provision of
enhanced services, such as 24/7 clinician access, patient naviga-
tion, and treatment with therapies consistent with nationally rec-
ognized clinical guidelines (21). Based on their infrastructural
and capital needs before the start of the program, participants
can request requisite funding from CMS in advance that will
eventually be deducted from their future MEOS reimbursements.
Once such funding mechanisms are established, standardized
performance frameworks can help to evaluate whether direct
payments to underresourced practices are actually fostering
equity. Upon collecting feedback from stakeholders, CMS can
then decide whether to expand the scope of this intervention or
formulate new incentives entirely. Nonetheless, by engaging all

Table 1. Improvements in the EOM and future steps to achieve health equity in value-based oncology modelsa

OCM EOM Future steps

Providers in the OCM are not
reimbursed or required to
screen for social needs.

OCM practices must use CEHRT
to collect clinical and quality
data per episode.

Benchmark prices for every epi-
sode are adjusted for age, sex,
dual Medicare-Medicaid eligi-
bility, selected noncancer
comorbidities, and a variety of
clinical factors.

For rising SOC, CMS developed a
trend factor and adjusted target
episode prices for novel thera-
pies.

All participants begin operating
in 1-sided risk agreements

Low-performing practices are
required to enter 2-sided risk
agreements within 3 y.

Providers in EOM must screen patients for HRSNs,
including lack of nutrition during chemother-
apy, limited transportation access to infusion
appointments, and housing insecurity (10).

In addition to clinical and quality data, providers
must report patient-level sociodemographic
data per episode.

All providers must develop robust ePRO infra-
structure and share standardized outcomes with
payers.

Benchmark prices for every episode are adjusted
for dual Medicare-Medicaid eligibility and LIS to
further account for both income and social risk.

All participants must enter into 2-sided risk agree-
ments from the start of the model and pay PBRs
for exceeding the target price in any given epi-
sode.

MEOS payments decreased by $90. An additional
$30 is awarded for beneficiaries with dual
Medicare-Medicaid eligibility and does not count
towards expenditure calculations.

During the transitory period between the OCM
and EOM, providers must mobilize infrastruc-
ture, IT workflows, and operations to support
the extensive screening and documentation
required.

To prevent disincentivizing less-resourced pro-
viders, CMS can reward participants who effec-
tively prepare for the EOM and encourage
inexperienced providers with direct payments
and logistic support.

Because providers are working with large volumes
of data, robust HIT can be implemented accord-
ing to IHI and ICHOM standards so that out-
comes can be tracked longitudinally and
distributed across other SDOH stakeholders.

To create more robust and dynamic risk adjust-
ment models, CMS can leverage and continually
update area-deprivation indices and neighbor-
hood stress scores, which account for socioeco-
nomic disadvantage based on income,
education, household characteristics, and
needed household assistance.

To balance participant retainment and high-value
care, CMS can allow new participants who care
for marginalized patients to enter into 1-sided
risk agreements.

a CEHRT ¼ certified electronic health record technology; CMS ¼ Centers for Medicare and Medicaid Services; EOM ¼ Enhancing Oncology Model; ePRO ¼
electronic patient reported outcome; HIT ¼ health information technology; HRSN ¼ health-related social need; ICHOM ¼ International Consortium for Health
Outcomes Measurement; IHI ¼ Institute for Healthcare Improvement; LIS ¼ low-income subsidy status; MEOS ¼Monthly Enhanced Oncology Services; OCM ¼
Oncology Care Model; PBR ¼ performance-based recoupment; SDOH ¼ social determinants of health; SOC ¼ standard of care.
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participants throughout the entire transition period, payers can
have the ability to increase participant retention, support under-
resourced practices who care for vulnerable patients, as well as
improve provider performance during the EOM (22,23).

Third, CMS needs to create more robust and dynamic risk
adjustment models that appropriately modify target prices and
quality outcomes. In the current EOM, risk adjustment will be
based on price prediction models that are unique to each cancer
type, with an increased emphasis placed on clinical and staging
data reported by EOM participants. Additionally, benchmark pri-
ces for every episode will be further adjusted based on each bene-
ficiary’s dual Medicare-Medicaid eligibility status and Low-
Income Subsidy eligibility as proxies for income and social risk
(24). Although these changes represent improvements from the
OCM, engaging participants with diverse case mixes will necessi-
tate using more than solely these proxies of socioeconomic risk.
For example, in the new ACO Realizing Equity, Access, and
Community Health model, which was created by CMS in
response to existing inequities in value-based care, each ACO
member in the top decile of disadvantage will be given a $30/mo
increase in spending benchmarks. This disadvantage score is cal-
culated using individual and neighborhood-level markers, includ-
ing an area deprivation index—a composite measure of
socioeconomic disadvantage based on income, education, house-
hold characteristics, and housing—and a neighborhood stress
score—a composite measure of economic stress based on needed
household assistance, unemployment status, and family income
(25). By adjusting target episode prices for factors that directly
quantify socioeconomic risk, ACOs may be incentivized to care
for the most vulnerable patient populations and, in turn, receive
increased cost savings for efficient and effective episode manage-
ment (26). CMS can translate this approach to the EOM and incor-
porate ecologic variables, such as neighborhood stress score, to
allow for more comprehensive target price adjustment. This is
especially pertinent for the early stages of the model when CMS

is attempting to understand how sociodemographic outcome
reporting and equity plans affect target expenditure calculations.
Moreover, should a patient’s income or social risk evolve tempo-
rally over the course of an episode, CMS can modify previously
established target prices in real-time to account for the dynamic
nature of a beneficiary’s SDOH. Ultimately, by supporting pro-
viders with accurate benchmark price adjustments that explicitly
incorporate socioeconomic risk, both higher- and lower-
resourced participants are more likely to remain in the model,
earn performance-based payments (PBPs), and reach transforma-
tion goals.

Fourth, policymakers must reevaluate the structural elements
of the EOM and introduce downside risk more appropriately.
Specifically, CMS is cutting the MEOS payment to $70 from its
original $160 in the OCM (7,13). Additionally, all participants are
required to accept downside risk from the start of the model and
must pay CMS a performance-based recoupment depending on
total quality performance and expenditures following an episode.
Considering the exhaustive screening and reporting that pro-
viders in the EOM must conduct, CMS is effectively asking partici-
pants for more work with far less reimbursement, which is
especially concerning given practices are already dealing with
Medicare sequester cuts, COVID-19 challenges, and inflation,
among other challenges (20). Two-sided risk also may not make
financial sense for smaller practices and in fact can serve as a
“significant barrier to enrollment,” as the Association of
Community Cancer Centers notes in its most recent statement
on the EOM (27). In fact, practices that participated in 2-sided risk
and did not earn PBPs in the first 4 periods of the OCM were
required to pay recoupments if target benchmark prices were not
met. At the time this decision was made, approximately 47% of
all participants did not meet transformation goals and failed to
earn PBPs (28). Based on their existing infrastructure and patient
demographics, practices will naturally require differential times
to reach transformation goals.

Figure 1. Using an improvement science cycle to maximize the value of social determinants of health (SDOH) documentation streams. aBoth Centers
for Medicare and Medicaid Services (CMS) and the provider must collaborate on implementing plan-do-study-act (PDSA) cycles that identify social
needs within beneficiary populations and mitigate disparities through rapid-cycle testing. The white boxes represent proposed steps of an
improvement science framework, and the black boxes represent potential examples of application. HIT ¼ health information technology; HRSN ¼
health-related social need; ICHOM ¼ XXX; IHI ¼ Institute for Healthcare Improvement; TEP ¼ total episode payment.
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Therefore, to balance participant retainment and achieve

high-value care, CMS must uniquely diffuse risk for providers

who are either inexperienced with practicing under APMs or car-

ing for at-risk populations. As an example, new participants and

safety-net providers can be identified using standardized metrics,

such as patient demographics and past enrollment in APMs. CMS

can then allow select providers to operate in an upside-risk set-

ting, where reimbursement is conducted through performance-

based and MEOS payments only. Notably, CMS is providing an

additional $30 in MEOS reimbursements for beneficiaries with

dual Medicare-Medicaid eligibility and is not holding these addi-

tional payments against providers in their total episode payment

calculations. To better support practices with disadvantaged pop-

ulations, CMS can withhold a larger proportion of these MEOS

reimbursements from total episode expenditures such that pro-

viders are further encouraged to engage with these populations.
Once new participants and safety-net providers achieve high-

value performance results as determined by quality outcomes,

policymakers can subsequently adjust the current payment

structure and introduce 2-sided risk as appropriate. Indeed, such

2-sided risk models can incorporate health equity benchmarks in

addition to clinical outcomes and episode expenditures.

Transitioning to such a 2-sided risk structure, in which the pro-

vider is accountable for high-value care, should be the end goal

for the EOM and all future APMs. Confirming that this transition

is equitable and practical, though, will necessitate developing

unique incentives for underresourced providers and implement-

ing and evaluating these systems through standardized frame-

works. The RAND Corporation, as well as the National

Comprehensive Cancer Network, American Cancer Society

Cancer Action Network, and the National Minority Quality

Forum, have made important strides in operationalizing standard

health equity measures, developing performance frameworks,

and piloting health equity score cards for providers to assess

improvement. For instance, these report cards encourage practi-

ces and oncologists to meaningfully engage with their commun-

ities via patient advisory committees in linguistically and

culturally appropriate manners, implement health information

technology to identify particular segments of the care pathway

where disparate care is occurring, and continuously document

discussions regarding clinical trial options with all patients

(29,30). With the EOM commencing in 2023, providers and policy-

makers alike need to do a better job of integrating these equity

measure sets into the clinical workflow and using these data to

inform overall decision making.
As value-based payment models evolve and become common-

place in medical specialties, ensuring that health equity is main-

tained will be a foremost priority in achieving better care. The

EOM is a major milestone in that it leverages tenets of improve-

ment science to promote equity across various stakeholders.

However, with the model set to commence in 2023, increased

focus needs to be devoted toward identifying policy issues before

they become larger crises. As cancer researchers, patient advo-

cates, and health-care providers guided by the continuous

improvement process, we envision that the EOM will continue to

adapt and deliver equitable, high-value care for all beneficiaries

involved.
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