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Mentor CAC 101

**This session is from 7:45-8:15 a.m. at ASCO HQ on the 8" Floor Conference Center. We kindly ask those not
attending to please delay entering the meeting room until the end of the mentor session**

Goals: This session is an introduction to the CAC process for new CAC representatives. This session also provides
new representatives with mentors and an additional opportunity to network.

Mentots:

Steve Allen, MD, FACP

Eric Seifter, MD

John Cox, DO, MBA, FACP, FASCO
Joseph DiBenedetto Jr., MD

Luis Pineda, MD, MSHA

Sam Silver, MD, PhD, MACP, FASCO
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Attendees:

Joseph Alvarnas, MD
Robert H. Cassell, MD, PhD
Paul Celano, MD
Matthew Cheung, MD, MS, FRCP
Carol A. Christner, MS, BA
Laurence Clark, MD, FACP
Chancellor Donald, MD
Nicole Dreabit
Omar Eton, MD

. Stuart P. Feldman, MD

. Paul Fishkin, MD

. Annette Fontaine, MD, MBA

. Tom Heffner, MD

. Sakeer Hussain, MD

. Anshu K. Jain, MD

. Elaine Jeter, MD

. Mary M. Klix, MD

e I A i il o

—_ o ) e s ) s O
~N N U1~ WD —m, O

18.
19.
20.
21.
22.
23.

Peter Louides, MD

Arthur Lurvey, MD, FACP, FACE
Gary MacVicar, MD

Rajini Malisetti, MD

Chatles F. Miller, MD

Daniel P. Mirda, MD

24. Jose Eugenio Najera, MD

25.
26.
27.
28.
29.
30.
31.
32.
33.
34.

Gary Oakes, MD

Kashyap B. Patel, MD

Dhimant R. Patel, MD

Marc Rovito, MD

Michael A. Savin, MD

Tammy Thiel

Patricia Troy, CAE

Sabina Wallach, MD, FRACP, FACP
Ronald Walters, MD, MHS, MS, MBA
Richard (Dick) Whitten, MD, MBA, FACP

ASH and ASCO are always looking for new members to take part in the CAC process. If you would like to become

a CAC representative or know of a colleague who would like to become a representative, please feel free to reach

out to Katherine Stark at ASH or Monica Tan at ASCO.

Return to Agenda
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2017 ASH /ACSO Staff Contact Information

Leslie Brady, MPH
Policy and Practice Manager
American Society of Hematology
2021 L Street, NW, Suite 900
Washington, DC 20036
Ibrady(@hematology.org
202-292-0264

Suzanne M. Leous, MPA
Director, Government Relations and Practice
American Society of Hematology
2021 L Street, NW, Suite 900
Washington, DC 20036
sleous@hematology.org

202-292-0258

Katherine Stark
Policy and Practice Coordinator
American Society of Hematology
2021 L Street, NW, Suite 900
Washington, DC 20036
kstark@hematology.otg
202-292-0252

Monica Tan
Program Coordinator
Clinical Affairs Department
American Society of Clinical Oncology
2318 Mill Road, Suite 800
Alexandria, VA 22314
Monica. Tan@asco.otg
571-483-1671

Julia Tomkins
Associate Director
Clinical Affairs Department
American Society of Clinical Oncology
2318 Mill Road, Suite 800
Alexandria, VA 22314
Julia. Tomkins@asco.org
571-483-1651

Return to Agenda
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2017 ASH/ASCO CAC Meeting Attendee List

Abbreviations
APP = ASH Practice Partnership
CPC = ASCO C(linical Practice Committee

Heather Allen, MD, FACP

Hematology CAC Representative
Comprehensive Cancer Centers of Nevada
3730 S. Eastern Ave

Las Vegas, NV 89169

Phone: 702-952-3400
heather.allen@usoncology.com

Steven L. Allen, MD, FACP
Onc/Hem CAC Representative
Hofstra Northwell School of Medicine
450 Lakeville Rd

Lake Success, NY 11042

Phone: 516-734-8959
sallen@northwell.edu

James Almas, MD
Contractor Medical Director
Palmetto GBA MolDX

17 Technology Circle
Columbia, SC 29203

Phone: 601-209-1857

jim.almas@palmettogba.com

Joseph Alvarnas, MD
ASH CAC Co-Chair
ASH COP Chair

City of Hope

1500 E. Duarte Rd
Duarte, CA 91010
Phone: 626-256-4673
jalvarnas(@coh.org

Lu Anne Bankert, CAE
Administrator, OSSN

1801 Research Blvd, Suite 400
Rockville, MD 20850

Phone: 301-984-9496
labankert@accc-cancer.org

Karen Beard, CPC, CPCO

State Society Executive Director
Georgia Society of Clinical Oncology
3330 Cumberland Blvd, Suite 200
Atlanta, GA 30339

Phone: 770-951-8427

kmb@medicalmanagement.com

COP = ASH Committee on Practice
RS = ASH Reimbursement Subcommittee

Thomas A. Bensinger, MD
Hematology CAC Representative
12210 Plum Orchard Drive Suite 211
Silver Spring, MD 20904

Phone: 301-933-3216

tabens67(@gmail.com

Scott C. Blair, MD
Hematology CAC Alternate
Ohio Oncology and Hematology
810 Jasonway Ave, Suite A
Columbus, OH 43214

Phone: 614-442-3130
sblair@coainc.cc

Leslie Brady, MPH

Policy & Practice Manager
American Society of Hematology
2021 L St, NW, Suite 900
Washington, DC 20036

Phone: 202-776-0544
Ibrady@hematology.org

Marci Cali, BA, RHIT

State Society Executive Director OSSN at ACCC
1801 Research Blvd, Suite 400

Rockville, MD 20850

Phone: 301-984-9496

mcali@accc-cancer.org

Robert H. Cassell, MD, PhD
Oncology CAC Representative
FLLASCO

3834 Gaines Court, SE

Winter Haven, FL. 33884
Phone: 863-324-7903

theassell@gmail.com

Paul Celano, MD

ASCO CAC Co-Chair
ASCO CPC Chair

The Cancer Center at GBMC
6569 N Chatles St, Suite 205
Baltimore, MD 21204
Phone: (443) 849-3051
Pcelano(@gbmc.org
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Matthew Cheung, MD, MS, FRCP
ASH COP

2075 Bayview Ave

T2-031

Toronto, ON M4N3M5, Canada
Phone: 416-480-4928
Matthew.Cheung@sunnybrook.ca

Carol A. Christner, MS, BA
State Society Executive Director
Michigan Society of Hem/Onc
5435 Corporate Dr, Suite 250
Troy, MI 48098

Phone: 248-385-5464
carolc@MSHO.org

Siren Chudgar, MD
Contractor Medical Director
Novitas Solutions

532 Riverside Ave
Jacksonville, FL. 32202
Phone: 904-791-8199

site.chudgat(@novitas-solutions.com

Laurence Clark, MD, FACP
Contractor Medical Director
National Government Setvices
5000 Brittonfield Pkwy, Suite 100
East Syracuse, NY 13057

Phone: 703-408-1442
laurence.clark(@anthem.com

Rise M. Cleland

State Society Executive Director
Washington State Medical Onc Society
1325 Officers Row, Suite A
Vancouver, WA 98661

Phone: 360-695-1608

tise@wsmos.org

John Cox, DO, FACP, FASCO, MBA
Oncology CAC Representative

ASCO CPC Member

UT Southwestern Medical Center

Dept. of Internal Medicine

5323 Harry Hines Blvd

Dallas, TX 75390

Phone: 214-648-0238
John.cox@utsouthwestern.edu

Terry A. Cox, CAE

Director, State Initiatives

Policy & Advocacy

American Society of Clinical Oncology
2318 Mill Rd, Suite 800

Alexandria, VA 22314

Phone: 571-483-1634
Terry.Cox(@asco.org

Joseph DiBenedetto, Jr., MD
FASCO State Society President
Onc/Hem CAC Representative
193 Waterman St

Providence, R1 02906

Phone: 401-351-4470
joedibenedetto@msn.com

Dave Dillahunt, CAE

State Society Executive Director
Ohio Hematology Oncology Society
P.O. Box 265

Hilliard, Ohio 43026

Phone: 614-721-2551
ddillahunt@ohos.or:

Chancellor E. Donald, MD
ASH CAC Co-Chair

ASH COP Member

Hematology CAC Representative
Louisiana Oncology Associates
600 Richland Ave

Lafayette, LA 70508

Phone: 337-258-6921

Chancellordonald@hotmail.com

Nicole Dreabit

Account Executive, OSSN
1801 Research Blvd, Suite 400
Rockville, MD 20850

Phone: 301-984-9496
ndreabit@accc-cancer.org

Kojo Elenitoba-Johnson, MD

CAC Speaker

Perelman School of Medicine

University of Pennsylvania

422 Curie Blvd

Philadelphia, PA 19104

Phone: 215-898-8198
kojo.elenitoba-johnson@uphs.upenn.edu
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Omar Eton, MD
Oncology CAC Alternate

Boston Medical Center and Hartford Health

34 Larchwood Drive
Cambridge, MA 02138
Phone: 617-955-0100
oncologist@aol.com

Stuart P. Feldman, MD

State Society President
Westchester Medical Group PC
210 Westchester Ave

White Plains, NY 10604
Phone: 914-681-5200

sfeldman@westmedgroup.com

Paul Fishkin, MD
ASH COP Member
Illinois Cancer Care
8940 N. Wood Sage Rd.
Peoria, 1L 61615
Phone: 309-243-3000

pfishkin@illinoiscancercare.com

Annette Fontaine, MD, MBA
ASCO CAC Co-Chair
Oncology CAC Alternate

New Mexico Cancer Center
4901 Lang Ave NE
Albuquerque, NM 87109
Phone: 505-264-3912
afontaine@nmohc.com

James L. Gajewski, MD

ASH RS Member

Hematology CAC Representative
OSMO

15378 NW Dane Lane

Portland, OR 97229

Phone: 503-686-5977
ilgajewski@yahoo.com

Matthew Gertzog, MBA, CAE
Deputy Executive Director
American Society of Hematology
2021 L. St, NW, Suite 900
Washington, DC 20036

Phone: 202-292-6017
mgertzog@hematology.org

Xylina Gregg, MD

Hematology CAC Representative
Utah Cancer Specialists

3838 South 700 East, Suite 100
Salt Lake City, UT 84106

Phone: 801-269-0231
xgregg(@utahcancer.com

Sidney Hayes, MD

Contractor Medical Director
Novitas Solutions

202 Technology Parkway
Mechanicsburg, PA 17050

Phone: 501-663-7543
sidnev.haves@novitas-solutions.com

Leonard T. Heffner, MD
ASH COP

Hem/Onc CAC Representative
Emory University

1365 Clifton Rd, NE

Atlanta, GA 30322

Phone: 404-778-1900
lheffne@emory.edu

Jack Hensold, MD

State Society President
Bozeman Health Cancer Center
931 Highland Ave, Suite 3130
Bozeman, MT 58715

Phone : 406-414-5070

jhensold@bozemanhealth.org

Allison Hirschorn

Coding and Reimbursement Specialist
Clinical Affairs

American Society of Clinical Oncology
2318 Mill Rd, Suite 800

Alexandria, VA 22314

Phone: 571-483-1653
Allison.Hirschorn@asco.org

Dawn Holcombe, MBA, FACMPE, ACHE
State Society Executive Director

DGH Consulting

33 Woodmar Circle

South Windsor, CT 06074

Phone: 860-305-4510

dawnho@aol.com
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Robert Horne

CAC Speaker

Leavitt Partners

601 New Jersey Avenue NW, Suite 450
Washington, D.C. 20001

Phone: (202) 774-1419
robert.horne(@leavittpartners.com

Sakeer Hussain, MD

State Society Representative
Heartland Oncology and Hematology
1 Edmundson Place

Council Bluffs, TA 51503

Phone: 712-322-4136

sakeerdr@gmail.com

Anshu K. Jain, MD

State Society Representative

West Virginia Oncology Society
Ashland Bellefonte Cancer Center
122 St. Christopher Dr

Ashland, KY 41101

Phone : 859-536-7933
anshu37(@gmail.com

Elaine Jeter, MD

Contractor Medical Director Palmetto GBA
P.O. Box 100238, AG-315

Columbia, SC 29202

Phone: 803-462-2652
claine.jeter@palmettogba.com

Mary M. Klix, MD

State Society President
Missouri Oncology Society
SLUCare Hem/Onc

2325 Dougherty Ferry Rd
St. Louis, MO, 63122
Phone: 314-977-5400

mklix@slu.edu

Krishna Komanduri, MD
CAC Speaker

University of Miami/ ASBMT
1501 NW 10 Ave, Suite 916
Miami, F1. 33136

Phone: 305-243-6355
kkomanduri@miami.edu

Peter Kouides, MD

ASH COP

Rochester General Hospital

1425 Portland Ave

Rochester, NY 14621

Phone: 585-922-4020
Peter.kouides@rochesterregional.org

Sophie Lanzkron, MD

CAC Speaker

Johns Hopkins Medicine

1830 E Monument St, Suite 7300
Baltimore, MD 21205

Phone : 410-502-8642

slanzkr(@jhmi.edu

Suzanne M. Leous, MPA

Director, Government Relations and Practice
American Society of Hematology

2021 L St, NW, Suite 900

Washington, DC 20036

Phone: 202-292-0258
sleous@hematology.org

Arthur N. Lurvey, MD, FACP, FACE
Contractor Medical Director

Noridian Healthcare Solutions

900 42nd St S, P.O. Box 6740 F

Fargo, ND 58103

Phone: 701-715-9583

arthur.lurvey@noridian.com

Laura Lynch

Program Administrator

Clinical Affairs

American Society of Clinical Oncology
2318 Mill Rd, Suite 800

Alexandria, VA 22314

Phone: 571-483-1387
Laura.Lynch@asco.org

Roger M. Lyons, MD

Hematology CAC Representative
Cancer Care Network of South Texas
4411 Medical Dr

San Antonio, TX 78229

Phone: 210-595-5300
roget.lyons@usoncology.com
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Gary MacVicar, MD
Onc/Hem CAC Representative
Illinois Cancer Care

8940 North Wood Sage Rd
Peoria, 1L 61615

Phone: 309-243-3000

gmacvicar@illinoiscancercare.com

Rajini Malisetti, MD
Onc/Hem CAC Representative
Minnesota Oncology

11850 Blackfoot St

Coon Rapids, MN 55443

Phone: 507-319-7122
Rajini.malisetti@usoncology.com

Chatles F. Miller, MD
State Society Representative
Doctors for Dignity

762 Kaulana Place
Honolulu, HI 96821

Phone: 808-561-6014
Millerc003@hawaii.rr.com

Daniel P. Mirda, MD

State Society President, ANCO
2 Huntington Court

Napa, CA 94558

Phone: 707-694-2073
daniel.mirda@stjoe.or.

Thom Mitchell, MD

Contractor Medical Director
Cahaba GBA

P.O. Box 13384

Birmingham, AL 35205

Phone: 205-220-1214
Thomas.mitchell@cahabagba.com

Jose Eugenio Najera, MD
Hematology CAC Representative

Cancer Centers of Southwest Oklahoma

104 NW 31st St

Lawton, OK 73506

Phone: 210-865-0040
eugenio.najera(@ccswok.org

Ella Noel, DO

Contractor Medical Director

WPS Governmental Health Administratots
1717 W Broadway

P.O. Box 1787

Madison, WI 53701

Phone: 608-977-5525
Ella.noel@wpsic.com

Gary Oakes, MD

Contractor Medical Director
Noridian Healthcare Solutions
900 42nd St South

Fargo, ND 58103

Phone: 701-205-5359
gary.oakes@noridian.com

Ray D. Page, DO, PhD, FACOI
ASCO CPC Chair-Elect

Center for Cancer and Blood Disorders
800 W. Magnolia

Fort Worth, TX 76008

Phone: 817-759-7000

tpage(@txcc.com

Mark S. Pascal, MD

Hematology CAC Representative

State Society President

Medical Oncology Society of New Jersey
John Theurer Cancer Center at Hackensack
University Medical Center

92 Second St

Hackensack, NJ 07601

Phone: 551-996-5900
mpascal@hackensackumc.org

Kashyap B. Patel, MD

Onc/Hem CAC Representative

Carolina Blood and Cancer Care Associates
1583 Healthcare Dr

Rock Hill, SC 29732

Phone: 803-329-7772

kpatel@cbcca.net

Dhimant R. Patel, MD

State Society Representative
Wisconsin Association of Hem/Onc
Vince Lombardi Cancer Clinic

2845 Greenbriar Rd

Green Bay, WI 54308

Phone: 920-288-4180

Dhimant.patel@aurora.org
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Luis F. Pineda, MD, MSHA
Hematology CAC Representative
Luis F. Pineda MD PC

1909 Laurel Rd

Birmingham, AL 35416

Phone: 205-978-3570

gina@luisfpinedamdpe.com

Andrew W. Pippas, MD
Oncology CAC Representative
John B Amos Cancer Center
1831 5™ Ave

Columbus, GA 31904

Phone: 706-320-8720
Andrew.pippas@crhs.net

Cheryl Ray, DO

Contractor Medical Director

WPS Governmental Health Administrators
1717 W Broadway

P.O. Box 1787

Madison, WI 53701

Phone: 608-977-5525
cheryl.ray@wpsic.com

Mary Jo Richards

State Society Executive Director
MJ Executive Management
14601 E 88" Place N, Suite 306
Owasso, OK 74055

Phone: 918-261-8951

MaryJo@mj execmgmt.com

Ellen Riker

Senior Vice President

CRD Associates

600 Maryland Avenue, SW, Suite 835W
Washington, DC 20024
eriker(@dc-crd.com

Phone: 202-484-1100, ext. 113

Melissa Reifler

Program Specialist, State/Regional Affiliate Program
Policy & Advocacy

American Society of Clinical Oncology

2318 Mill Rd, Suite 800

Alexandria, VA 22314

Phone: 571-483-1622

Melissa.Reifler(@asco.org

10

Alex Roach

Program Coordinator

Policy & Advocacy

American Society of Clinical Oncology
2318 Mill Rd, Suite 800

Alexandria, VA 22314

Phone: 571-483-1547
Alex.Roach@asco.org

Marc Rovito, MD

State Society Representative
Pennsylvania Society of Hem/Onc
2494 Bernville Rd

Reading, PA 19605

Phone: 610-378-2117
mrovito@pennstatehealth.psu.edu

Michael A. Savin, MD

ASCO CPC

Knight Cancer Institute

Oregon Health & Science University
3181 SW Sam Jackson Park Rd, L.586
Portland, OR 97239

Phone: 503-494-5672
savin(@ohsu.edu

Juan Schaening, MD
Contractor Medical Director
First Coast Service Options
532 Riverside Avenue
Jacksonville, FL. 32202
Phone: 904-791-0161

Juan.Schaening@fcso.com

Eric J. Seifter, MD

Oncology CAC Representative

Johns Hopkins at Green Spring Station
10755 Falls Rd, Suite 200

Lutherville, MD 21093

Phone: 410-583-7122

Rahul Seth, DO

Oncology CAC Representative
State Society President

SUNY Upstate Medical University
150 E Adams St

Syracuse, NY 13210

Phone : 315-464-8200

drrahulseth

mail.com
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Samuel Silver, MD, PhD, MACP, FASCO

ASH CAC Co-Chair

ASH COP and RS Member
ASCO CPC Member

4107 Medical Science 1

1301 Catherine St, SPC 5624
Ann Arbor, MI 48109-5843
Phone: 734-764-2204
msilver@umich.edu

Piyush Srivastava, MD
ASCO CPC Member
Kaiser Permanente

1425 S Main St

Walnut Creek, CA 94596
Phone: 310-463-8773
Pivush114@hotmail.com

Katherine Stark

Policy and Practice Coordinator
American Society of Hematology
2021 L St, NW, Suite 900
Washington, DC 20036

Phone: 202-292-0252
kstark@hematology.org

Latha Subramanian, MD
State Society President
Onc/Hem CAC Representative
Denali Oncology Group

2925 DeBarr Rd, Suite 300
Anchorage, AK 99508

Phone: 907-257-9803

2006anch@gmail.com

Linda Sutton, MD

Oncology CAC Representative
Duke University Medical Center
Box 2989

Durham, NC 27710

Phone: 919-419-5005
Linda.sutton@duke.edu

Monica Tan

Program Coordinator
Clinical Affairs

American Society of Clinical Oncology

2318 Mill Rd, Suite 800
Alexandria, VA 22314
Phone: 571-483-1671
Monica. Tan@asco.org

Tammy Thiel

State Society Executive Director
Denali Oncology Group

2741 DeBarr Rd, Suite 300
Anchorage, AK 99308

Phone: 907-257-9803
tammy(@hotsheet.com

Julia Tomkins

Associate Director

Clinical Affairs

American Society of Clinical Oncology
2318 Mill Rd, Suite 800

Alexandria, VA 22314

Phone: 571-483-1651

[ulia. Tomkins(@asco.org

Elaine Towle, CMPE

Director, Analysis and Consulting Services
Clinical Affairs

American Society of Clinical Oncology
2318 Mill Rd, Suite 800

Alexandria, VA 22314

Phone: 571-483-1616

Elaine. Towle@asco.otg

Patricia Troy, CAE

State Society Executive Director
MDCSCO

550M Ritchie Highway, Suite 271
Severna Park, MD 21146

Phone: 410-647-5002

admin@mdcscoweb.org

Sabina R. Wallach, MD, FRACP, FACP
ASH RC Member

Hematology CAC Representative
Oncology CAC Alternate

9850 Genesee Ave, Suite 400

La Jolla, CA 92037

Phone: 858-558-8666
swallachmd@oncologvlajolla.com

Ronald Walters, MD, MHS, MS, MBA
Oncology CAC Representative

University of Texas MD Anderson Cancer Center

1400 Pressler St, Unit 1485
Houston, TX 77030
Phone: 713-745-9766
rwalters@mdanderson.org
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Richard (Dick) Whitten, MD, MBA, FACP

Contractor Medical Director Michael Willen, MD

Noridian Healthcare Solutions Oncology CAC Alternate

900 42 Steet S New York Onc/Hem

Fargo, ND 58108 3 Crossing Blvd

Phone: 206-979-5007 Clifton Park, NY 12065 Phone: 518-831-4434
Dick.Whitten@noridian.org Michael.willen@usoncology.com
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2017 CAC Representative List

Alabama (JF)

Luis F. Pineda, MD, MSHA
Hematology CAC Representative
1909 Laurel Rd

Vestavia, AL 35216

Phone: 205-978-3570

gina@luisfpinedamdpc.com

Alaska (JF)

Latha Subramanian, MD
Onc/Hem CAC Representative
2925 DeBarr Rd, Suite 300
Anchorage, AK 99508

Phone: 907-257-9803
2006anch@gmail.com

Mary Stewart, MD
Oncology CAC Alternate
2925 DeBarr Rd, Suite 300
Anchorage, AK 99508
Phone: 907-257-9803
mstewartonc(@yahoo.com

Arizona (JF)

Jerry Olshan, MD

Oncology CAC Representative
3411 N 5PP*PP Ave, Suite 400
Phoeniz, AZ 85013

Phone: 623-879-6034
jolshan(@southwestoncology.com

California (JE)

Robert Robles, MD
Oncology CAC Representative
400 Taylor Blvd, Suite 202
Pleasant Hill, CA 94523
Phone: 925-667-5041

trobles@dvohmg.com

Sabina R. Wallach, MD, FRACP, FACP
Hematology CAC Representative

Oncology Alternate

9850 Genesee Ave, Suite 400
La Jolla, CA 92037

Phone: 858-558-8666

swallachmd(@oncologylajolla.com
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Ravi Patel, MD
Oncology CAC Alternate
6501 Truxton Ave
Bakersfield, CA 93309
Phone: 661-322-2206

ravi@cbccusa.com

Colorado (JK)

Alex R. Menter, MD
Oncology CAC Representative
Denver, CO 80111

Phone: 303-316-0360
alex.menter@kp.org

W. Eng Lee, MD

Hematology CAC Representative
9451 Huron St

Thornton, CO 80260

Phone: 303-650-4042
hematologv-oncology@msn.com

Connecticut (JK)

Dawn Holcombe, MBA FACMPE, ACHE
State Society Executive Director

33 Woodmar Circle

South Windsor, CT 06074

Phone: 860-305-4510

dawnho@aol.com

Wylie Hosmer, MD

Hematology CAC Representative
Cancer Center of Central Connecticut
40 Hart St

New Britian, CT 06052

Phone: 860-224-4408
whosmer(@ccorcentralct.com

Delaware (JL)

Jamal Misleh, MD

Hematology CAC Representative

401 Ogletown-Stanton Rd, Suite 3400
Newark, DE 19713

Phone: 302-366-1200

jmisleh@cbg.org
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Jon Strasser, MD

Oncology CAC Alternate

4701 Ogletown-Stanton Rd, Suite 1110
Newark, DE 19713

Phone: 302-623-4800

jonstrasser(@hotmail.com
Florida (JN

Steven Fein, MD

Hematology CAC Representatve
8940 N. Kendall Drive, Suite 300-E
Miami, FL. 33176

Phone: 305-595-2141
fein0001@gmail.com

Daniel Motris, MD
Hematology CAC Alternate
1100 Goodlette Rd North
Naples, FL 34102

Phone: 239-434-0656
danielmotrtismd(@aol.com

Richard McDonough, MD
Oncology CAC Representative
38135 Market Square
Zephyrhills, F1. 33542

Phone: 813-780-2642
drmcdonough@jicloud.com

Luis Raez, MD

Oncology CAC Alternate

801 N. Flamingo Rd, Suite 11
Pembroke Pines, FL. 33028
Phone: 954-844-6868
lraez(@mbhs.net

Georgia (J])

Tom Heffher, MD

Hem/Onc CAC Representative
1365 Clifton Rd NE

Atlanta, GA 30322

Phone: 404-778-1900
lheffne@emory.edu

Andrew W. Pippas, MD
Oncology CAC Representative
1831 5™ Ave

Columbus, GA 31904

Phone: 706-320-8720
andrew.pippas@crhs.net
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Hawaii (JE)

William Loui, MD

Hematology CAC Representative
Queen's Physician Office Bldg. 11
1329 Lusitana St, Suite 307
Honolulu, HI 96813

Phone: 808-524-6115
wsloui(@yahoo.com

Laeton Pang, MD, MPH, FACR
Rad Onc CAC Representative
Cancer Center of Hawaii

Pacific Radiation Oncology
Honolulu, HI 96817

Phone: 808-547-6881
Lpangl.ro(@aol.com

Idaho (JF)

Dane Dickson, MD
Hematology CAC Representative
450 East Main St

Rexburg, ID 83440

Phone: 208-356-9559
danejdickson@gmail.com

Paul Montgomery, MD
Oncology CAC Representative
100 E. Idaho St

Boise, ID 83712

Phone: 208-381-2711
montgomp(@slhs.org

Ilinois (J6)

Gary MacVicar, MD
Onc/Hem CAC Representative
8940 North Wood Sage Rd
Peoria, 1L 61615

Phone: 309-243-3000

gmacvicar@illinoiscancercare.com

Walter Fried, MD

Hematology CAC Representative
1700 Luther Ln

Park Ridge, IL 60068

fried walter@hotmail.com
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Indiana (J8)

Keith Logie, MD

Hem CAC Representative
10212 Lantern Rd

Fishers, IN 46037

Phone: 317-841-5656
keith.logie@usoncology.com

Iowa (J5)

Joe Merchant, MD

Oncology CAC Representative
1215 Duff Ave

Ames, IA 50010

Phone: 515-239-4401
jimerchant@mcfarlandclinic.com

Sakeer Hussain, MD
Oncology CAC Alternate
1 Edmundson Place
Council Bluffs, IA 51503
Phone: 712-322-4136

sakeerdr@gmail.com

George Kovach, MD
Hematology CAC Representative
1341 W Central Park Ave
Davenport, IA 52804

Phone: 563-421-1960
gkovach@jiacancer.com

Kansas (J5)

Sukumar Ethirajan, MD
Oncology CAC Representative
12140 Nall Ave, Suite 305
Ovetland Park, KS 66209
Phone: 913-735-3873
kancer@me.com

Dennis Moore, MD

Hematology CAC Representative

818 North Emporia, Suite 403

Wichita, KS 67214

Phone: 316-262-4467
dennis.moore(@cancercenterofkansas.com
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Kentucky (J15)

Renato LaRocca, MD
Hematology CAC Representative
100 East Liberty St, Suite 500
Louisville, KY 40202

Phone: 502-561-8200

rvl(@kci.us

Louisiana (JH)

Chancellor E. Donald, MD
Hematology CAC Representative
600 Richland Ave

Lafayette, LA 70508

Phone: 337-258-6921
chancellordonald@hotmail.com

Maine (JK)

Tracey Weisberg, MD
Oncology CAC Representative
100 Campus Dr

Scarborough, ME 04074
Phone: 207-396-7600
weisbt@newecs.org

Christian Thomas, MD
Oncology CAC Representative
100 Campus Drive
Scarborough, ME 04074
Phone: 207-396-7600
thomac@newecs.org

Daniel Hayes, MD
Hematology CAC Rep
100 Campus Drive
Scarborough, ME 04074
Phone: 207-885-7600
hayesd@mccm.org

H. James Wallace I1I, MD

Radiation Oncology CAC Representative
University of Vermont College of Medicine
Burlington, VT 05401

Phone: 802-847-3506
james.wallace@uvmhealth.org
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Maryland (JL)

Eric J. Seifter, MD

Oncology CAC Representative
10755 Falls Rd, Suite 200
Lutherville, MD 21093

Phone: 410-583-7122

eseifte@jhmi.edu

Thomas Bensinger, MD

Hematology CAC Representative

7525 Greenway Center Drive, Suite 205
Greenbelt, MD 20770

Phone: 301-982-9800
tabens67(@gmail.com

Massachusetts (JK)

Michael Constantine, MD
Hematology CAC Representative
20 Prospect St

Milford, MA 01757

Phone: 508-488-3700

mconstantine(@milreg.org

Eric Wong, MD

Oncology CAC Representative
330 Brookline Ave

Boston, MA 02215

Phone: 617-667-1665
ewong(@bidmc.harvard.edu

Charles Rosenbaum, MD
Hematology CAC Representative
65 Fremont St

Marlborough, MA 01752

Phone: 508-481-4213
crosemd1(@aol.com

Omar Eton, MD
Oncology CAC Alternate

Boston Medical Center and Hartford Health

34 Larchwood Drive
Cambridge, MA 02138
Phone: 617-955-0100
oncologist@aol.com

16

Michigan (J8)

Samuel M. Silver, MD, PhD, MACP, FASCO

Oncology CAC Representative
4107 Medical Science 1

1301 Catherine St, SPC 5624
Ann Arbor, MI 48109

Phone: 734-764-2204
msilver@umich.edu

Paul Adams, MD

Hematology CAC Representative
302 Kensington Suite 1131

Flint, MI 48503

Phone: 810-762-8200

Paul. Adams2(@ascension.org

Minnesota (J6)

Lloyd Ketchum, MD

Oncology CAC Representative
400 E Third St

Duluth, MN 55805

Phone: 218-786-3625
lloyd.ketchum(@essentialhealth.or.

Rajini Malisetti, MD
Onc/Hem CAC Representative
11850 Blackfoot St NW

Coon Rapids, MN 55433
Phone: 763-712-2100

rajini.malisetti@usoncology.com

Burton Schwartz, MD
Hematology CAC Representative
910 E 26™ St

Minneapolis, MD 55404

Phone: 612-844-6300
burton.schwartz@usoncology.com

Mississippi (J])

Stephanie Elkins, MD
Hematology CAC Representative
2500 North State St

Jackson, MS 39216

Phone: 601-981-5616
selkins@umc.edu
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Missouri (J5)

Mary M. Klix, MD

Oncology CAC Representative
2325 Dougherty Ferry Rd

St. Louis, MO, 63122

Phone: 314-977-5400

mklix@slu.com

Burton M. Needles, MD
Hematology CAC Representative
11530 Conway Rd

St. Louis, MO 63131

Phone: 314-330-1018
burton.needles@mercy.net

Montana (JF)

Jack Hensold, MD
Oncology CAC Representative
931 Highland Blvd, Suite 3130
Bozeman, MT 59715

Phone: 406-585-5070

jhensold@bozermanhealth.org

Nebraska (J5)

Margaret Block, MD
Hematology CAC Representative
17201 Wright St

Omaha, NE 68130

Phone: 402-955-2680
mblock@nebraskacancer.com

Nevada (JE)

Heather Allen, MD, FACP
Hematology CAC Representative
3730 S. Eastern Ave

Las Vegas, NV 89169

Phone: 702-952-3400
heather.allen@usoncology.com

Dan Curtis, MD

Oncology CAC Representative
655 Town Center Drive

Las Vegas, NV 89144

Phone: 702-233-2210
dan.curtis@usoncology.com
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New Hampshire (JK)

Steve Larmon, MD
Hematology CAC Representative
201 Chesterfield Rd

Keene, NH 03431

Phone: 603-357-3411

Stevenslarmon(@ane.rr.com
New Jersey (JL)

Mark S. Pascal, MD
Hematology CAC Representative
92 Second St

Hackensack, NJ 07601

Phone: 551-996-5900
mpascal@hackensackumc.org

Kevin Callahan, MD
Oncology CAC Representative
Two Cooper Plaza

Camden, NJ 08103

Phone: 855-632-2667

callahan-kevin@cooperhealth.net
New Mexico (JH)

Tim Lopez, MD

Hematology CAC Representative
490-A West Zia Rd

Santa Fe, NM 87505

Phone: 505-955-7900
timothy.lopez@nmcancercare.com

Annette Fontaine, MD, MBA
Oncology CAC Alternate

4901 Lang Ave NE
Albuquerque, NM 87109
Phone: 505-264-3912
afontaine@nmohc.com

Barbara McAneny, MD, FASCO
Oncology CAC Representative
4901 Lang Ave NE

Albuquerque, NM 87109

Phone: 505-842-8171
mcaneny@nmohc.com
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New York (JK)

Steven L. Allen, MD, FACP
Oncology CAC Representative
450 Lakeville Rd

Lake Success, NY 11042
Phone: 516-734-8959
sallen@northwell.edu

Michael Willen, MD
Oncology CAC Alternate

3 Crossing Blvd

Clifton Park, NY 12065

Phone: 518-831-4434
Michael.willen@usoncology.org

Thomas Goodman, MD
Hematology CAC Representative
2125 River Rd

Niskayuna, NY 12309

Phone: 518-836-3030
drsgood@nycap.rr.com

North Carolina (JM)

James Boyd, MD

Hematology CAC Representative
2711 Randolph Rd, Bldg 100
Charlotte, NC 28207

Phone: 704-342-1900
jfboyd@oncologycharlotte.com

Birgit A. Arb, MD

Oncology CAC Representative
1520 Physicians Drive
Wilmington, NC 28401

Phone: 910-343-0447
barb@ec.rr.com

Daniel R. Carrizosa, MD, MS
Oncology CAC Representative
1021 Morehead Medical Dr
Chatlotte, NC 28204

Phone: 980-442-2000

Daniel.cartizosa@carolinashealthcare.org
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Linda Sutton, MD

Oncology CAC Representative
Duke University Medical Center
BOX 2989

Durham, NC 27710

Phone: 919-419-5005
sutto006(@me.duke.edu

North Dakota (JF)

Ralph Levitt, MD

Hematology CAC Representative
820 4th St N

Fargo, ND 58122

Phone: 701-234-6161
ralph.levitt@sanfordhealth.org

Ohio (J15)

David Kirlin, MD

Oncology CAC Representative
4350 Malsbary Rd, Suite 100
Cincinnati, OH 45226

Phone: 513-751-2148

dkirlin@ohcare.com

Christopher S. George, MD
Oncology CAC Alternate

810 Jasonway Ave, Suite A
Columbus, OH 43214
Phone: 614-442-3130
cgeorge(@coainc.cc

Taral Patel, MD

Hematology CAC Representative
3100 Plaza Properties Blvd
Columbus, OH 43219

Phone: 614-383-6000
tpatel@zangcenter.com

Scott C. Blair, MD
Hematology CAC Alternate
810 Jasonway Ave, Suite A
Columbus, OH 43214
Phone: 613-442-3130
sblair@coainc.cc
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Oklahoma (JH)
Jose Eugenio Najera, MD

Hematology CAC Representative

104 NW 31PP*PP St
Lawton, OK 73506

Phone: 210-865-0040
eugenio.najera(@ccswok.org

Todd Kliewer, MD

Hematology CAC Representative

230 North Midwest Blvd.
Midwest City, OK 73110
Phone: 405-737-8455
toddklev(@cox.net

Oregon (JF)
James L. Gajewski, MD

Hematology CAC Representative

15378 NW Dane Ln
Portland, OR 97229
Phone: 503-686-5977
lgajewski@yahoo.com

David H. Regan, MD
Oncology CAC Representative
5050 NE Hoyt St, Suite 256
Portland, OR 97034

Phone: 503-239-7767
david.regan(@usoncology.com

Pennsylvania (JL)

L. Eamonn Boyle, MD
Oncology CAC Representative
25 Monument Rd, Suite 294
York, PA 17403-5049

Phone: 717-741-9229
lebsvb@aol.com

Raymond Vivacqua, MD
Oncology CAC Alternate

1 Medical Center Blvd
Upland, PA 19013

Phone: 610-610-7420
RDWPLT@comcast.net
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Rhode Island (JK)

Joseph DiBenedetto Jr., MD, FASCO
Onc/Hem CAC Representative

193 Waterman St

Providence, RI 02906

Phone: 401-351-4470
joedibenedetto@msn.com

South Carolina (JM)

Quillin Davis, MD
Oncology CAC Alternate
2720 Sunset Blvd West
Columbia, SC 29169
Phone: 803-791-2575

quillindavis@gmail.com

Kashyap Patel, MD
Onc/Hem CAC Representative
1583 Healthcare Dr

Rock Hill, SC 29732

Phone: 803-329-7772
kpatel@cbcca.net

Tennessee (J])

Gregg Shepard, MD

Oncology/Hematology CAC Representative

4230 Harding Rd, Suite 707
Nashville, TN 37205
Phone: 615-269-7085
gshepard@tnonc.com

Charles McKay, MD, MBA
Hematology CAC Representative
397 Wallace Rd, Suite 201
Nashville, TN 37211

Phone: 615-333-2481
capreeland@me.com

Texas (JH)

John V. Cox, DO, MBA, FACP, FASCO

Oncology CAC Representative
5323 Harry Hines Blvd

Dallas, TX 75390

Phone: 214-648-3111

John.Cox(@utsouthwestern.edu
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Ronald S. Walters, MD, MHS, MS, MBA
Oncology CAC Representative

1515 Holcombe Blvd, Unit 43

Houston, TX 77030

Phone: 713-745-9766
rwalters@mdanderson.org

Roger M. Lyons, MD
Hematology CAC Representative
4411 Medical Drive, Suite 100
San Antonio, TX 78229

Phone: 210-595-5300
roger.lyons@usoncology.com

Utah (JF)

Xylina Gregg, MD

Hematology CAC Representative
3838 S 700 East, Suite 100

Salt Lake City, UT 84106

Phone: 801-269-0231
xgrego(@utahcancer.com

Vermont (JK)

Christian Thomas, MD
Oncology CAC Representative
100 Campus Drive
Scarborough, ME 04074
Phone: 207-396-7600
thomac@newecs.org

Virginia (JM)

James May, II1, MD

Oncology CAC Representative

1401 Johnston-Willis Dr, Suite 4200 Richmond,
Virginia

Phone: 804-330-7990

imav(@vacancer.com

Richard Ingram, MD
Hematology CAC Alternate
420 Glen Lea Ct
Winchester, VA 22601
Phone: 504-974-7845

laurenmiadad@gmail.com
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Washington (JF)

Richard McGee, MD
Onc/Hem CAC Representative
21605 76th Ave W

Edmonds, WA 98026

Phone: 425-327-3537
richard.mcgee(@swedish.org

Jeffery Ward, MD
Onc/Hem CAC Alternate
21605 Hwy 99

Edmonds, WA 98026
Phone: 425-673-8300
jefferv.ward@swedish.org

West Virginia (JM)

Ahmed Khalid, MD

Oncology CAC Representative
3100 MacCotkle Ave SE, Suite 101
Charleston, WV 25304

Phone: 304-388-8380

ahmed.khalid@camc.org

James Frame, MD, FACP
Hematology CAC Alternate

3100 MacCorkle Ave SE, Suite 101
Chatleston, WV 25304

Phone: 304-388-8380
james.frame(@camc.org

Gerrit Kimmey, MD
Hematology CAC Alternate
5170 RT 60 East
Huntington, WV 25705
Phone: 304-528-4645

kimmey(@uhswv.com
Wisconsin (J6)

Dhimant R. Patel, MD
Oncology CAC Representative
2845 Greenbrier Rd

Green Bay, WI 54308

Phone: 920-288-4180
dhimant.patel(@aurora.or:
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Jacob Frick, MD

Oncology CAC Alternate

2801 W Kinnickinnic River Pkwy, Suite 930
Milwaukee, W1 53217

Phone: 414-416-4744
jacob.frick@aurora.org

Douglas Reding, MD
Hematology CAC Representative
1000 North Oak Ave

Marshfield, WI 54449

Phone: 715-387-5134

reding@mfldclin.edu
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Wyoming (JF)

Mohammed Mazhur-Uddin, MD
Hematology CAC Representative
1111 Logan Ave

Cheyenne, Wyoming

Phone: 307-635-9131
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2017 Contractor Medical Director List

Olatokunbo Awodele, MD, MPH
CMD: J-5

Wisconsin Physician Services Corp
333 Farnam Street

Omaha, NE 68131
olatokunbo(@wpsic.com

Earl Berman FACP, MALPS-L
CMD: J15 Part B

CGS Administrators,

LLC Two Vantage Way
Nashville, TN 37228

carl.berman(@cgsadmin.com

Hilary Bingol, MD

CMD: J-8 ALJ

WPS Medicare

1717 W. Broadway PO Box 1787
Madison, WI 53701

hilary. bingol@wp sic.com

Stephen Boren MD, MBA

CMD: JK

National Government Services 5000
Brittonfield Pkway, Suite 100

East Syracuse, NY 13057
stephen.boren@anthem.com

Louis Brunetti, MD

CMD: J11 MAC

Palmetto GBA

P.O. Box 100238 AG-275
Columbia, SC 29202- 3238
louis.brunetti@palmettogba.com

RaeAnn G. Capehart, MD

CMD: JH/JL

Novitas Solutions, INC

2020 Techology Parkway
Mechanicsburg, PA 17050 30TU30TU

racann.capehart@novitas-solutions.com

Siren Chudgar, MD, MBA, CHIE
CMD: JN

First Coast Service Options, Inc.

532 Riverside Avenue 20T
Jacksonville, FL. 32202
siren.chudgar(@novitas-solutions.com
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Laurence Clark, MD, FACP
CMD: JK

National Government Services
5000 Brittonfield Pkway, Suite 100
East Syracuse, NY 13057
laurence.clark@anthem.com

James Corcoran, MD, MPH

CMD: JN

First Coast Service Option, Inc.

532 Riverside Avenue 20T Jacksonville, FL. 32202
james.corcoran(@fcso.com

Carolyn Cummingham, MD

CMD: Part A 1L & W1

National Government Services 8115 Knue Road,
INA102-AF10

Indianapolis, IN 46250

Carolyn.cunningham@anthem.com

Harry Feliciano, MD, MPH
CMD: J11 MAC

Palmetto GBA

P.O. Box 100238, AG-275
Columbia, SC 29202
harrv.feliciano@palmettogba.com

Anitra Graves, MD

CMD: J10 MAC

Cahaba GBA PO Box 13384
Birmingham, AL 35205
anitra.oraves@cahabagba.com

Peter Gurk, MD

CMD: JE/JF A/B MAC
Noridian Healthcare Solutions
900 42nd Street S, P.O. Box 6740
Fargo, ND 58103-6740
peter.gurk(@noridian.com

Chatrles Haley, MD, MS, FACP
CMD: JF A/B MAC

Noridian Healthcare Solutions
900 42nd Street S, P.O. Box 6740
Fargo, ND 58103

chatles.haley@noridian.com
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Craig Haug, MD

CMD: J-K MAC

NHIC, Corp

75 Sgt William B. Terry Drive
Hingham, MA 02043

craig.haug(@hp.com

Sidney Hayes, MD

CMD: JH/J12

Novitas Solutions, Inc 2020 Technology Parkway
Mechanicsburg, PA 17050
sidney.hayes@novitas-solutions.com

Eddie Humpert, MD, MS
CMD: J10 MAC

Cahaba GBA

P.O. Box 13384

Birmingham AL 35205
edward.humpert@cahabagba.com

Elaine Jeter, MD

CMD: J11 MAC & MolDx
Palmetto GBA

P.O. Box 100238, AG-315
Columbia, SC 29202
Elaine.]eter(@palmettogba.com

Robert Kettler, MD

CMD: J-5

Wisconsin Physician Services Corp.
1717 W. Broadway PO Box 1787
Madison, WI 53701
robert.kettler@wpsic.com

Sunil Lalla, MD, FACS

CMD: JH/JL

Novitas Solutions, Inc

2020 Technology Parkway Suite 100
Mechanicsburg, PA 17050

sunil.lalla@novitas-solutions.com

Arthur Lurvey, MD

CMD: JE A/B MAC

Noridian Healthcare Solutions 900 42nd Street S,
P.O. Box 6740

Fargo, ND 58103

Arthut.lurvey@noridian.com
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Greg McKinney, MD, MBA

CMD: Pending

National Government Setrvices 8115-8125 Krue Road
Indianapolis, IN 46250

greg.mckinney(Qanthem.com

Thom Mitchell, MD

CMD: J10 MAC

Cahaba GBA PO Box 13384
Birmingham, AL 35205
thomas.mitchell@cahabagba.com

Eileen Moynihan, MD, FACR, FACP
CMD: JE/JF A/B MAC

Noridian Healthcare Solutions

900 42nd Street South

Fargo, ND 58103-6747

cileen.moynihan@noridian.com

Ella Noel, DO, FACIO

CMD: J-8

Wisconsin Physician Services Corp
1717 W. Broadway PO Box 1787
Madison, WI 53701
ella.noel@wpsic.com

Gary Oakes, MD, FAAFP

CMD: JF A/B MAC

Noridian Healthcare Solutions 900 42nd Street S,
P.O. Box 6740

Fargo, ND 58103

gary.oakes@noridian.com

Debra Patterson, MD

CMD: JH/JL

Novitas Solutions, Inc. 2020 Technology Parkway
Mechanicsburg, PA 17050
debra.patterson@novitas-solutions.com

Fred Polsky, MD, FACP
CMD: JN

First Coast Service Option, Inc.
532 Riverside Avenue 20T
Jacksonville, FL. 3220
fred.polskv@FCSO.com

Cheryl Ray, DO, MBA, FACN
CMD: J-5

Wisconsin Physician Services Corp
1717 W. Broadway PO Box 1787
Madison, WI 53701
cheryl.ray@wpsic.com
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Neil Sandler, MD Barry Whites, MD, FCCP, MSHA, CHCQM

CMD: J15 MAC CMD: JH, JL

CGS Administrators, LL.C Novitas Solutions, Inc

Two Vantage Way P.O. Box 4304

Nashville, TN 37228 Jackson, MS 39296-5864
neil.sandler@cgsadmin.com barry.whites@novitas-solutions.com

Juan Schaening, MD John Whitney, MD

CMD: JN CMD: J6

Triple S Salud, Inc. National Government Services

P.O. Box 363628 8115 Knue Road, INA102-AF10

San Juan, PR 00936 Indianapolis, IN 46250
jschaening@triples-med.org johnwhitneymd@anthem.com

Antonietta Sculimbrene, MD, MHA, RPh Richard (Dick) Whitten, MD, MBA, FACP
CMD: J11 MAC CMD: JE/JF

Palmetto GBA Noridian Healthcare Solutions 900 42nd Street South
P.O. Box 100238 AG-275 Fargo, ND 58103-6747

Columbia, SC 29202 dick.whitten@noridian.com

antonietta.sculimbrene@palmettogba.com
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Next Generation Sequencing
Dr. Kojo Elenitoba-Johnson

Kojo S. J. Elenitoba-Johnson, MD, is the inaugural Peter C. Nowell, MD Professor at the Perelman School of
Medicine at University of Pennsylvania. He is also the Founding Director of Penn Medicine’s Center for Personalized
Diagnostics, and Founding Director of the Division of Precision and Computational Diagnostics. Dr. Elenitoba-
Johnson is an international leader in the fields of Hematopathology and Genomic Pathology, as well as mass
spectrometry-driven proteomics. His research is focused on the molecular pathogenesis of lymphoid malignancies
and has earned support from the National Institutes of Health and private foundations. He has authored or co-
authored more than 140 peer-reviewed research publications and has contributed more than 40 chapters to
professional textbooks in Pathology. He is a member of the Board of Scientific Counselors for Clinical Sciences and
Epidemiology for the National Cancer Institute and currently the President-Elect of the Association for Molecular
Pathology.
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Next Generation Sequencing Reimbursement
Dr. Elaine Jeter

Elaine K Jeter, MD is a Palmetto GBA medical director in JM and director of the Molecular Diagnostic (MolDX)
project. She is a graduate of the Medical University of South Carolina (MUSC) and is board certified in Clinical and
Anatomic Pathology, with subspecialty boatrds in Blood Banking/Transfusion Medicine, and a fellowship in surgical
pathology. She has practiced pathology and laboratory medicine in the private and academic setting, and has been
with Palmetto GBA for more than 12 years.
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® Elaine K Jeter, MD

PALMETTO GBA. MolDX, Palmetto GBA

MolDX’

® Molecular CPT Codes

7/21/2017 2

Methodologic stacking codes — prior to 2012
CPT Tier 1 and Tier 2 codes — 2012
Genomic Sequencing Procedures (GSP) - 2015

* Heritable disorders and Somatic tumor panels
 Disassociates dup/del from sequence analysis

MAAA — without proprietary assay name
Appendix O — Proprietary assay linked to CPT or xxxxM
PLA — Proprietary lab analysis — PAMA CDLT and ADLT - xxxxU




BRAF V600 — CPT 81210

* 29 CA labs

* Code stack - $46.46 to $296.24
* Average S - $93. 89

* NLA-180.23

7/21/2017

EGER — CPT 81235

* 25 CA labs

* $91.17 - $S1666.88
* Average S - 265.82
* NLA-S5331.82

7/21/2017
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MSI — CPT 81301

* 22 CA labs

* Code stack - $202.14 - $816.44
* Average - $397.66

* NLA-S$397.20

7/21/2017

Hereditary NGS

* Hereditary testing:
* Buccal swab or blood
* Current or personal history of tumor
* Screening not covered
* Family history alone does not qualify patient

* CPT codes:
* 81432 -HBOC >14 genes -5931.48
* 81435—HCRC > 10 genes - $802.35
» 81437 — HNEC - >6 genes - $602.10

7/21/2017
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Somatic NGS Panels

81445 Targeted sequence analysis, solid organ neoplasm, 5-50 genes,
SNV, and CNV or rearrangement - $602.10 NLA

81450 Targeted sequence analysis, hematolymphoid neoplams, 5-50,
SNV, and CNV or rearrangement or isoform expression or mRNA
expression levels, if performed - $652.94 NLA

81455 Targeted sequence analysis, solid or hematolymphoid neoplasm,
>51 genes — NC NLA; $647.75 MolDX
AMP* micro-costing 81445 analysis — NSCLC - $§577-5907; ave $691.20
* Sabatini LM, et al. Genomic sequencing procedure microcosting analysis and health economic cost-impact analysis.
JMD 2016;18(3);319-28.

7/21/2017 7

NGS Panels

A PANEL is a PANEL -- 1 UOS
Panel cannot be unbundled into individual components

CPTs code combinations -- 1 UOS
* Ordered by a single mark on a requisition
* Sold, purchased or manuf’d as a single entity

* Always ordered together — F2, F2 & MTHFR; BCR-ABL maj &
min breakpoints -> 81479

* If single CPT doesn’t exit for service, default to NOC

7/21/2017 8
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NGS for 1-4 Genes

Business decision - cost not reasonable

Up to 4 genes by NGS

* Any single or combo assigned 81479 (NOC)
e Each NGS reimbursed $125.

* 5-50 somatic genes (CPT 81445) $602.10

7/21/2017 9

NGS Coding & Reimbursement

MolDX published article

* HBOC code 81432 — sequencing & dup/del

* NGS sequencing & dup/del simultaneously performed
* Represents “hot spot” testing, not CGP

* NGS panelis 1 UOS - can’t be unbundled

e CTC, liquid (ct-DNA and cf-DNA) and tumor-normal testing -
81479

Little incremental NGS cost after critical number/size of
genes

7/21/2017 10
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Comprehensive Genomic Profile (CGP)

Mutations — include SNVs, Dup/dels, CNV and SV

Disease coverage with data development - NSCLC
e Study protocol with defined endpoints and IRB approval
* Registry with data collection

Report de-identified semi-annually

Requires publication

Demonstrate improved patient outcomes

7/21/2017 11

/-Codes and Edits

Every assay has unique Z-code
Lab notified of correct CPT code to bill
Z-code required on claim line — Part A and Part B

MEF — unique edit with NPI (performing lab) + CPT
+ Z-code

 |f z-code absent — claim rejects

 |f CPT not submitted with correct CPT — claim denies

7/21/2017 12
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Allogeneic SCT and CAR-T therapies for lymphoma
Dr. Krishna Komanduri

Dr. Komanduri holds the Kalish Family Chair in Stem Cell Transplantation and is Professor of Medicine,
Microbiology & Immunology and is the Director of the Adult Stem Cell Transplant Program and Associate
Director for Clinical Innovation at the Sylvester Comprehensive Cancer Center at the University of Miami Miller
School of Medicine.

Dr. Komanduri received his undergraduate education at MIT (1987), his MD at the University of Minnesota
Medical School (1991) and trained at UCLA (in Internal Medicine) and UCSF (in Hematology/Oncology). Prior to
moving to Miami in 2008, he was a faculty member at UCSF and at the University of Texas M.D. Anderson Cancer
Center. His laboratory research is focused on studies of cancer immunology and has been widely published and
supported by the NIH and cancer-related foundations.

Dr. Komanduri is the current President of the American Society for Blood and Marrow Transplantation (ASBMT).
He also serves as Co-Chair of the CIBMTR Working Committee on Infections and Immune Reconstitution and is
the immediate past-chair of the NMDP Advisory Group on Financial Barriers to Transplantation, a
physician/payer/advocacy task force on transplant financial issues. He has also served as Chair of the Immunology
and Host Defense Scientific Committee for the American Society of Hematology. He has been the recipient of
awards including election to the American Society for Clinical Investigation (in 2009).

For further information on CAR T and Engineered T Cell Therapies please reference the following articles:

e Nonmpyeloablative allogeneic transplantation with or without 90yttrium ibritumomab tiuxetan is potentially

curative for relapsed follicular lymphoma: 12-year results.

e FHight-vear experience with allogeneic stem cell transplantation for relapsed follicular lymphoma after
nonmyeloablative conditioning with fludarabine, cyclophosphamide, and rituximab.

e Allogeneic stem cell transplantation in follicular lymphoma.
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Allogeneic SCT and
CAR-T therapies for
lymphoma

Krishna Komanduri, MD

Director, Adult SCT Program

Sylvester Cancer Center, Univ. of Miami
President, ASBMT

ASBMT Investment in Medicare Access

Membership of Cell Therapy Clinical Professionals:

= International professional society with over 2200 members
(physicians, scientists, allied clinicians) dedicated to hematopoietic
transplantation and cellular therapies.

= Recognized with new CMS specialty designation in November 2016;
Hematopoietic Cell Transplant and Cellular Therapy (HCTCT)

Advancement of cellular therapies:

= Provided scientific leadership in cellular therapies for 25 years
= Co-Parent of FACT (with ISCT)

= Partner of Registry (CIBMTR) and SCTOD

= Co-sponsor, with CIBMTR, of annual BMT Tandem Meetings
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HCT Clinical Summary

= Hematopoietic Cell Transplant

= aka - Stem cell transplant, blood & marrow transplant, bone marrow
transplant, cord blood transplant

= Allogeneic HCT - use of donor (non-self) cells
= Matched related
= Matched unrelated — donated cord blood unit(s) or registry donor
= Unmatched related - haplo-identical
= Future state — universal donor

= Typical care episode = preparative regimen, cell infusion,
monitoring until/through engraftment of donor cells

= Donor selection takes place weeks/months earlier

= Typically a fresh (non-cryopreserved) product used in infusion; less than
48 hours after collection from donor

= Requires specialized care teams and treatment beds/units

Medicare & HCT

= Limited experience - primarily since 2007

= Growing annual volume due in older patients:
= Reduced intensity conditioning
= |ncrease in transplant program patient maximum age
® Better screening for/treatment of co-morbidities
= Average age of diagnosis coincides with Medicare eligibilty

= Due to being relatively new to CMS, HCT programs still facing
coverage and reimbursement “growing pains”

and Marraw Tramgplantation
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Advocacy for Beneficiary Access

in partnership with National Marrow Donor Program/Be The Match

= Expansion of National Coverage Determination
= CED for MDS (2010)
= CED for Multiple Myeloma, Sickle Cell Disease, Myelofibrosis (2016)

= Clarification/expansion of coding
= Stem cell processing codes
= MS-DRG split (009 into 014, 016, 017)

= On-going advocacy for adequate reimbursement
= Pursuit of separate organ acquisition payment
= Specific revenue code (2016)
= Comprehensive APC for allogeneic outpatient transplant

HCT and Solid Organ Transplant Handled
Differently by CMS

Bone marrow is included in Definition of Human Organ in N.O.T.A.

Issue Solid Organ HCT

Hospital must meet COP
standards - volume, risk-
adjusted survival,

Conditions of Participation Not applicable

personnel

No restrictions for Limited to certain disease
Coverage Indications approved transplant sub-types, stages, risk A

facilities factors

Included in the DRG or
APC payment; weighted
as a Blood Product

Paid on separate,

CUFEID AEE|LETn CEsk reasonable cost-basis

Heart Transplant Weights —

Reimbursement 16 or 26 AlloHCT Weight - 11
~ $95,000-$155,000 + AutoHCT Weights — 4 or 6
acquisition

2 ASBMT.
LRl ot
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Trends in Allogeneic HCT by
Recipient Age”
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Access Example: HCT for MDS

# OF ALLOHCT 65 & OLDER

CED
opens

2010 2011 2012 2013 2014 2015 2016

Current Coverage: AlloHCT

NCD 110.23

*All have specific stage, diagnosis and coding restrictions
= Leukemia

= Aplastic Anemia

= Severe Combined Immunodeficiency Disease (SCID)

= Wiskott-Aldrich

= Myelodysplastic Syndromes (MDS) within Coverage with Evidence
Development

= Myelofibrosis (CED)
= Multiple Myeloma (CED)
= Sickle Cell (CED)

Commercial payers typically
[Note: AutoHCT is covered for HL/NHL] cover 70+ indications

(e

American Socicty for Blood
and Marraw Tramgplantation

rg ASBMT.
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Problem Statement:
CMS Lymphoma patients rarely able to access HCT

“All indications not
mentioned in the NCD are

subject to contractor
discretion.”

<Pre-authorization is not allowed by CMS

<HCT is a high-cost care episode —
hospital authorization to proceed with
unsure payment is very difficult to obtain
<MedPar FY2017 Avg Charges = $366,000

=Creates uneven access — beneficiaries
with funds to self-guarantee are the only
ones who proceed

<Past issues with RACs disagreeing with
MAC payment
<HCT seems to be a frequent target due

to low volume, high-cost

Changes to NCD are
lengthy and costly to pursue

= ~2 years for request and
decision

= |f CED outcome, 5-10 years
of study time necessary

= CIBMTR spends
approximately $200,000
per study; detracts from
other research

Number of 1222
patients
Number of centers 110

Median age 60 (55-65)
(range), years

CIBMTR Data: HCT for Lymphoma
2010-2015, 1t Transplant, HL & NHL

Allogeneic Autologous
Age Range 55-64

65-85 55-64 65-80

378 6018 4496

75 154 154

67 (65-77) 60 (55-65) 69 (65-80)

- AlloHCT = 33.7%
- AutoHCT = 74.7%

Medicare beneficiary volume as % of 55-64 age group:
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AlloHCT for Lymphoma:
Clinical Results Summary

Khouri, Blood, 2012: Non-myeloablative Stem Cell Transplant for Non-
Hodgkin Lymphoma

= Follicular Lymphoma: 11 year follow-up on 47 patients
= Qverall survival - 78%
= Progression-free survival — 72%

= Mantle Cell Lymphoma
= |ymphoma-free survival at 10 years — 65%
= Other studies PFS — 60% at 2 years, 46% at 6 years

= Diffuse Large B-Cell Lymphoma
= |imited data due to lack of early referral — durable remissions of 20-40%

= T-cell Lymphomas
= PES of 80% at 3 years for relapsed, chemosensitive patients in one small

study
$2 ASBMT,

l-. ‘:j American Society for m.—.:.:

and Marraw Tramgplantation

Source: MedPar analysis for NMDP/Be The Match, May 2017
Non-Exempt Centers

MedPar FY2018

DRG | Claim | Diagnosis Short Description Number of Percentage
Type Code primary
diagnosis

014 FFS C9200 Acute myeloblastic leukemia, not having achieved remission 173 20.8%
014 FFS D469 Myelodysplastic syndrome, unspecified 105 12.6%
014 FFS C9201 Acute myeloblastic leukemia, in remission 104 12.5%
014 FFS C9202 Acute myeloblastic leukemia, in relapse 44 5.3%
014 FFS D46Z Other myelodysplastic syndromes 36 4.3%
014 FFS C9100 Acute lymphoblastic leukemia not having achieved remission 32 3.8%
014 FFS C9210 Chronic myeloid leuk, BCR/ABL-positive, not achieve remis 26 3.1%
014 FFS C9310 Chronic myelomonocytic leukemia not achieve remission 24 2.9%
014 |FFS 75111 Encounter for antineoplastic chemotherapy 18 2.2%
014 FFS C9101 Acute lymphoblastic leukemia, in remission 17 2.0%
014 FFS D471 Chronic myeloproliferative disease 16 1.9%
014 |FFS C8330 Diffuse large B-cell lymphoma, unspecified site 13 1.6%
014 |FFS D4622 Refractory anemia with excess of blasts 2
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Case Study 1: AlloHCT for Relapsed FL

= Male, age 66 with follicular NHL in with PR following 3@ line
therapy

= Diagnosed with Follicular Lymphoma 5 years previously

= Successful previous remissions with other lines of therapy

= R-CHOP (3 yr CR); Bendamustine/Rituximab (18 month yr CR);
Idelalasib (excellent PR)

= Experiencing shorter remission times; referred for HCT consult

= Excellent performance status and no major comorbidities

Case Study 2: AlloHCT post CAR T

= Female, age 68
= Aggressive Diffuse Large B-Cell Lympoma

= Clinical history: Initially refractory with bulky disease (failed R-
CHOP and salvage therapy with R-ICE), treated with CD19-
specific CAR-T therapy resulting in a CR

= Relapsed after 3 months with low-volume disease and received
2nd CAR T treatment resulting in a 2" CR

» Referred for consideration of allogeneic HCT
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Discussion: Access to AlloHCT for
Beneficiaries with Lymphoma

= How do we gain access to AlloHCT for appropriate lymphoma
patients without pursuing NCD changes/CED?

Questions/Discussion

Dr. Krishna Komanduri Staff contact:

ASBMT President, 2017-2018 Stephanie Farnia
kkomanduri@Miami.edu Director, Health Policy (ASBMT)

StephanieFarnia@asbmt.org
(847) 725-2316
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MACRA: The Law, Implementation, and Opportunities for Improvement
Robert Horne

Robert Horne is a senior director based in Washington, D.C. Robert advises complex health care alliances on health
policy and provides federal advocacy and strategic consulting services to provider organizations, pharmaceutical and
device companies, health I'T vendors, consumer and patient organizations, and payers.

His two decades in health care began as staff director of the Ohio House of Representatives Health Committee. He
left the Ohio House in 2001 to represent health care organizations before state legislatures and the federal
government. Robert began working for Congress in 2007, and accepted a position with the office of Representative
Phil Gingrey in 2009, where he managed his health care portfolio on the Energy and Commerce Committee and
restructured the GOP Doctors Caucus as its first Executive Director. He went on to join the Energy and
Commerce Health Subcommittee staff under then Chairman Fred Upton where he served for nearly five years.
During his time in Congtess, he authored many laws including MACRA, numerous provisions of the 21* Century
Cures Act, and the GAIN Act - legislation designed to spur new antibiotic development.

Robert has extensive expertise in a range of health policy areas, including FDA regulatory policy, health care reform,
health technology, and CMS and payment and delivery transformation.
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LEAVITT

PARTNERS

Contents

Section 1: MACRA
Overview

¢ Policy Determinants
* MIPS Overview
* APM Overview

Section 2: Key MACRA
Decision Points

¢ Organizational Considerations
e MIPS vs Advanced APM
Selection

Areas of Concern:

¢ Advancing Care Information
Performance

¢ Cost Performance

¢ Data Capture and Submission
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Rule & Strategic
Considerations

2018 Proposed Changes
Areas of Major Concern
Reform Considerations
Potential Areas of Reform
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LEAVITT

PARTNERS

Nelaile]ali
MACRA Overview

MACRA Overview

The Medicare Access and CHIP Reauthorization Act of 2015 (MACRA) is
bipartisan legislation signed into law on April 16, 2015.

What does MACRA do?

Replaces the Sustainable Streamlines multiple physician AIFers bz e Pl
o : reimbursement to reward

Growth Rate (SGR) Formula quality incentive programs
value, rather than volume

MACRA:
A BIPARTISAN
92% of Senate in LE\I/-IE\':JZ(I)ER 91% of House in
favor of MACRA favor of MACRA
= For
m Against
= No Vote N

46

Return to Agenda



MACRA — A Two Track Structure

MACRA implements changes through a single framework called the
"Quality Payment Program“ which has two paths:

MACRA
‘I Quality Payment
Program

The Merit-based Incentive

APMs

Advanced I|

Advanced Alternative Payment

Payment System Models
Default track (most clinicians will report under Clinicians must qualify in an approved program and
this program) meet volume or payment thresholds

Streamlined Programs - MIPS

MIPS Performance
Categories

Advancing .
Care Quality

information *

N

Quality Advancing
Care
Information

* Replaces PQRS « Replaces Value * Replaces
* Reporton 6+ Modifier Meaningful
measures Program Use
* Movement * Score based on * Emphasis on
towards claims data interoperability
outcomes- (clinicians do and
based not report) information
measures * 2017— not exchange
weighted in * Score based on
performance reporting,
categories performance,
and bonus
points

Current Reporting Programs New 5
(Sunset in 2018) Program

Improvement
Activities

* New Category

* PCMH
participation =
full score

* APM
participation =
at least half
score with
option for
additional
activities to
achieve full
score

improvement
Activities
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How Much Can MIPS Adj

Positive or Negative Payment Adjustment

A positive or negative adjustment is made to the provider’s
Medicare Part B payment two years following the
performance year. Total adjustments are required to be
budget neutral.

Quality

information sA7
! ! ]

MIPS Final Score

Impravement
Activities

(%)

st Payments?

Exceptional Performance Bonus

In the first five payment years of the program, there is an
additional $500M, exempt from budget neutrality, for
exceptional performance. This bonus gives high performers
a progressively increasing adjustment based on their MIPS
score and cannot be more than an additional 10%.

APM vs Advanced APM

How does MACRA define an APM?

CMS Innovation Center Model (under section 1115A,
other than a Health Care Innovation Award)
Medicare Shared Savings Program (MSSP)
Demonstration under the Health Care Quality
Demonstration Program

Demonstration required by federal law

What are the qualifications for Advanced

APMs?

* Require the use of certified EHR technology

¢ Payment based on quality measures comparable to
MIPS quality measures

¢ Bear more than nominal financial risk - Total
potential risk > 3% of expected expenditures OR 2
8% of estimated average total Medicare Parts A & B
revenue (Exceptions: medical home models)

APMs are innovation approaches to paying for
Medicare medical care that
incentivize quality and value.

Which programs qualify as Advanced APMs under MACRA?

2017

MSSP Tracks 2 & 3

Next Generation ACO Model

Comprehensive ESRD Care (CEC) (LDO & non-LDO 2-side risk arrangements)
Comprehensive Primary Care Plus (CPC+)

Comprehensive Care for Joint Replacement (CJR) (Track 1)

Oncology Care Model (OCM) (two-sided risk arrangement)

Future Proposed New Additions

e ACO Track 1+

¢ Advancing Care Coordination through Episode Payment Models
¢ Vermont Medicare ACO Initiative

¢ Medicare-Medicaid ACO Model
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MACRA promises to transform payment and care delivery

The market is slowly trending away from Payment Year
. N 2020 2022 2023 2025 2026
fee-for-service (FFS) in favor of 2019 2021 2024 *
clinically/economically integrated models ExceptionalPerformance Bonus  —
7
which will highlight non-traditional
constituents as critical partners in driving
new models. ©
§ 4% | *5%  t7% | £9% | *9% +9% 9% | £9%
MACRA Disruption MACRA Opportunity
Clinicians participating in The flexibility given to
MIPS will still be paid clinicians to choose their
through FFS, but will receive quality measures allows
positive or negative them to customize the
adjustments to their reporting to their practice’s
payment based on annual strengths and goals. g
performance. o §
Specialties with fewer Clinicians can prepare for S %
applicable outcome success under MIPS by -<° Exempt from MIPS
measures could be successfully participating and
disadvantaged, being unable  reporting in the PQRS, VM, v o . o 0.75%
to gain the additional bonus and EHR MU programs. = 2 0.50% | 0.50% . :
points that are offered to Qo . _°\0‘A» 0% 0% 0% 0%0154
other specialties. T 2
SR ——MIPS Advanced APM R

Section 2:

LEAVITT

PARTNERS

Key MACRA Decision Points
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MIPS vs. APM Selection

MIPS vs Advanced APM — MACRA Overview

MAC RA Advanced
Quality Payment APMs
Program

5% Bonus each year of
Payment +/- 4% - 9% participation
(through 2024)

Physician Fee Schedule

Annual Increase 0.25% 0.75%
(2026 and on)

4 performance categories (3

Reportin
P g scored categories in 2017)

Built into APM programs
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MIPS vs Advanced APM Selection — Options Under MACRA

Report on 4 domains:
e Quality
Advanced APM

e Cost participants who do not

. . meet the payment or
* Advancing Care Information APM patent coun hreshold Advanced
* Improvement Activities RS A APM

Report under MIPS but under
different weighting criteria

May elect to submit MIPS data Partial QP

Not subject to MIPS reporting.
Report APM-specific required criteria. [

LEAVITT

PARTNERS

Area of Concern:
Advancing Care Information Performance
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Advancing Care Information — MACRA Overview

The Advancing Care Information performance category score equals the sum of the base score, performance score,
Public Health and Clinical Data Registry bonus score and completing improvement activities using CEHRT bonus score.

Base Score
(Required Measures)

Fulfill the required
measures for a minimum of
90 days.

For 2017, may use EHR
technology certified to
either the 2014 or 2015
Edition certification
criteria.

.

5 reported measures for
2015 edition, 4 reported
measures for 2014 edition
(2017 only).

Base score is all-or-nothing.

Providers may not need to submit Advancing Care Information if these measures do not apply.
The Advancing Care Information performance category score will not exceed 100 percentage points.

Performance Score

* Report on certain measures
specified by CMS. Choose
to submit up to 9 measures
for a minimum of 90 days
for additional credit.

MIPS eligible clinicians may
earn up to 10 or 20
percentage points as
specified by CMS for each
measure reported for the
performance score.

Bonus Points

* 5 percentage points for
reporting any measures
beyond than the
Immunization Registry
Reporting measure for the
Public Health and Clinical
Data Registry objective.

10 percentage points for
attesting to completing one
or more improvement
activities specified by CMS
using CEHRT.

Advancing Care

Information
Performance
Category Score

Advancing Care Information — Options Under MACRA

For 2017, the first MIPS performance period, MIPS eligible clinicians would be able to use EHR technology
certified to either the 2014 or 2015 Edition certification criteria as follows:

Technology Certified to the 2014 Edition

Technology Certified to the 2015 Edition

e Must report on full list of objectives and measures
(not the 2017 transitional objectives and measures)

o Although encouraged to report for an entire year,
clinicians can report data collected during a
consecutive 90-day period in 2018

* Must report on objectives and measures available for
the 2017 transition year

o If CERHT is certified to a combination of the 2015
and 2014 Editions, can report on transition or full list
of objectives and measures

¢ Although encouraged to report for an entire year,
clinicians can report data collected during a
consecutive 90-day period in 2017

.3

Required in the 2018 performance period
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Advancing Care Information — Options Under MACRA
(2017 Transition Year)

Reporti equiremen

Advancing Care Advancing Care Information Required/Not Required | Performance Sc
Information Objective Measure for Base Score (50%) (up to 90%)

Protect Patient Health Information

Electronic Prescribing

Patient Electronic Access

Health Information Exchange

Patient-Specific Education

Secure Messaging

Medication Reconciliation

Public Health and Clinical Data
Registry Reporting

Security Risk Analysis

e-Prescribing
Provide Patient Access

View, Download, or Transmit (VDT)

Health Information Exchange

Patient Specific Education

Secure Messaging

Medication Reconciliation

Immunization Registry Reporting
Syndromic Surveillance Reporting
Specialized Registry Reporting
Public Health Registry Reporting
Clinical Data Registry Reporting

Required

Required
Required
Not Required

Required

Not Required

Not Required

Not Required

Not Required
Not Required
Not Required
Not Required
Not Required

0
Up to 20%
Up to 10%

Up to 20%

Up to 10%

Up to 10%

Up to 10%

0or 10%
Bonus
Bonus
Bonus

Bonus

Yes/No Statement

Numerator/Denominator
Numerator/Denominator

Numerator/Denominator

Numerator/Denominator

Numerator/Denominator

Numerator/Denominator

Numerator/Denominator

Yes/No Statement
Yes/No Statement
Yes/No Statement
Yes/No Statement

Yes/No Statement

Advancing Care Information — Options Under MACRA
(Performance Years 2018+)

Advancing Care
Information Objective

Protect Patient Health Information
Electronic Prescribing

Patient Electronic Access

Health Information Exchange

Coordination of Care Through Patient
Engagement

Public Health and Clinical Data
Registry Reporting

Advancing Care Information
Measure

Security Risk Analysis

e-Prescribing

Provide Patient Access
Patient-Specific Education

Send a Summary of Care
Request/Accept Summary of Care
Clinical Information Reconciliation
View, Download, or Transmit (VDT)
Secure Messaging
Patient-Generated Health Data
Immunization Registry Reporting
Syndromic Surveillance Reporting
Electronic Case Reporting

Public Health Registry Reporting
Clinical Data Registry Reporting

Required/Not Required | Performance Score

for Base Score (50%)
Required

Required
Required
Not Required
Required
Required
Not Required
Not Required
Not Required
Not Required
Not Required
Not Required
Not Required
Not Required
Not Required

(up to 90%)

0

Up to 10%
Up to 10%
Up to 10%
Up to 10%
Up to 10%
Up to 10%
Up to 10%
Up to 10%
Up to 10%

Bonus

Bonus

Bonus

Bonus

Reporting Requirement

Yes/No Statement

Numerator/Denominator
Numerator/Denominator
Numerator/Denominator
Numerator/Denominator
Numerator/Denominator
Numerator/Denominator
Numerator/Denominator
Numerator/Denominator
Numerator/Denominator
Yes/No Statement
Yes/No Statement
Yes/No Statement
Yes/No Statement
Yes/No Statement
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Area of Concern:

Cost Performance

Cost Performance — MACRA Overview

The MIPS Cost performance category evaluates a clinician’s cost of care and rewards clinicians for cost-
effective care and efficient use of Medicare resources used to treat similar care episodes and clinical
condition groups across practices. The MIPS Cost category replaces the Value-Based Payment Modifier (VM).

\ Cost Performance Category Key Points

= Since the score is calculated from Medicare claims, there is no additional data reporting requirement for clinicians. This is the only
Q category that CMS calculates entirely.
The scores are risk-adjusted to account for external factors such as demographics and clinical severity.

]
s I
N

A ‘ Cost will only be measured for Medicare patients that are attributed to the clinician.
& If a clinician does not see enough attributed patients for score calculation of any cost measure, the category will not receive a
S
~

E ‘ score and the composite score will reweight among the other categories.
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Cost Performance — MACRA Overview

Cost Performance Score Calculation

CMS Reviews Administrative Claims Apply Three Types of Cost
Codes Measures

Lists posted on CMS website by November 1 of year
prior to performance year.

Patient Condition Groups 10 Episode—pgsed measures CO?". measures 5§ored on decile scale based
(Case minimum = 20) (similar to Quality Performance category)
Care Episode Groups Total per cap.'t.a cost measure Decile points determined by performance
(Case minimum = 20) thresholds
: : : : Medicare spending per beneficiary (MSPB) Scores attributed for all clinicians at the
- RelatlonShlp - TIN/NPI el

*For those groups that participate in group reporting in other MIPS performance categories, their cost performance category scores will be determined by
aggregating the scores of the individual clinicians within the TIN.

Cost Performance Score Calculated

LEAVITT

PARTNERS

Area of Concern:
Data Capture & Submission
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Performance Management — Options Under MACRA

MACRA incorporates performance feedback to ensure MIPS results are useful and accurate

Feedback on the Performance
Measures

Feedback will be Available Using

a CMS Designated System

e CMS will provide feedback and information [e CMS will leverage additional mechanisms

on the Quality and Cost performance
categories

o Initially, feedback is provided on an annual
ENH

such as health IT vendors, registries, and
QCDRs to help disseminate
data/information contained in the
performance feedback to eligible clinicians
where applicable

Targeted Review

¢ There will be a targeted review process
under MIPS wherein a MIPS eligible
clinician may request a review of the
calculation of the MIPS adjustment factor
and, as applicable, the calculation of the
additional MIPS adjustment factor
applicable to such MIPS eligible clinician for
ayear

Data Capture and Submission — Timeline

2017

March 31, 2018

Source: CMS Quality Payment Program

*~ submit

MIPS Timeline

feedback available

2018

January 1, 2019
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Overview:
2018 Proposed Rule

Overview of MACRA 2018 Proposed Rule Updates

MACRA 2018 Proposed Rule Updates

Merit-Based Incentive Payment Systems Advanced Alternative Payment Models
(MIPS) (A-APMs)

Low-volume Nominal Risk

Virtual Groups Threshold Standard

MIPS Performance Financial Risk

Technology Categories/Period Standard

Small Practice
Pick Your Pace bonus & Complex
Patient Bonus

Other Payer
Advanced APMs

Facility-Based Submission
Measurement Mechanisms
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Proposed Updates to the Quality Payment Program

Low-Volume Submission Virtual G Facility-Based Technol
Threshold Mechanisms IrUalGroups | Measurement Y
()]
= Exempt from 2014 or 2015
o« MIPS if 1 submission CEHRT edition in
g <$30,000 in Part mechanism per Not available in Not available in 2017 but will be
i B charges OR performance 2017 2017 required use of
= <100 Part B category 2015 CEHRT
8 beneficiaries edition in 2018
[}
E May be able to Optional Clinicians can still
Exempt from use multiple voluntary facility- use 2014
E MIPS if submission Grfufp.s B2 based scoring certified EHR
8 <$90,000 in Part mechanisms Sliclagsical mechanism technology
8‘ B charges OR within each come joecthey based on the (CEHRT), but will
& <200 Part B performance wr:tuallyand Hospital Value receive a bonus
2 beneficiaries category (except reportas agroup Based Purchasing for using 2015
8 Cost) Program CEHRT

Complex
MIPS 3
Performance . Patient & "
. Final Score Performance N Pick your Pace
Period e — Small Practice
8 Bonuses
Minimum 90-day b no.ACI,
N reassign to Cost N
period for N Clinicians can
) Quality. If no performance - . L,
Quality, N N " . pick their pace’
. Quality, reassign category Not available in .
Advancing Care e and submit 90-
y 50% each to weighting 2017
Information, days or a full
Improvement Improvement 201702 ear of data
O Activitiesand ACI | 2018 = 10% U
activities
Quality 60%, CPB: Adjust up to
Cost 0% 3 bonus points
Quality and Cost: ! by adding the
Improvement a “pi ”
12-month Activities 15% Cost average HCC risk Pick your pace’
performance Advancin Ca:; performance score to the final | option goes away
period. ACl and Informatiogn 25% category score and is replaced
Improvement e —— ¥ weighting SPB: Add up to 5 by a transitional
Activities: 90-day e s 2018 = 0% points for eligible provision
minimum clinician or group
performance ina small
categories N
practice
27

CMS has also proposed changes to each performance category. Those changes are not included on this slide.

Proposed Updates to the Quality Payment Program

Advanced APM UPDATES

qd

Clinician Initi

. Medical Home Medical Home
Nominal Amount " ial R lominal A
Standard i e A
Standard Standard
* 8% of Parts Aand B
For each performance
2 MEEBEEE ear, an APMs total
é participating APM In 2018 period, APM VT P
" N potential risk must be:
© for the 2017 & Entities with 50+ 5 co
e . e - * 2017: 2.5% of Parts
= 2018 QP period, eligible clinicians
i 9 - Aand B revenue
~ OR don’t participate «2018:3%
— 39 ¢ :
8 3)(A>oftth§APMs . 2019: 4%
o * 2020: 5%
expenditures
For each performance
) year, an APM’s
= Round 1 minimum potential
% 8% revenue-based Comprehensive risk is adjusted to:
Q standard extended Primary Care Plus * 2018: 2% of Parts A
o through Model (CPC+) entities and B revenues of
8‘ performance year participate regardless all of the APMs”
& 2020 of the number of providers/suppliers
S eligible clinicians 2019:3%
(=} * 2020: 4%
N «2021+:5%

All Payer Nominal
Amount Standard

Marginal Risk must at
least be 30%; with a
Minimum Loss Rate of
4% or less; and a Total
Risk of at least 3% of
the expected
expenditures the APM
Entity is responsible
for

8% revenue-based
standard is added

All-Payer
aye All-Payer
Performance Ty
B Determinations
Period

QP performance
period: Jan 1 - Aug
30. CMS makes 3 QP
determinations

Created separate All-
Payer QP
Determination Period
of Jan 1 -Jun 30. CMS
will make 2 QP
determinations

QP determinations
under the All-Payer
Combination Option

made at the APM

Entity or individual
eligible clinician level

QP determinations
made at the clinician
level only. If
discrepancies occur,
CMS will use weighted
method to calculate

Other Payer
Determination

APM entities and
eligible clinicians need
to submit: service
revenues, revenues
from payer, number
of patients, number of
patients from the
payer. Payers validate
the information

Payer validation
requirement is
eliminated; APM
Entities or eligible
clinicians need to
certify submitted
information

Payer-Initi
Other Payer
Determination

Not available in 2017

Payers can submit
Title XIX, Medicare
Health Plan, and in
CMS Multi-Payer
Models payment
arrangements. Will be
offered to other payer
types in future
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All-Payer Advanced APMs
2018 Proposed Rule

Other Payer Advanced APMs

The “All-Payer Combination Option” will be based on a combination of Advanced APM participation and
participation in “Other Payer Advanced APMs.” To be considered under the All-Payer Combination Option, eligible
clinicians must also participate in an Advanced APM but not meet the QP threshold under the Medicare Option.

Other Payer Advanced APMs must meet requirements that are similar, though not identical, to the three
requirements Advanced APMs must meet.

1

Either: (1) is a Medicaid Medical
Home Model that meets criteria
that is comparable to a Medical

Provides payment for covered
professional services based on
quality measures comparable to

Requires participants to use
certified EHR technology

Home Model expanded under
CMS Innovation Center authority,
OR (2) requires participants to
bear a more than nominal
amount of financial risk if actual
aggregate expenditures exceed
expected aggregate expenditures.

those used in the MIPS quality
performance category
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Nominal Risk

Either: (1) is a Medicaid Medical Home Model that meets criteria comparable to
Medical Home Models expanded under CMS Innovation Center authority, OR (2)
requires participants to bear a more than nominal amount of financial risk if actual
aggregate expenditures exceed expected aggregate expenditures.

Proposed Change:

Add a revenue-based nominal amount standard in addition to the benchmark-based nominal
amount standard that would be applicable only to payment arrangements in which risk is
expressly defined in terms of revenue.

The total amount that an APM entity potentially owes the payer or foregoes is equal to at least:
e For the 2019 and 2020 performance periods, 8% of the total combined revenues from the
payer of providers and suppliers in partipating APM entities.

Advanced APM Determination Process

Proposed Change:

Payer Initiated Process for Determination of Other Payer Advanced APMs

Certain other payers (und Title XIX, Medicare Health Plan payment arrangements, and payers with payment arrangements in CMS
Multi-Payer Models) can ask if payer arrangements are Other Payer Advanced APMs starting prior to the 2019 All-Payer QP
Performance Period and annually after. Other remaining other payers, including commercial and private payers, can ask if payer
arrangements are Other Payer Advanced APMs starting in 2019 prior to the 2020 All-Payer QP Performance Period, and annually
after. The steps for each payer type are the same.

The process is voluntary for all payers, and determinations are in effect for one year.

Payers will use the Payer Initiated Submission Form to request an Other Payer Advanced APM determination. The application
schedule varies to align with existing CMS processes.

If the payer submits inadequate information, they will be informed and given 10 business days to submit missing information.
Incomplete applications are not accepted.

Title XIX (Medicaid): States and territories with a plan under Title XIX may request a determination of other payer arrangements
authorized under Title XIX are Other Payer Advanced APMs under the Payer Initiated Process prior to the All-Payer QP
Performance Period. States can request determinations for both Medicaid FFS and Medicaid managed care plan payment
arrangements. The application for states will open on January 1 and close on April 1.

Payers submit information on payment arrangements (CMS Multi-Payer Models, Medicare Health Plans, and remaining other
payers) to ask if those arrangements meet the Other Payer Advanced APM criteria. The application dates vary for each of these

types. »

60 Return to Agenda



Submission of Information for Other Payer Determinations

Submission of Information for Other Payer Advanced APM Determinations

¢ For each other payer arrangement a payer, APM entity, or eligible clinician submits they must submit
the application and supporting documentation by the deadline.

* A payer must certify the veracity of the submission form and supporting documentation. Payers must
certify the accuracy of information submitted by eligible clinicians.

* Evidence and supporting documents should be available for audit for 10 years after submission.
* The information submitted by the Payer, APM Entity, or eligible clinician will be kept confidential.

* It will be presumed that an other payer arrangement would satisfy the 50 percent CEHRT use criterion
based on submitted documentation

Calculating Threshold Scores

CMS will calculate a percentage “Threshold Score” for each Advanced APM Entity using two methods (payment
amount and patient count).

PAYMENT AMOUNT METHOD PATIENT COUNT METHOD
$$8 the terms of Advances APMs and Other # of patients given services under Advanced
Payer Advanced APMs APMs and Other Payer Advanced APMs
_  Threshold _ _ Threshold
488 from all payers S # of patients given services under Scom i

all payers

* Both the payment amount method and the patient count method will be evaluated using data pertaining to services through agreements with
all payers, with certain exceptions.

¢ CMS will use the method that results in a more favorable QP determination for each Advanced APM Entity.

Proposed Changes:
¢ Conduct all QP determinations under the All-Payer Combination Option at the individual eligible clinician level.
e Establish an All-Payer QP Performance Period to assess participation in Other Payer Advanced APMs under the
All-Payer Combination Option and to rename the QP Performance Period established last year as the Medicare
QP Performance Period.

Figure Source: “Medicaid in the Quality Payment Program” https://www.cms.gov/Medicare/Quality-Initiatives-Patient Instruments/Value-Based-Programs/MACRA-MIPS-and-APMs/Medicaid-in-the- 34
Quality-Payment-Program.pdf
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Timeline for Title XIX Other Payer Advanced APMs

ALL-PAYER QP
PERFORMANCE PERIOD: +5% lump sum payment made

(excluded from MIPS adjustment)
QP status based on Advanced
APM participation

The QP Performance Period for INCENTIVE PAYMENT

each payment year will be from BASE PERIOD:
1-) f th

January 1~ June 30 of the Add up payments for

calendar year that is two years X

prior to the payment year. Part B professional

services furnished by QP

Other Payer Advanced APM Under Title XIX Determination Process

Payer Initiated Process

. CMS contacts states and
Guidance sent to states; o :

o . Submission period closes posts other payer
submission period opens

Advanced APM list

Guidance made available CMS contacts ECs and
to eligible clinicians; states and posts other
submission period opens payer Advanced APM list

Submission period closes

Eligible Clinician Initiated Process
APM entities or eligible clinicians (ECs) may

use this process. .
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Other Payer Advanced APM CMS Multi-Payer Model Determination
Process

Payer Initiated Process

Guidance made available
to payers; submission
period opens

CMS contacts payers and
posts other payer
Advanced APM list

Submission period closes

Guidance made available

to eligible clinicians;
submission period opens

Submission period closes

CMS contacts ECs and
states and posts other
payer Advanced APM list

Eligible Clinician Initiated Process
APM entities or eligible clinicians (ECs) may
use this process.

Calculation of All-Payer Combination Option Threshold Scores and QP

Determinations Updates

¢ The All-Payer QP Performance Period will begin on January 1 and end on June 30 of the calendar year
that is 2 years prior to the payment year

* Eligible clinicians who request QP determinations under the All-Payer Combination Option must submit
payment amount and patient count data from other payers.

* Eligible clinicians will be notified of their QP status under the All-Payer Combination Option as soon as
possible, and these QP determinations will be made at the individual eligible clinician level.

¢ Clinician’s Medicare Threshold Score calculated at the individual level will be a lower percentage than
the score calculated at the APM Entity group level. A weighted methodology will be applied.

e CMS will determine whether a state operates a Medicaid APM or a Medicaid Medical Home Model
determined to be an Other Payer Advanced APM at a sub-state level using county data.

¢ In a state that has one or more Medicaid APMs or Medicaid Medical Home Models that are Other Payer
Advanced APMs, but only in certain counties, or only for eligible clinicians in certain specialties, CMS will
evaluate whether they are available to each eligible clinician.
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Calculation of All-Payer Combination Option Threshold Scores and QP
Determinations Updates

« If an APM Entity/eligible clinician submits sufficient information for either the payment amount or
patient count method, the QP determination is based on the method with enough information.

* APM Entities/eligible clinicians must submit information about the Other Payer Advanced APMs they
are in, as well as the payment amount and patient count information for QP determinations by
December 1 of the calendar year that is 2 years to prior to the payment year.

¢ Information for a QP determination must be certified as true and complete.

* APM Entities/eligible clinicians under the All-Payer Combination Option should maintain evidence
available for audit for 10 years after submission or from the last audit, whichever is later.

* APM Entities/eligible clinicians must provide supporting documentation upon request.
¢ The information submitted by the APM Entity, or eligible clinician will be kept confidential.

¢ Clinicians who are Partial QPs for under the All-Payer Combination Option will decide whether to report
to MIPS and then be subject to MIPS reporting requirements and payment adjustments.

Designing an Alternative Payment Model

Alignment with CMS
delivery reform goals
and other CMS goals

Potential for quality
improvement

Stakeholder interest and
acceptance

Extent of clinical
transformation in model
design

Potential for cost savings

Operational feasibility
for participants

CMS Size of investment

Considerations

required for CMS

Economic impact

Strength of evidence
base

Probability for model
success

Effects on coverage
benefits

| §

Operational
feasibility for CMS

Number and/or percent
of beneficiaries and
practitioners included in
model

Overlap with current,
anticipated models

Ability of other payers to
test the model

|

CMS’s waiver
authority

Demographic, clinical,
and geographic diversity

Evaluative feasibility

Scalability
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Section 4
The Way Forward

QPP Stakeholder Concerns

Providers, professional associations, and Members of Congress have expressed a number of
concerns about the QPP.

Major concerns include:

Too burdensome for solo, small- *Small providers may not have the resources to hire an administrator or third-party
practice, and rural providers vendor to handle reporting

Too complex ¢ Complicated formula for calculating the MIPS final score
P e Late notification if provider is an Advanced APM qualifying provider

Vool iec oI RAVAE e RVEL [T [{AYAeI B e[=Ieliile « MIPS measures may not be relevant to different practice types or adequately reflect
MIPS measures physician performance

Paucity of Advanced APM * More Advanced APM opportunities, especially for specialists or other clinician types
opportunities currently available are needed
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Ways to Engage The Federal Government in Reforms

MACRA Reforms Are Possible

In order to succeed, reforms should seek to attract support from Congress, the
Administration, and key stakeholders.

Reforms should focus
on improving or
advancing the law —
not delay
implementation

Reforms that reduce
provider burden —
with an eye on
supporting successful
implementation
under the law —can

Reforms must seek to

align the incentives
of the federal
government,
Congress, and
stakeholders

CMS is concerned
about administrative
burden, and provider

confidence in
MACRA’s
implementation

Congress wants the
law to be
implemented, not
delayed, as the ghost
of SGR remains fresh
in their minds

Non-provider
stakeholders
(manufacturers,
payers, etc.) are
concerned about
issues like resource

secure broad support

measurement and
APM adoption

eas of Potential Reform

Improve the Measure
Development & Adoption
Process

Improve the Advanced APM
Development & Adoption
Options

The process of adoption can be long and
cumbersome (ex. data collection and testing
process through NQF), measure availability is not
equal across specialties, and certain areas of
measurement are worrisome (i.e., resource use).

Advanced APM availability is scarce or non-existent
for many areas of medicine. Often, clinicians have
no access to a model that they would qualify for
participation in. Those clinicians who do have a
model under which they fit the criteria, often
models are only open for participation at certain
time periods as they test over a multi-year time
span.

Potential Areas of Reform

In many areas of medicine, outcome or episodic
measurement is the goal. For others, simply
identifying and adopting measures is a need.

Reduce Provider &
Administrative Burden

Although one of MACRA's goals is to reduce the
administrative and provider burden by streamlining
existing programs, many have felt the program
actually increases their burden. Moving to quality
and risk-based payment adjustment is a new
experience for a majority of providers and skills
need to be developed along the way. Reducing the
load of the burden will move clinicians more quickly
towards accepting additional risk.

v' Allow providers to qualify under the law for
participating in measure development & data
reporting

v" Allow providers to test and report on APMs outside
of CMMI

v" Encourage greater third-party model participation

v' Address/alleviate resource use calculations . .

v Explore virtual practice models

v' End requirement that topped out measures be . .
retired v" Develop pathways for clinicians in current APM

models to have a clear transition to an Advanced

APM model

v’ Reduce/end ACI reporting requirements and create
a uniform EHR requirement through reducing
separate ACl measurements under meaningful use
to provider attestations

v’ Further promote clinical registries and technology
platforms as feedback loops and credible sources of
measure/APM testing
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Coverage of Off Label Medications
Dr. Arthur Lurvey

Arthur Lurvey is a board certified internist and endocrinologist, and a Medicare Contractor Medical Director for 19
years---initially working for the California Part B Carriers Transamerica Occidental Life Insurance Company,
National Heritage Insurance Company, National Government Services, Palmetto GBA.and currently for Noridian
Healthcare Solutions, the Medicare Contractor in Jurisdiction JE. He was in clinical practice for over 35 years.

Dr. Lurvey received his MD degree from the University of Illinois, and had his post doctorate and fellowship
training at Los Angeles County-USC Medical Center.

He is a delegate to both the California Medical Association and American Medical Association, has been a past
Hospital Chief of Staff and served on the quality and the CHART committees of the Hospital Council of Southern
California. He also is on the Board of the California Region of the American College of Physicians and on several
committees of the American Association of Clinical Endocrinologists. Dr. Lurvey was a member of the American
College of Physician Executives. Other medical activities include service as a CMA surveyor for both the JCAHO
hospital survey program and the CME accreditation program in California.
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COVERAGE OF OFFLABEL
MEDICATIONS

Disclaimer

» This information release is the property of Noridian Healthcare Solutions,
LLC (Noridian). It may be freely distributed in its entirety but may not be
modified, sold for profit or used in commercial documents.

»  The information is provided “as is” without any expressed or implied
warranty. While all information in this document is believed to be correct at
the time of writing. this document is for educational purposes only and does
not purport to provide legal advice.

+ Al models, methodolofgies and guidelines are underglgjng continuous
improvement and modification by Noridian and CMS. The most current
edition of the information contained in this release can be found on the
Noridian website at hitp://med.noridianmedicare.com and the CMS website
at hitp:/fwvww.cms.gov

+  The identification of an organization or product in this information does not
imply any form of endorsement.

»  CPT codes, descriptors, and other data onl?/ are cclnfyright 2014 American
Medical Association. All rights reserved. Applicable FARS/DFARS apply.
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MEDICATION USE AND THE FDA

The FDA allows physicians to use any
medication approved by the FDA for labeled
uses but also any other use

However, Medicare and Medicare
contractors do not have to approve all FDA
approved drugs / devices, but usually
approve labeled uses

Medicare has specific rules for use of off-
label use of chemotherapy medications

Some non-chemotherapy medications can
also be used off-label, and for oncologists
that often means biologic drugs used for

mali%nant diseases

CMS BENEFIT POLICY MANUAL 102:
Chapter 15 Sec 15.50.4.5

Off-label, medically accepted indications of Food
and Drug Administration-(FDA) approved drugs and
biologicals used in an anti-cancer
chemotherapeutic regimen are identified below:

— Aregimen is a combination of anti-cancer agents
recognized for treatment of a specific type of cancer.

— Off-label, medically accepted indications must be
supported in either one or more of the compendia or in
peer-reviewed medical literature.

The contractor may determine the medically
accepted indication of drugs or biologicals used
off-label in anti-cancer chemotherapeutic regimen.

Compendia documentation or peer-reviewed
literature supporting off-label use by the treating
physician may be requested of the physician by the

oneettr e S
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CURRENT CMS APPROVED e

COMPENDIA
« American Hospital Formulary Service-

Drug Information (AHFS-DI)

 National Comprehensive Cancer
Network (NCCN) Drugs and Biologics
Compendium

— This is often the first place we look
—We usually accept category 2A or higher
« Micromedex DrugDex
» Clinical Pharmacology
* Lexi-Drugs

T

7/21/2017 5

sridian

Healtheare Solutions

CMS APPROVED COI\/IPENDIA

 Generally Accepted for Off-label:
— Indication is a Category 1 or 2A in NCCN, or
— Class I, Class lla, or Class llb in DrugDex; or
— Narrative text in AHFS-DI or Clinical
Pharmacology is supportive, or

— Indication is listed in Lexi-Drugs as “Use:
Off-Label” and rated as “Evidence Level A”

 Generally Not Accepted:
— Indication is a Category 2B in NCCN or a
Class 11l in DrugDeX; or,
— Narrative text in AHFS or Clinical
Pharmacology is “not supportive,” or

— Indication is listed in Lexi-Drugs as “Use:
Unsupported”

T —
7/21/2017 6
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WE ALSO LOOK AT PEER i
REVIEWED LITERATURE

* Are clinical characteristics of beneficiary and
cancer adequately represented in the
published evidence?

 Are administered chemo regimens adequately
represented by published evidence?

¢ LCMS Manual CMS BENEFIT POLICY
NTMANUAL 102: Chapter 15 Sec 15.50.4.5 5.

* l.gives a long list of appropriate journals
guestions to be answered?

* Is experimental design appropriate?
— Non-randomized trials with many patients may be OK
— Single case articles and anecdotal info not great

7/21/2017 7

' noridian

OFF LABEL USE OF MEDICINES"‘"”‘!“““"”“
CHEMOTHERAPY OR BIOLOGICS

« What is Also Considered Off-Label by Noridian:

— Unusual dose (high / low), or frequency given, or time
between doses is not as described by FDA

— Unusual combination of meds--- as required by FDA insert
— Unusual sequence (1st, 2nd, 3rd line)

* What You Need to Document For These Situations
— Failure of initial treatment of accepted med / combination
— Intolerance to dose, to combination, to frequency
— Underlying medical conditions causing problems

* Give Us Data for Off Label Acceptance on Appeal
— Follow information in CMS Manuals for off-label

RiASARA Lt - —a_ 1 AN _

_ i - —

“~''nes

"SHOW ME THE DATAI
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DO WE TRUST TOO MANY JOURNALS'7

e Dr. Mark Shrime (Harvard Researcher in
Health Policy) was invited to send an
article for publication

* All he needed was a $500 processing fee
for publication

 He submitted his article to 37 journals
and 17 accepted his article

e Dr. Shrime made up the article using a
random word generator

e Four pages of nonsense was sent to the
journal then typeset awaiting the check

e Complementary notes of reviewers and
various references were added.

e Checking addresses, one journal address
was located in a strip club

Article by Elizabeth Segran

T

March 2015 3

o ' ” noiidian
Cuckoo for Coco Puffs? The surglcal

and neoplastic role of cacao extract
in breakfast cereals

* Pinkerton LeBrainl, *, Orson G. Welles2

» 1-Department of Statistical Research, Green Mountain
Institute of Nutrition, Sharon, MA 02067, USA

e 2-Asuza Atlantic University, Department of Nutrition and
Tomography, Westchester, NY, USA

» Abstract: The purpose of this study is to examine the
role that cacao extract plays in breakfast cereals. We
examine cacao extract in breakfast cereals. Rigorous
statistical analysis is performed. We find that cacao
extract has a significant role in breakfast cereals.

T —
7/21/2017 10
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m
FIRST ACTUAL PARAGRAPH™

e 1.Introduction

* In an intention dependent on questions on elsewhere, we
betrayed possible jointure in throwing cocoa. Any rapid
event rapid shall become green. Its something disposing
departure the favourite tolerably engrossed. Truth short
folly court why she their balls. Excellence put unaffected
reasonable introduced conviction she. For who
thoroughly her boy estimating conviction. Removed
demands expense account in outward tedious do.
Particular way thoroughly unaffected projection
favourable mrs can projecting own. Thirty it matter
enable become admire in giving. See resolved goodness
felicity shy civility domestic had but. Drawings offended
yet answered Jennings perceive laughing six did far.
Tolerably earnestly middleton extremely distrusts she
boy now not. Add and offered prepare how cordial two
promise

7/ 21/2017
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Potential, Possible, or Probablé
Predatory Scholarly Open-Access
Publishers & Journals

% PUDHS:QP; - Standalone Journals
ear umoper o

publishers Year N!meer* of
2011 18 journals
2012 23 2013 126
2033 225 2014 303
2014 477
2015 693 2015 507

Mumber of predatory publishers, 2011-2015 Number of predatory, standalone journals, 2013-201!
Highjacked Journals: Sometimes someone will create a counterfeit website that
pre 2 creators

theSHOW ME THE DATA -

7/ 21/2017
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Seinfeld Case History:
Reported by Univadis: A trusted medical reference May 2017

« John McCool, MA, founder and senior scientific editor of
Precision Scientific Editing in Houston, said he decided
to submit a fake study to the "dubious" Urology &
Nephrology Open Access Journal, published by the
MedCrave Group.

e The case, about a man who develops "uromycitisis
poisoning,”
— inspired by a classic episode of "Seinfeld,"” in which Jerry
Seinfeld can't find his car in a mall parking lot, urinates on
a garage wall, and tries to get out of a security guard's
citation claiming he suffers from uromyecitisis.

¢ McCool used author names, including Martin van
Nostrand, that were characters' names from the TV
show, and cited the Arthur Vandelay Urological
Research Institute.

* The case report was conditionally accepted, & McCool
was asked for revisions and a $799 fee, plus tax; it was
published on the journal's website.

q
. idian |

Healtheare Solutions

m MedCrave Urology & Nephrology Open Access Journal

Step into the World of Research.

Uromycitisis Poisoning Results in Lower Urinary Tract
Infection and Acute Renal Failure: Case Report

Abstract Case Report

Uromycitisis is a rare but serious condition that affects over 2,000 mostly adult Volume 4 [ssue 3 - 2017
men and women in the United States each year. Described simply, it is caused
by prolonged failure to evacuate the contents of the bladder and can resultin a
serious infection of the lower urinary tract known as “uromycitisis poisoning,”
which, if untreated, can cause acute renal failure and has an associated high
mortality. Because people with uromycitisis often cannot hold in their urine

Martin van Nostrand'*, Jay
Riemenschneider® and Leonard Nicodemo®
'Department of Interventional Urology, Arthur Vandelay
Urological Research Institute, USA

and feel they must-and, at times, actually must-urinate in inappropriate places, *Department of Psycholagy, Weill Cornell Medical College, USA
sometimes running afoul of local public sanitation ordinances, they can feel great
personal shame and place themselves in legal jeopardy, through no fault of their *Corresponding author: Martin van Nostrand, Arthur
own. We report the case of a 37-year-old male who suffers from uromycitisis, was Vandelay Urological Research Institute, 129 W 81st Street,
prevented from urinating in public, was admitted to the emergency room with New York, NY 10024, USA, Email:
uromycitisis poisoning, was misdiagnosed, and was referred to our institution martinvannostrand1949@gmail.com
for treatment.
- - Received: March 22, 2017 | Published: March 31, 2017
A A
Introduction City), he had been issued a public urination pass, which shielded
W SRE T | i N LI e L L
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(MAGNIFICENT) SEVEN DOCUMENTATION:
CHEMOTHERAPY & BIOLOGIC THERAPY

Physician order with physician signature, including date, time,
dose, route

Medication administration records that include a dose and
route given by nurses or others

Correct infusion code (chemo, non-chemo, SubQ, IM)

Diagnostic test results/reports, including imaging reports,
including those prior to claim dates of service if related, to
support medical necessity of drug

Office visit / Evaluation and Management notes and
documentation if same day

Itemized Bill and Notice of ABN if applicable

Occasionally records of patient’s condition before, during and
after this billing period to support medical necessity & the
reason the service was provided

" noridian

FINALLY: WHAT IS REASONABLE
& NECESSARY:

* Only the actual The only way a
physician who is Noridian reviewer

treating the can determine if
patient knows something is (was)
what is reasonable and
reasonable and necessary is to
necessary for review the

that patient complete

being evaluated documentation
and treated. submitted

76
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DOCUI\/IENTATION POI NTS

* Office templates/forms OK, but must be
individualized for each visit

Patient name, date, time, and ID of who
documented chart is necessary

Computerized notes fine if specific for
patient and visit, but medical necessity
still rules on review

Cloning EMR is a no-no!!!

* Require time when service time related-
(e.g. face to face time, critical care time)

* For offices using paper claims: If poorly

legible, or not properly signed--we must

reject the claim

T —

LOOKING AT EHR CLAII\/IS

« Reasonable and Necessary
trumps pages and pages of
billing & documentation if
only done for sake of
“scoring points” in an EHR

 Electronic health records try
to increase billed codes
 Electronic health records
— Often inconsistent
— Sometimes incoherent
— Still in their infancy

— Doctors don’t know how to use
or update properly

— Cloning is rampant

No more,
no more !!

Be succinct, be clear, and accurate. Lead us to your thoughts
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"~ TRANSITION OF HEALTH CARE

--_.f,_"'F.-
- -‘- T

HANCH

In healthcare as in the rest of life

Whatever we manage to arrange
Remember as we strive to look ahead

The only constant---is change

" noridian

Healtheare Solutions

QUESTIONS---DISCUSSION

oz

7/21/2017
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Use of Chronic Red Cell Exchanges in the Management of Adults with Sickle

Cell Disease
Dr. Sophie Lanzkron

Dr. Lanzkron is an Associate Professor of Medicine and Oncology in the Division of Hematology at the Johns
Hopkins University School of Medicine and is the Director of the Sickle Cell Center for Adults at Johns Hopkins
which delivers state-of-the art, multidisciplinary care to over 500 patients. She is internationally recognized for her
pioneering research on the optimal care and management of patients with sickle cell disease. She has served on the
National Institutes of Health, Expert Panel in the Management of Sickle Cell Disease and serves on the American
Society of Hematology’s Sickle Cell Guideline Panel.

Her research focus is on improving the quality of care provided to this historically underserved population and she
is considered an expert in health services research in sickle cell disease. The Johns Hopkins Sickle Cell Infusion
Center, which opened in 2008, provides urgent care to patients in crisis so that they can bypass the emergency
department. This remarkable innovation has led to numerous improvements in outcomes including decreases in
admissions, 30 day readmissions and most importantly rapid relief of pain in a patient centered environment. This
innovative model of care is currently being emulated throughout the country and she has a $4 million grant from
PCORI to systematically compare outcomes from infusion models in four states to usual emergency department
care for the treatment of vaso-occlusive crisis.

79 Return to Agenda



Use of Chronic Red Géll
Exehanges In the
Management of Adults
with Sickle Cell Disease

SOPHIE LANZKRON, MD, MHS
DIRECTOR SICKLE CELL CENTER FOR ADULTS AT JOHNS HOPKINS
ASSOCIATE PROFESSOR OF MEDICINE AND ONCOLOGY

Randomized Controlled<rals
in Adults with SCD

ncy of painful crises in sickle cell anemia. Investigators of the Multicenter Study of HydroxyureadilSickle Cell AnemiaN
17-22.

A Somparison of conservative and aggressie tra n regimens in the perioperative management of sickle cell disease. Jiie Preoperative Transfusion in
Sickle Cell Disease Study Group. N Engl-J 5 Ju (4):206-13

Proph, ed-cell tra ns in pregnant patients with sickle cell disease. A randomized cooperative study. N Engl J Med. 1988 Dec 1:319(22):1447-52
Aréiidomized tial of captopiilfos,microalbuminuria in normotensive adults with sickle cell anemia. Am J Med. 1998 Ap/i104(4):339-42
Puiified poloxamer 188 for treatment of deute vaso-occlusive crisis of sickle cell dis n d controlied trial. JAMA. 2001 Nov 7:286(17):2099-106.

Arandomized, controlled clinical trial of ketoproten for sickle-cell disease vaso-occlusiv

Opioid patent controlied analgesia use durng the nifallexperience with the IMPROVE PCA tial: a phase Il analgesic i forhospitaled sickle cell paents
with painful episodes. Am J Hematol. 2011 Deci86(12)E703: closed due to poor enroliment

B S ISEE SR8 with sictenail for elevated TRV and low exercise capacity. FIQUERSONINUISEHE)ESS o4
doi: 10.1182/blood-2010-09-306167. Epub 2011 Apr 28.

mpiovements in haemolss and indicators of enilioeyte suiial do not corelate with acute vaso-occlusive cises in patients with Selle celldseaera
phase Il andomized. placebo-contolled, double-blind study o ihe Garcios channel biocker sencapoc ( 43). Br J Haematol. 203 AP53(1):92-104:
0 decrease in

A double-blind, randomized, multicenter phase 2 study of prasugm versus placebo in adult patients with sickle ce J Hematol Oncol. 2
17617 dor 10.1166/1756 8725.6-17 No efect of sta) dru

‘A double-blind, placebo-controlled phase l stuidy of the efficacy and safety of 2,2-dimethylbutyrate (HQK-1001), an oral fetal globin ind
disease. Am J Hematol. 2014 Jul89(7):709-13. Patients had more crisis on study diug
nd d Bloo

Sease. N Engl J Med, 2017 Feb 2:376(5):429-439.

14 randomized trials in adults resulting in.1
FDA approved medication in 1998

Adapted fromfASHEdU€ation Program(1): 58 2005
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Mortality: The CSSCD (1994)

Median Age oiJaEain

» SSdisease
» 42 males
» 48 females

o
o
1

» SC Disease
» 60 Males

=
-

» 68 Females
— Females with 55
= Mgt wah S5
=-=-= Black females
=== Black males

Probability of Suvival for 10 Years

®
=
L

T T T
10 20 30

& (years]
Age lyears) NEERGIIMed 1994; 330:1639-1644

Mortality Rates for Adults andl
Children

Mortality Rates for Adults & Children with SCD:1979-2005

2 24 3

1.5

1

i3

Mortality Rate per 100000 African American Pop

1980 1985 1980 1985 2000 2005
Year

—+—— aAdult Rate (=19yrs) ——— Child Rate (18 yrs and youngen

Public HealthiREpS2043I Mar-Apr;128(2):110-6.
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Cellular Adhesion

Reticulocyle
Biconcave disk

+CD36 -binds
thrombospondin
sintegrin 4B, -binds
fibronectin & VCAM-1
R TP O e e Endothelial cell receptors:
Endatheial coll -CD36

sintegrin 83

Complex of glycoproteins

Ib, IX, and"VE=binds"on
e Willebrand factor (VWF)
-l sicd - . *VCAM-1

Sickle colls

Hebbel, NEIM;>2000

83

Red cell adhesion receptors:
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Complications

. Pain episodes . Chronic kidney
disease
_Strokes E
: . Priapism
. Increased infeetions |
Spleen or liver

- Leg ulcers sequestration

. Avascular necrosis . Retinopathy

. Hemolysis . Delayed growth
_ Early gallstones . Thrombosis

. Pulmonary
hypertension

Current Medicine Cabinet

Lone bottle of hydroxyurea
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Treatment Options

» Hydroxyurea

» Effective in reducing crisis and acute chest for péople
with hgb SS or S- beta thalassemia genotypes

raiNopdata and very limited utility in other gentoyﬁes like
SC (whichimakes up about 30-40% of those with the
disease in the US)

» Stem cell transplant,— considered research at this
time for adults

» Curative in 60%
» 5% mortality risk
» Chronic transfusion therapy

» Monthly transfusion therapy either simple or exchanges
every month with the goal of maintaining a hgb A level
of 70% or higher

Simple Transfusion in'SCD

» Giving several units of blood
> improvedyspnea
» Severe fatigue

» Heart failure associated with an oxygen-
carrying deficit

» Decrease percentage of Hb S containing
cells

85
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Simple Transfusion in'SCD

» Risks:
P Excessive blood viscosity

» the post-transfusion Hb level should not
exceed 10 te 11 g/dL to prevent'this

» Increase stroke risk associated with blood
transfusion

» Limited data — one retrospective study
showed an increased risk of
hemorrhagic stroke associated with
recent (in the prior 14 days) transfusion

Simple Transfusion INNSCD:
Risks

» Alloimmunization

» Can cause delayed transfusion reaction or jife threatening
hyperhemolysis

> Iron overload
» Each unit of blood contains 250 milligrams of iron
» People need only 1 mg a day
» Body has no way of getting rid of excess iron
> Infection
» Increased blood viscosity
» Viscosity Increases with increasing hemoglobin level

b Increased viscosity promotes the physiology of sickling-
prolongs delay time (time in venules)- promotes vaso-
occlusion
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Exchange Transfusion an@SCD

Rapidly and reliably reduces the concentratiof of Hb
S to goal (typically Hgb S of <30%)

rAWitlesimple transfusions it can take months to
achieve this,goal and sometimes it is impossible

Can be used whehn simple transfusion would result in
hyperviscosity or volume overload

Decreases iron loading as considered net negative
iron load

Replacement of sickle cells by normal cells can help
prevent further vaso-occlusion

Exchange TransfusioR@@and
SCD

» Risks:

b Increase risk of alloimmunization
pbecause of.increase exposure to
blood products

» The greater number of units transfused
confers a risk of citrate toxicity

» treated with calcium

» Requires large access device (Shiley)
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Chronic Complications:
Indications for Transfusion

Strength of
Indication How To Transfuse  Quality of Evidence =~ Recommendation

Child with transcranial Doppler (TCD) reading* | Exchange or simple i Strong
>200 cmisec transfusion

Adults and children with previous clinically overt | Exchange or simple
stroke transfusion

* Two RCTs (STOP)-screening with TCD coupled with prophylactic
transfusion markedly reduces risk of stroke in childrenwith SCA
whose cerebral blood flow velocity measurements are high risk
Two studies reported on the outcomes of stopping chronie
transfusion therapy in children\who have had prior stroke

¢ 60% recurrent stroke rate
The SWITCH trial ~Children with' previous stroke and iron overload
randomized to receive either continued transfusions with iron
chelation (standard arm) or hydroxyurea with phlebotomy
(alternative arm)
s Seven (7/67) strokes on the alternative arm and peme,(0/66)
on the standard arm

https://www.nhlbi.nih.gov/health pro/guidelines/sickle-cell-disease-guidelines

Transfusion and Pain

» STORP trial

» Difference in pain rate 9.7 in transfused vs 27 4
events per 100 patient-years in non transfuséd

palProphylacticitransfusion in pregnancy
» Meta analysis ofy12 studies with 1291 participants

» Prophylactic transfusion was associated with a
reduction:

» Maternal mortality (7 studies, 955 participants; odds
ratio [OR], 0.23; 95% confidence interval [Cl], 0.06-0.91)

» V/aso-occlusive pain episodes (11 studies, 1219
participants; OR, 0.26; 95% CI, 0.09-0.76)

J Pediati 2002 Be c;139(6):785-9.
Blod@elF2025 IOV 9;126(21):2424-35
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Table 3. Summary of non-neurological indications for long term

Comment

Recurrent pain crisis Consider if hydroxyurea
ineffective or
contraindicated

Recurrent acute chest syndrome Consider if hydroxyurea
ineffective or
contraindicated

Recurrent priapism Consider if lack of response
to other treatments

Consider if lack of response
to other treatments or in
context of clinical trial

Consider on case by case
basis or in context of
clinical trial

Post renal or liver transplantation Consider on case by
case basis

ASH Education Book DEEember2; 2016 vol. 2016 no. 1 625-631

Why Exchange Instead of
Simple Transfusion

» Must use exchange transfusion to achieve goal of
getting hgb A to 70% when simples would jead to
hyperviscosity:

» Hgb SC disease where baseline hemoglohin’s are
almost always higher than 10 gm/dl|

» Patients in whom we are unable to get hgh A to
70% with monthly simple transfusions

» Tend to have high hemolytic rates or higher
baseline hgb values

» Patients with iron overload

» Exchange transfusions are net negative iron
overload
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Benefit and Safety of Red Cell
Exchange

50 adult patients in London with SCD on red cell exchéahge
for three years

Reduction in hospitalization for pain:
» In the yeanbefore transfusion averaged 103 hospital days
» First year reduced to average of 62 days (40%)
» Second year reduced to 51days (50%)
» Third year reduced to 35 days (66%)
Iron reduction

» Patients with no iron overload at baseline showed no
evidence of iron accumulation.

» All'six patients with pre-existing iron overload and on chelation
therapy, showed a gradual reduction of their liver iron
concentration and two patients were able to discontinue
chelation during the follow-up period

Journal of ClinicalfApheresis 31:545-550 (2016)

American Society for Apheresis
Treatment Guidelines 2016 CPT 36512 —
Chronic SCD

SICKLE CELL DISEASE, NON-ACUTE

Incidence: 273100000 Afrcan- Inelication Procodure Recommendation
Americans1/375 for Hb 55, 1/835 Stroke prophylaisfiron RBC exchange Grade 1A
for Hb SC, 1/1667 for Hb S/ overioad
live births): 89,8/100,000 Hispanics Recurrent vaso-oeclusive pain crisis RBC exchange Grade 2C
primarily from Caribbean islands Fre- operative management RBC exnchange Cirade 24
Pregnancy RBC exchange Grade 2C
No. Reported patients: = 300" ROT or [
Stroke prophylasisfiron overload prevention 2(326) 136) 2335
Vawocrlusive pain crisis 11300 2 g
Pre-opertive management 31035 184) 39T}
Pregnancy 0 23%) 1{5)

“The number of reported patients includes patients who received RBC transfusion, manual RBC exchange or awomated RBC exchange,

Category | - first line therapy

Category lll- patients may undergo apheresis
after individualized evaluation of their condition
and the anticipated risk/benefits

Joumal of Clinical Aphevesis DOL 10,1002

90 Return to Agenda



CMS Resources

Medicare’s Program Integrity Manual, Chapter 13, which outlines the local coverage

determinations, the Carrier Advisory Committee (CAC), and contractor responsibilities
surrounding CACs

General Information on CMS’ Contracting Reform

Medicare Administrative Contractors (MAC) Regions and updates

Map of Current Jurisdictions

Map of Consolidated Regions (what CMS' is moving toward)

Durable Medical Equipment MACs

Medicare Coverage

Medicare Coverage Center

Medicare Access & CHIP Reauthorization Act of 2015 (MACRA)

91
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http://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/Downloads/pim83c13.pdf
http://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/Downloads/pim83c13.pdf
http://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/Downloads/pim83c13.pdf
https://www.cms.gov/About-CMS/Contracting-With-CMS/ContractingGeneralInformation/
https://www.cms.gov/Medicare/Medicare-Contracting/Medicare-Administrative-Contractors/Who-are-the-MACs.html#MapsandListsdictions.html
https://www.cms.gov/Medicare/Medicare-Contracting/Medicare-Administrative-Contractors/Downloads/AB-MAC-Jurisdiction-Map-Dec-2015.pdf
http://www.cms.gov/Medicare/Medicare-Contracting/Medicare-Administrative-Contractors/Downloads/Consolidated-AB-Map-Vision.pdf
https://www.cms.gov/Medicare/Medicare-Contracting/Medicare-Administrative-Contractors/Downloads/DME-MAC-Jurisdiction-Map-July-2016.pdf
http://www.cms.gov/Medicare/Coverage/CoverageGenInfo/index.html
http://www.cms.gov/Center/Special-Topic/Medicare-Coverage-Center.html
https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/Value-Based-Programs/MACRA-MIPS-and-APMs/MACRA-MIPS-and-APMs.html

American Society of Hematology

= Choosing
2 Wisely ¢

Ten Thing.;. hysicians
and Patients Should Question

\C
WERICAY

{
® 0500

An wmitiative of the ABIM Foundation

Don’t transfuse more than the minimum number of red blood cell (RBC)
units necessary to relieve symptoms of anemia or to return a patient to a
safe hemoglobin range (7 to 8 g/dL in stable, non-cardiac in-patients).

Transfusion of the smallest effective dose of RBCs is recommended because liberal transfusion strategies do not improve outcomes when compared to
restrictive strategies. Unnecessary transfusion generates costs and exposes patients to potential adverse effects without any likelihood of benefit. Clinicians
are urged to avoid the routine administration of 2 units of RBCs if 1 unit is sufficient and to use appropriate weight-based dosing of RBCs in children.

Don’t test for thrombophilia in adult patients with venous
thromboembolism (VTE) occurring in the setting of major
transient risk factors (surgery, trauma or prolonged immobility).

Thrombophilia testing is costly and can result in harm to patients if the duration of anticoagulation is inappropriately prolonged or if patients are
incorrectly labeled as thrombophilic. Thrombophilia testing does not change the management of VTEs occurring in the setting of major transient VTE
risk factors. When VTE occurs in the setting of pregnancy or hormonal therapy, or when there is a strong family history plus a major transient risk factor,
the role of thrombophilia testing is complex and patients and clinicians are advised to seek guidance from an expert in VTE.

Don’t use inferior vena cava (IVC) filters routinely in patients with acute VTE.

IVC filters are costly, can cause harm and do not have a strong evidentiary basis. The main indication for IVC filters is patients with acute VTE and
a contraindication to anticoagulation such as active bleeding or a high risk of anticoagulant-associated bleeding. Lesser indications that may be
reasonable in some cases include patients experiencing pulmonary embolism (PE) despite appropriate, therapeutic anticoagulation, or patients with
massive PE and poor cardiopulmonary reserve. Retrievable filters are recommended over permanent filters with removal of the filter when the risk for
PE has resolved and/or when anticoagulation can be safely resumed.

Don’t administer plasma or prothrombin complex concentrates for
non-emergent reversal of vitamin K antagonists (i.e. outside of the setting
of major bleeding, intracranial hemorrhage or anticipated emergent surgery).

Blood products can cause serious harm to patients, are costly and are rarely indicated in the reversal of vitamin K antagonists. In non-emergent
situations, elevations in the international normalized ratio are best addressed by holding the vitamin K antagonist and/or by administering vitamin K.

Limit surveillance computed tomography (CT) scans in asymptomatic
patients following curative-intent treatment for aggressive lymphoma.

CT surveillance in asymptomatic patients in remission from aggressive non-Hodgkin lymphoma may be harmful through a small but cumulative risk of
radiation-induced malignancy. It is also costly and has not been demonstrated to improve survival. Physicians are encouraged to carefully weigh the
anticipated benefits of post-treatment CT scans against the potential harm of radiation exposure. Due to a decreasing probability of relapse with the passage
of time and a lack of proven benefit, CT scans in asymptomatic patients more than 2 years beyond the completion of treatment are rarely advisable.

Bl BN w0

These items are provided solely for informational purposes and are not intended as a substitute for consultation with a medical professional. Patients with any specific questions about the items
on this list or their individual situation should consult their physician.
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Don’t treat with an anticoagulant for more than three months in a patient
with a first venous thromboembolism (VTE) occurring in the setting of a
major transient risk factor.

Anticoagulation is potentially harmful and costly. Patients with a first VTE triggered by a major, transient risk factor such as surgery, trauma or an intravascular
catheter are at low risk for recurrence once the risk factor has resolved and an adequate treatment regimen with anticoagulation has been completed.
Evidence-based and consensus guidelines recommend three months of anticoagulation over shorter or longer periods of anticoagulation in patients with VTE
in the setting of a reversible provoking factor. By ensuring a patient receives an appropriate regimen of anticoagulation, clinicians may avoid unnecessary
harm, reduce health care expenses and improve quality of life. This Choosing Wisely® recommendation is not intended to apply to VTE associated with
non-major risk factors (e.g., hormonal therapy, pregnancy, travel-associated immobility, etc.), as the risk of recurrent VTE in these groups is either
intermediate or poorly defined.

Don’t routinely transfuse patients with sickle cell disease (SCD) for chronic
anemia or uncomplicated pain crisis without an appropriate clinical indication.

Patients with SCD are especially vulnerable to potential harms from unnecessary red blood cell transfusion. In particular, they experience an increased risk
of alloimmunization to minor blood group antigens and a high risk of iron overload from repeated transfusions. Patients with the most severe genotypes
of SCD with baseline hemoglobin (Hb) values in the 7-10 g/dl range can usually tolerate further temporary reductions in Hb without developing symptoms
of anemia. Many patients with SCD receive intravenous fluids to improve hydration when hospitalized for management of pain crisis, which may contribute
to a decrease in Hb by 1-2 g/dL. Routine administration of red cells in this setting should be avoided. Moreover, there is no evidence that transfusion
reduces pain due to vaso-occlusive crises. For a discussion of when transfusion is indicated in SCD, readers are referred to recent evidence-based
guidelines from the National Heart, Lung, and Blood Institute (NHLBI) (see reference below).

Don’t perform baseline or routine surveillance computed tomography (CT)
scans in patients with asymptomatic, early-stage chronic lymphocytic
leukemia (CLL).

In patients with asymptomatic, early-stage CLL, baseline and routine surveillance CT scans do not improve survival and are not necessary to stage or
prognosticate patients. CT scans expose patients to small doses of radiation, can detect incidental findings that are not clinically relevant but lead to
further investigations and are costly. For asymptomatic patients with early-stage CLL, clinical staging and blood monitoring is recommended over CT scans.

Don’t test or treat for suspected heparin-induced thrombocytopenia (HIT)
in patients with a low pre-test probability of HIT.

In patients with suspected HIT, use the “4T’s” score to calculate the pre-test probability of HIT. This scoring system uses the timing and degree of
thrombocytopenia, the presence or absence of thrombosis, and the existence of other causes of thrombocytopenia to assess the pre-test probability
of HIT. HIT can be excluded by a low pre-test probability score (4T’s score of 0-3) without the need for laboratory investigation. Do not discontinue
heparin or start a non-heparin anticoagulant in these low-risk patients because presumptive treatment often involves an increased risk of bleeding,
and because alternative anticoagulants are costly.

Don’t treat patients with immune thrombocytopenic purpura (ITP) in the
absence of bleeding or a very low platelet count.

Treatment for ITP should be aimed at treating and preventing bleeding episodes and improving quality of life. Unnecessary treatment exposes patients
to potentially serious treatment side effects and can be costly, with little expectation of clinical benefit. The decision to treat ITP should be based on

an individual patient’s symptoms, bleeding risk (as determined by prior bleeding episodes and risk factors for bleeding such as use of anticoagulants,
advanced age, high-risk activities, etc.), social factors (distance from the hospital/travel concerns), side effects of possible treatments, upcoming
procedures, and patient preferences. In the pediatric setting, treatment is usually not indicated in the absence of mucosal bleeding regardless of
platelet count. In the adult setting, treatment may be indicated in the absence of bleeding if the platelet count is very low. However, ITP treatment

is rarely indicated in adult patients with platelet counts greater than 30,000/microL unless they are preparing for surgery or an invasive procedure,

or have a significant additional risk factor for bleeding. In patients preparing for surgery or other invasive procedures, short-term treatment may be
indicated to increase the platelet count prior to the planned intervention and during the immediate post-operative period.

These items are provided solely for informational purposes and are not intended as a substitute for consultation with a medical professional. Patients with any specific questions about the items
on this list or their individual situation should consult their physician.
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How This List Was Created (1-5)

The American Society of Hematology (ASH) Choosing Wisely® Task Force utilized a modified Delphi technique to collect suggestions from committee members and
recipients of its clinically focused newsletter, the ASH Practice Update. Respondents were asked to consider the core values of harm, cost, strength of evidence,
frequency and control. Fifty-nine of 167 ASH committee members (35%) and 2 recipients of the ASH Practice Update submitted 81 unique suggestions. The Task
Force used a nominal group technique (NGT) to identify the top 20 items, which were scored by ASH committee and practice community members, with a 46 percent
participation rate. ASH’s Task Force reviewed all scores to develop a 10-item list. A professional methodologist conducted a systematic literature review on each
of the 10 items; the Task Force chair served as the second reviewer. Evidence reviews and source material for the 10 items were shared with ASH’s Task Force,
which ranked the items according to the core values. The Task Force then identified the top 5 items plus 1 alternate. ASH member content experts provided
external validation for the veracity and clarity of the items.

How this List was Created (6—10)

Suggestions for the second ASH Choosing Wisely list were solicited from members of the ASH Committee on Practice, the ASH Committee on Quality, the ASH
Choosing Wisely Task Force, ASH Consult-a-Colleague volunteers and members of the ASH Practice Partnership. Six principles were used to prioritize items:
avoiding harm to patients, producing evidence-based recommendations, considering both the cost and frequency of tests and treatments, making recommendations
in the clinical purview of the hematologist, and considering the potential impact of recommendations. Harm avoidance was established as the campaign’s
preeminent guiding principle. Guided by the 6 principles, the ASH Choosing Wisely Task Force scored all suggestions. Modified group technique was used to
select 10 semi-finalist items. Systematic reviews of the literature were then completed for each of the 10 semi-finalist items. Guided by the 6 core principles
outlined above, and by the systematic reviews of the evidence, the ASH Choosing Wisely Task Force selected 5 recommendations for inclusion in ASH’s second
Choosing Wisely Campaign.

ASH’s disclosure and conflict of interest policy can be found at www.hematology.org.
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For more than 50 years, the Society has led the development of
hematology as a discipline by promoting research, patient care, education,
training and advocacy in hematology. By providing a forum for clinicians
and scientists to share the latest discoveries in the field, ASH is helping to
improve care and possibly lead to cures for diseases that affect millions of
people, including leukemia, lymphoma, myeloma, anemias and various
bleeding and clotting disorders.

For more information, visit www.hematology.org.

For more information or to see other lists of Five Things Physicians and Patients Should Question, visit www.choosingwisely.org.
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Don’t image for suspected PE without moderate or high pre-test
probability of PE.

While deep vein thrombosis (DVT) and PE are relatively common clinically, they are rare in the absence of elevated blood D-Dimer levels
and certain specific risk factors. Imaging, particularly computed tomography (CT) pulmonary angiography, is a rapid, accurate, and widely
available test, but has limited value in patients who are very unlikely, based on serum and clinical criteria, to have significant value. Imaging
is helpful to confirm or exclude PE only for such patients, not for patients with low pre-test probability of PE. Source: American College of
Radiology (ACR). Wording reflects that of the Radiology recommendation, other societies have similar recommendations, some explicitly
recommended D-Dimer testing prior to imaging.

ACR

Don’t routinely order thrombophilia testing on patients undergoing a
routine infertility evaluation.

There is no indication to order these tests, and there is no benefit to be derived in obtaining them in someone that does not have any history of
bleeding or abnormal clotting and in the absence of any family history. This testing is not a part of the infertility workup. Furthermore, the testing
is costly, and there are risks associated with the proposed treatments, which would also not be indicated in this routine population. Source:
American Society for Reproductive Medicine (ASRM).

Don’t perform repetitive CBC and chemistry testing in the face of clinical
and lab stability.

Hospitalized patients frequently have considerable volumes of blood drawn (phlebotomy) for diagnostic testing during short periods of time.
Phlebotomy is highly associated with changes in hemoglobin and hematocrit levels for patients and can contribute to anemia. This anemia,
in turn, may have significant consequences, especially for patients with cardiorespiratory diseases. Additionally, reducing the frequency of
daily unnecessary phlebotomy can result in significant cost savings for hospitals. Source: Society for Hospital Medicine — Adult Hospital
Medicine (SHM). Wording reflects that of the Adult Hospital Medicine recommendation; other societies have similar recommendations.

Don’t transfuse red blood cells for iron deficiency without hemodynamic
instability.
Blood transfusion has become a routine medical response despite cheaper and safer alternatives in some settings. Pre-operative patients with

iron deficiency and patients with chronic iron deficiency without hemodynamic instability (even with low hemoglobin levels) should be given
oral and/or intravenous iron. Source: American Association of Blood Banks (AABB).

Avoid using positron emission tomography (PET) or PET-CT scanning as part
of routine follow-up care to monitor for a cancer recurrence in asymptomatic
patients who have finished initial treatment to eliminate the cancer unless
there is high-level evidence that such imaging will change the outcome.

PET and PET-CT are used to diagnose, stage and monitor how well treatment is working. Available evidence from clinical studies suggests
that using these tests to monitor for recurrence does not improve outcomes and therefore generally is not recommended for this purpose.
False positive tests can lead to unnecessary and invasive procedures, overtreatment, unnecessary radiation exposure and incorrect diagnoses.
Until high level evidence demonstrates that routine surveillance with PET or PET-CT scans helps prolong life or promote well-being after
treatment for a specific type of cancer, this practice should not be done. Source: American Society of Clinical Oncology (ASCO).
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The Purpose of This List

Starting in early 2015, the ASH Choosing Wisely Task Force launched a review of all existing Choosing Wisely items to identify recommendations published by other
professional societies that are highly relevant and important to the practice of hematology. Using a carefully administered methodology, items were scored for relevance and
importance over a series of iterations, resulting in a list of items that were deemed to be especially useful to hematologists. The items in this list represent the top five highest-
scoring items. The full list of items is available on the ASH website at www.hematology.org/choosingwisely.
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How this List Was Created (Non-ASH Recommendations)

A two-phase process was developed to identify and rank non-ASH Choosing Wisely recommendations of relevance to hematologists. First, the ASH Choosing Wisely
Task Force independently scored all published ABIM Foundation Choosing Wisely recommendations on the MORE reliability scale, a validated seven-point Likert scale
used to assess medical relevance. Modified group technique was used to identify the top 50 unique non-ASH Choosing Wisely recommendations with regard to
relevance. Overlapping recommendations from different societies were grouped together as one recommendation. Taking into consideration the core values of harm,

cost, strength of evidence, frequency, relevance, and impact, the ASH Choosing Wisely Task Force was asked to score each of the remaining 50 Choosing Wisely
recommendations between 1 and 10 for prioritization for inclusion on ASH's top 10 list of non-ASH Choosing Wisely recommendations. Harm avoidance was established
as the campaign’s preeminent guiding principle. Modified group technique was used to select the top 10 non-ASH Choosing Wisely recommendations of relevance and
importance to hematologists and their patients, with the top five highest-ranked items presented in this list.

ASH's disclosure and conflict of interest policy can be found at www.hematology.org.

These items are provided solely for informational purposes and are not intended as a substitute for consultation with a medical professional. Patients with
any specific questions about the items on this list or their individual situation should consult their physician.

Released December 2, 2015.

For more information or to see other lists of Five Things Physicians and Patients Should Question, visit www.choosingwisely.org.
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The American Society of Clinical Oncology (ASCO) is a medical professional oncology society committed to conquering cancer through research, education, prevention and
delivery of high-quality patient care. ASCO recognizes the importance of evidence-based cancer care and making wise choices in the diagnosis and management of patients
with cancer. After careful consideration by experienced oncologists, ASCO highlights ten categories of tests, procedures and/or treatments whose common use and clinical
value are not supported by available evidence. These test and treatment options should not be administered unless the physician and patient have carefully considered if their
use is appropriate in the individual case. As an example, when a patient is enrolled in a clinical trial, these tests, treatments and procedures may be part of the trial protocol and
therefore deemed necessary for the patient’s participation in the trial.

These items are provided solely for informational purposes and are not intended to replace a medical professional’s independent judgment or as a substitute for consultation with
a medical professional. Patients with any specific questions about the items on this list or their individual situation should consult their health care provider. New evidence may
emerge following the development of these items. ASCO is not responsible for any injury or damage arising out of or related to any use of these items or to any errors or omissions.

Don’t use cancer-directed therapy for solid tumor patients with the following
characteristics: low performance status (3 or 4), no benefit from prior
evidence-based interventions, not eligible for a clinical trial, and no strong
evidence supporting the clinical value of further anti-cancer treatment.

« Studies show that cancer directed treatments are likely to be ineffective for solid tumor patients who meet the above stated criteria.

« Exceptions include patients with functional limitations due to other conditions resulting in a low performance status or those with disease characteristics
(e.g., mutations) that suggest a high likelihood of response to therapy.

« Implementation of this approach should be accompanied with appropriate palliative and supportive care.

Don’t perform PET, CT, and radionuclide bone scans in the staging of
early prostate cancer at low risk for metastasis.

- Imaging with PET, CT, or radionuclide bone scans can be useful in the staging of specific cancer types. However, these tests are often used in the staging
evaluation of low-risk cancers, despite a lack of evidence suggesting they improve detection of metastatic disease or survival.

« Evidence does not support the use of these scans for staging of newly diagnosed low grade carcinoma of the prostate (Stage T1c/T2a, prostate-specific
antigen (PSA) <10 ng/ml, Gleason score less than or equal to 6) with low risk of distant metastasis.

« Unnecessary imaging can lead to harm through unnecessary invasive procedures, over-treatment, unnecessary radiation exposure, and misdiagnosis.

Don’t perform PET, CT, and radionuclide bone scans in the staging of
early breast cancer at low risk for metastasis.
3

- Imaging with PET, CT, or radionuclide bone scans can be useful in the staging of specific cancer types. However, these tests are often used in the staging
evaluation of low-risk cancers, despite a lack of evidence suggesting they improve detection of metastatic disease or survival.

- In breast cancer, for example, there is a lack of evidence demonstrating a benefit for the use of PET, CT, or radionuclide bone scans in asymptomatic
individuals with newly identified ductal carcinoma in situ (DCIS), or clinical stage | or Il disease.

« Unnecessary imaging can lead to harm through unnecessary invasive procedures, over-treatment, unnecessary radiation exposure, and misdiagnosis.

Don’t perform surveillance testing (biomarkers) or imaging (PET, CT, and
radionuclide bone scans) for asymptomatic individuals who have been
treated for breast cancer with curative intent.

« Surveillance testing with serum tumor markers or imaging has been shown to have clinical value for certain cancers (e.g., colorectal). However for breast
cancer that has been treated with curative intent, several studies have shown there is no benefit from routine imaging or serial measurement of serum tumor
markers in asymptomatic patients.

« False-positive tests can lead to harm through unnecessary invasive procedures, over-treatment, unnecessary radiation exposure, and misdiagnosis.

Don’t use white cell stimulating factors for primary prevention of febrile
neutropenia for patients with less than 20 percent risk for this complication.

« ASCO guidelines recommend using white cell stimulating factors when the risk of febrile neutropenia, secondary to a recommended chemotherapy regimen,
is approximately 20 percent and equally effective treatment programs that do not require white cell stimulating factors are unavailable.

« Exceptions should be made when using regimens that have a lower chance of causing febrile neutropenia if it is determined that the patient is at high risk for
this complication (due to age, medical history, or disease characteristics).

Disclaimer: These items are provided solely for informational purposes and are not intended to replace a medical professional’s independent judgement or as a substitute for consultation with a
medical professional. Patients with any specific questions about the items on this list or their individual situation should consult their health care provider.
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Five More Things Physicians
and Patients Should Question

Don’t give patients starting on a chemotherapy regimen that has a low or
moderate risk of causing nausea and vomiting antiemetic drugs intended
for use with a regimen that has a high risk of causing nausea and vomiting.

« Over the past several years, a large number of effective drugs with fewer side effects have been developed to prevent nausea and vomiting from
chemotherapy. When successful, these medications can help patients avoid spending time in the hospital, improve their quality of life and lead to
fewer changes in the chemotherapy regimen.

- Oncologists customarily use different antiemetic drugs depending on the likelihood (low, moderate or high) for a particular chemotherapy program
to cause nausea and vomiting. For chemotherapy programs that are likely to produce severe and persistent nausea and vomiting, there are new
agents that can prevent this side effect. However, these drugs are very expensive and not devoid of side effects. For this reason, these drugs should
be used only when the chemotherapy drugs that have a high likelihood of causing severe or persistent nausea and vomiting.

« When using chemotherapy that is less likely to cause nausea and vomiting, there are other effective drugs available at a lower cost.

Don’t use combination chemotherapy (multiple drugs) instead of chemotherapy
with one drug when treating an individual for metastatic breast cancer unless
the patient needs a rapid response to relieve tumor-related symptoms.

« Although chemotherapy with multiple drugs, or combination chemotherapy, for metastatic breast cancer may slow tumor growth for a somewhat longer time
than occurs when treating with a single agent, use of combination chemotherapy has not been shown to increase overall survival. In fact, the trade-offs
of more frequent and severe side effects may have a net effect of worsening a patient’s quality of life, necessitating a reduction in the dose of chemotherapy.

» Combination chemotherapy may be useful and worth the risk of more side effects in situations in which the cancer burden must be reduced quickly
because it is causing significant symptoms or is life threatening. As a general rule, however, giving effective drugs one at a time lowers the risk of side
effects, may improve a patient’s quality of life, and does not typically compromise overall survival.

Avoid using PET or PET-CT scanning as part of routine follow-up care

to monitor for a cancer recurrence in asymptomatic patients who have
finished initial treatment to eliminate the cancer unless there is high-level
evidence that such imaging will change the outcome.

« PET and PET-CT are used to diagnose, stage and monitor how well treatment is working. Available evidence from clinical studies suggests that using
these tests to monitor for recurrence does not improve outcomes and therefore generally is not recommended for this purpose.

- False positive tests can lead to unnecessary and invasive procedures, overtreatment, unnecessary radiation exposure and incorrect diagnoses.

« Until high level evidence demonstrates that routine surveillance with PET or PET-CT scans helps prolong life or promote well-being after treatment
for a specific type of cancer, this practice should not be done.

Don’t perform PSA testing for prostate cancer screening in men with no
symptoms of the disease when they are expected to live less than 10 years.

- Since PSA levels in the blood have been linked with prostate cancer, many doctors have used repeated PSA tests in the hope of finding “early” prostate
cancer in men with no symptoms of the disease. Unfortunately, PSA is not as useful for screening as many have hoped because many men with prostate
cancer do not have high PSA levels, and other conditions that are not cancer (such as benign prostate hyperplasia) can also increase PSA levels.

« Research has shown that men who receive PSA testing are less likely to die specifically from prostate cancer. However when accounting for deaths
from all causes, no lives are saved, meaning that men who receive PSA screening have not been shown to live longer than men who do not have
PSA screening. Men with medical conditions that limit their life expectancy to less than 10 years are unlikely to benefit from PSA screening as their
probability of dying from the underlying medical problem is greater than the chance of dying from asymptomatic prostate cancer.

Don’t use a targeted therapy intended for use against a specific genetic
aberration unless a patient’s tumor cells have a specific biomarker that
predicts an effective response to the targeted therapy.

- Unlike chemotherapy, targeted therapy can significantly benefit people with cancer because it can target specific gene products, i.e., proteins that
cancer cells use to grow and spread, while causing little or no harm to healthy cells. Patients who are most likely to benefit from targeted therapy are
those who have a specific biomarker in their tumor cells that indicates the presence or absence of a specific gene alteration that makes the tumor
cells susceptible to the targeted agent.

- Compared to chemotherapy, the cost of targeted therapy is generally higher, as these treatments are newer, more expensive to produce and under
patent protection. In addition, like all anti-cancer therapies, there are risks to using targeted agents when there is no evidence to support their use
because of the potential for serious side effects or reduced efficacy compared with other treatment options.
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Abbreviations

CT, computed tomography; DCIS, ductal carcinoma in situ; PET, positron emission tomography; PSA, prostate-specific antigen.

How This List Was Created (1-5)

The American Society of Clinical Oncology (ASCO) has had a standing Cost of Cancer Care Task Force since 2007. The role of the Task Force is to assess the
magnitude of rising costs of cancer care and develop strategies to address these challenges. In response to the 2010 New England Journal of Medicine article by
Howard Brody, MD, “Medicine’s Ethical Responsibility for Health Care Reform — the Top Five List,” a subcommittee of the Cost of Cancer Care Task Force began
work to identify common practices in oncology that were both common as well as lacking sufficient evidence for widespread use. Upon joining the Choosing
Wisely campaign, the members of the subcommittee conducted a literature search to ensure the proposed list of items were supported by available evidence
in oncology; ultimately the proposed Top Five list was approved by the full Task Force. The initial draft list was then presented to the ASCO Clinical Practice
Committee, a group composed of community-based oncologists as well as the presidents of the 48 state/regional oncology societies in the United States.
Advocacy groups were also asked to weigh in to ensure the recommendations would achieve the dual purpose of increasing physician-patient communication
and changing practice patterns. A plurality of more than 200 clinical oncologists reviewed, provided input and supported the list. The final Top Five list in oncology
was then presented to, discussed and approved by the Executive Committee of the ASCO Board of Directors and published in the Journal of Clinical Oncology.
ASCO’s disclosure and conflict of interest policies can be found at www.asco.org.

How This List Was Created (6—10)

To guide ASCO in developing this list, suggestions were elicited from current ASCO committee members (approximately 700 individuals); 115 suggestions were
received. After removing duplicates, researching the literature and discussing practice patterns, the Value in Cancer Care Task Force culled the list to 11 items,
which comprised an ASCO Top Five voting slate that was sent back to the membership of all standing committees. Approximately 140 oncologists from its
leadership cadre voted, providing ASCO with an adequate sample size and perspective on what oncologists find to be of little value. The list was reviewed and
finalized by the Value in Cancer Care Task Force and ultimately reviewed and approved by the ASCO Board of Directors and published in the Journal of Clinical
Oncology. ASCO’s disclosure and conflict of interest policies can be found at www.asco.org.
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A American Society of Hematology Practice-Related Resources

ASH offers a wide range of practice-related resources on its website (www.hematology.org).

Below, please find a list of resources that may be of interest to you.

Resources for Clinicians (www.hematologyv.org/Clinicians/)

MACRA — A new ASH webpage is dedicated to keeping ASH members up-to-date on the Quality Payment
Program (QPP), part of the Medicare Access and CHIP Reauthorization Act (MACRA). This page
provides members with answers to frequently asked questions, links to comment letters ASH has submitted
related to MACRA, and access to “MACRA 101 for Hematologists,” an educational webinar which
provides an overview of the MACRA final rule and its impact on hematology.

ASH Practice Partnership - The ASH Practice Partnership (APP) is a group within the Society that was
formed to better represent the interests of practicing hematologists. The APP is comprised of practicing
hematologists from across the nation; participants must be board-certified in hematology and active
members of ASH. Ideal candidates should be interested in malignant and nonmalignant hematology.

Drug Resources - Links to patient assistance programs and sample letters of appeal for high-cost drugs,
links to REMS resources, an up-to-date list of hematologic drug shortages, resources for physicians dealing
with shortages, and links to ASH/FDA webinars featuring an unbiased discussion of newly approved drugs
and their uses.

Pediatric to Adult Hematologic Care Transitions - This new website offers links to assessment and
summary forms designed to facilitate discussion about the patient transitions from pediatric to adult care.

Consult a Colleague - A member service designed to help facilitate the exchange of information between
hematologists and their peers.

ASH Choosing Wisely List - Evidence-based recommendations about the necessity and potential harm of
certain practices developed as part of Choosing Wisely®, an initiative of the ABIM Foundation.

ASH Clinical Guidelines, ASH Pocket Guides, and Hematology Quality Metrics - Access guidelines on the
management and treatment of Sickle Cell Disease, Acute Leukemia, Idiopathic Thrombocytopenic Purpura,
Antithrombotic Drug Dosing and Management, Heparin-Induced Thrombocytopenia (HIT), Immune
Thrombocytopenia (ITP), von Willebrand Disease, Red Blood Cell Transfusion, and Thrombocytopenia in
Pregnancy.

Advocacy Resources (www.hematology.org/advocacy/)

ASH’s Advocacy Center houses all of the Society’s policy positions, advocacy efforts, and campaigns. Hematologists
and their patients can follow the latest national policy news and directly influence their representatives through ASH
Action Alerts. The Center also displays ASH’s official policy statements along with testimony and correspondence
related to federal regulation and private insurance developments.

Action Alerts

0 Contact vour Hlected Officials to Protect Access to Care - As Congress continues to draft and
debate legislation to repeal the Affordable Care Act, ASH is advocating to preserve access to
affordable, high-quality health care for all Americans.

0 Contact vour Hlected Officials in Support of CDC Funding - Your elected officials need to hear
from you about the importance of the Prevention and Public Health Fund.

0 Urge vour Representative to Support the Cancer Drug Parity Act — Legislation has been introduced
in the U.S. House of Representatives that would ensure that patients enrolled in certain federally
regulated health plans have access and insurance coverage for all anti-cancer regimens. Your
Representative needs to cosponsor this bill in order for it to be considered by the full Congress.
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Sickle Cell Disease

ASH is undertaking a multifaceted initiative to address the global burden of sickle cell disease (SCD). The Society
continues to advocate for appropriate reimbursement of comprehensive care for individuals with SCD, including
the development of a delivery and payment model. ASH also continues to expand the Society’s clinical SCD
resources and plans to release new SCD-related educational tools and guidelines over the next few years.

ASH Publications

Practice Update - The Practice Update is the society’s bimonthly e-newsletter reporting on breaking news
and activities of interest to the practice community.

ASH Clinical News - ASH Clinical News is a magazine for ASH members and non-members alike —
offering news and views for the broader hematology/oncology community.

The Hematologist: ASH News and Reports - An award-winning, bimonthly publication that updates readers
about important developments in the field of hematology and highlights what ASH is doing for its
members.

Meeting Information (www.hematology.org/meetings/)

ASH Meeting on Hematologic Malighancies — September 8-9, 2017, Chicago, IL. This event will allow you
to hear top experts in hematologic malignancies discuss the latest developments in clinical care and to find
answers to your most challenging patient care questions.

ASH Annual Meeting and Exposition — December 9-12, 2017, Atlanta, GA. The Society’s Annual Meeting
and Exposition is designed to provide hematologists from around the world a forum for discussing critical
issues in the field. Abstracts presented at the meeting also contain the latest and most exciting developments
in hematology research.

Consultative Hematology Course — Thursday, September 7, 2017 in conjunction with the ASH Meeting on
Hematologic Malignancies, or Monday, December 11, 2017 in conjunction with the ASH Annual Meeting.
This intensive half-day program focuses on updates in non-malignant hematology designed for practitioners
who are trained as hematologists or hematologist-oncologists, but now see patents with non- malignant
hematologic conditions on a less frequent basis.

Highlights of ASH - This meeting is designed to provide the highlights of the top presentations from ASH’s
annual meeting.

Annual Meeting of the Hematology / Oncology Carrier Advisory Committee (CAC) Network— July 20 — 21,
2017, Alexandria, VA. This annual event brings together the hematologists and oncologists who serve as
representatives to regional Medicare Contractors, Medicare Contractor Medical Directors, leaders from
hematology and oncology state societies, and members of ASH and ASCO practice committees. The
meeting is intended to provide attendees with a better understanding of the CAC process; discuss issues of
common concern and develop solutions; and improve the overall CAC process throughout the year.

Other ASH Activities and Resources

The ASH Academy — The ASH Academy provides hematologists with easy-to-use options for knowledge
testing (for both MOC and CME purposes), completing practice improvement modules, as well as
evaluating ASH meetings you attend and claiming CME credit for participating. The sixth edition of the
ASH Self- Assessment Program (ASH-SAP) is also available on the ASH Academy.

FDA — ASH partners with the Food and Drug Administration to alert members on new approved
hematologic therapies.

AMA — ASH is an involved member in the American Medical Association’s (AMA) activities such as the
AMA House of Delegates (HOD), AMA Current Procedural Terminology (CPT) Committee, and RVS
Update Committee (RUC).

Committee on Practice - The Committee on Practice is concerned with all issues affecting the practice of
hematology. The Committee communicates with other organizations that have programs and policies that
affect hematology practice. With appropriate review and approval by the Executive Committee, the
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Committee on Practice responds to practice-related issues by formulating positions on pending federal
legislation, regulatory issues, and private insurance developments. The Committee also responds to matters
of importance at the regional, state, and local levels, and to Society member requests.

If you have any questions on this list or any of the programs, please contact Katherine Stark, Policy and Practice
Coordinator at kstark(@hematology.org.
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ASCO CLINICAL AFFAIRS

The American Society of Clinical Oncology (ASCO) is working—through research,
education, and promotion of the highest quality patient care—toward a world where
cancer is prevented or cured, and every survivor is healthy. With the goal of ensuring
that all patients receive the high-quality care that they expect and deserve, ASCO

Is committed to helping your oncology practice thrive in the ever-changing, ever-
demanding healthcare delivery system.

ASCO Clinical Affairs is your one-stop shop for the operations side of cancer care, from educational
resources and practical tools to transition your practice to a value-based reimbursement system, to
data and information to enhance your business operations and quality of care.

Established in 2014 and staffed by national leaders in clinical oncology care and practice
management, ASCO Clinical Affairs supports practicing oncologists, oncology administrators, and
oncology practices in all settings across the United States—large and small community practices,
hospital-based oncology departments and practices, and those in academic and research institutions.

ASCO’s Clinical Affairs team is here to provide the educational tools, training programs, services,

and resources you need to deliver high-quality, high-value care to your patients. We can help your
practice with practice management, quality, and performance improvement. Our team can assist

you with collaborating with practices across the United States, innovating your practice’s delivery of
cancer care, and responding to the growing economic and administrative challenges that all oncology
practices face today.
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PRACTICE MANAGEMENT SUPPORT

ASCO Clinical Affairs offers the insight, tools, and
support to help you deliver the highest quality cancer
care and thrive in the ever-changing business of
health care.

ASCO is offering a unique opportunity to evaluate an alternative ASCO »»
payment model by testing its Patient-Centered Oncology

Payment (PCOP) model. PCOP fundamentally restructures PATIENT-CENTERED
the way oncologists are paid for cancer care in the United ONCOLOGY PAYMENT

High Quality, Affordable Cancer Care.

States, and addresses one of the major problems in today’s
fee-for-service system: inadequate payment for the wide range
of services critical to supporting patients with cancer and
managing a complex illness.

Developed by oncologists representing all practice settings, PCOP offers three options to help
practices move forward at their own pace, from increased fees for case management to full
bundling. The ASCO model supports high-value, high-quality cancer care by ensuring oncologists are
accountable for the things they can control. ASCO Clinical Affairs will assist your practice in modeling

data and providing tools to help you succeed in practice transformation.

PracticeNET is a learning collaborative in which oncology practices

share business and operational data and information and receive ASCO . B
benchmarks, trend reports, and insights to enhance quality of PraCtICGN »/
care and business operations. With PracticeNET, your practice Networking for Education and Transformation

will not only receive actionable data reports, but also gain access

to an important forum to learn with and from others. For more
information, contact PracticeNET(dasco.org.

Do you have questions about oncology-related coding, billing, and reimbursement? ASCO has
answers. ASCO members have access to ASCO's electronic coding and reimbursement service

at www.asco.org/billingcoding.

2
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ASCO partners with the U.S. Food and Drug Administration (FDA) to alert members on newly
approved therapies for cancer patients to ensure you are current with the most effective, safest
treatments available.

ASCO Clinical Affairs brings together ASCO members and key stakeholders to influence policies that
affect practice management. Join us and have your voice heard!

e ASCO’s Clinical Practice Committee: ASCO Clinical Affairs supports ASCO’s Clinical Practice
Committee (CPC), a diverse group of community oncologists who provide leadership across a
wide range of current practice issues, including physician reimbursement, clinical pathways in
oncology, chemotherapy safe handling, and coding and billing concerns.

e ASCO’s Oncology Administrator Workgroup: The Oncology Administrator Workgroup, supported
by ASCO Clinical Affairs and under the CPC’s guidance, is tasked with identifying issues facing
oncology practices and providing a forum for discussion and evaluation of solutions. This group
has worked on a wide range of practice issues, including insurance pre-authorization, outreach
to administrators, practice needs assessment, and more.

e Carrier Advisory Committee (CAC) Program: ASCO annually co-hosts a national meeting for
oncology and hematology Medicare Carrier Advisory Committee representatives and Medicare
Administrative Contractor Medical Directors from across the country to foster collaboration
between the groups and educate attendees on local coverage processes.

» ASCO Provider-Payer Initiative (PPI): Each year, the Society holds a forum that brings together
ASCO representatives and private payers to improve understanding of ASCO’s priorities and
initiatives and to discuss the dynamics of quality cancer care.

* AMA Activities: ASCO participates in American Medical Association (AMA] activities such as
the AMA House of Delegates, AMA CPT Advisory Committee, and AMA Relative Value Update
Committee Advisory Committee, to provide oncology-specific leadership in these influential
decision-making entities.

Supporting practices in medically underserved communities

ASCO Clinical Affairs has launched a new initiative to bring hands on quality improvement assistance
to oncology practices serving high proportions of racial minorities and persons of low socioeconomic
status. The initiative, which will provide site assessments, targeted toolkits, and quality improvement
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QUALITY AND PERFORMANCE

IMPROVEMENT

We know your practice is constantly striving to deliver the highest quality care possible

to your patients.

As cancer programs move forward, practices need to focus their quality strategies on high-impact
metrics that will reflect quality, costs, health care utilization, and patient outcomes. ASCO Clinical
Affairs offers unique opportunities to help enhance your quality assessment activities, understand
quality and value, and provide you with information and tools to focus your resources to improve your

practice performance.

The Quality Oncology Practice Initiative (QOPI®)
is an oncologist-led, practice-based quality
assessment program designed to promote
excellence in cancer care by helping practices
create a culture of self-examination and
improvement. QOPI provides a comprehensive
library of measures, developed and adapted by
oncologists and the oncology community, that
allows your practice to reliably assess your care
and demonstrate your quality to your patients
and external stakeholders. QOPI participants are
also well-positioned to meet external reporting
requirements for payers and the government and
to participate in new payment models focused on
quality. Please contact gopifdasco.org for more

information or assistance.

QOPI® Certification recognizes medical oncology
and hematology practices that are committed

to delivering the highest quality of cancer

care. QOPI Certification provides a three-year
certification to all sizes and types of outpatient
oncology practices by evaluating performance in
clinical areas that affect patient care and safety.
For more information or assistance, please
contact: gopicertificationfdasco.org.

The QOPI Reporting Registry is the ASCO
platform used to meet the reporting needs of
ASCO members. From MIPS to benchmarked
reports, the QOPI Reporting Registry is your
practice’s one stop shop for all your reporting
needs.

The ASCO Quality Training Program is the
nation’s leading oncology quality improvement
course that empowers practice teams to improve
clinical care and operational performance
through data-driven quality improvement
programs. The course is five days over 6 months
and offers CME and MOC Part IV credits.

The training is experience-based learning, so
practices attend the course with a problem to
solve and an experienced improvement coach is
assigned throughout the course.

NEW! 1-Day Quality Improvement Workshop

New in 2017: ASCO’s 1-day Introduction to
Quality Improvement Workshop. Members
of the Quality Training Program faculty will
present basics on-site at practices who want
to educate more staff in clinics. For more
information or assistance on the Quality
Training Program or 1-day Workshop, email:
qualitytraining(dasco.org.
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ASCO
PRACTICE CONSULTING
SERVICES & SUPPORT

ASCO Clinical Affairs provides cross-cutting consulting services for oncology, offering
comprehensive, personalized support to practices across the United States.

ASCO Practice Consulting Services &

Supportinclude:

e Readiness assessment focused on preparing
for new payment models and success in the
Quality Payment Program.

e Practice transformation implementation
support, consulting services to meet your
practice’s specific needs.

e Triage pathways, a decision support tool to help
your patients get the right care at the right time
in the right place.

e Alternative payment model support, including
financial modeling and reporting, quality
reporting, and compliance support.

e Analytical services, including claims-based
analysis services to support alternative
payment model projects as well as practice
data analytics to support business operations.

109

ASCO’s new Practice Engagement program
provides a resource for physicians,
administrators and other members of the
practice team for information about ASCO tools,
programs and resources. Contact
clinicalaffairs(dasco.org for more info

or assistance.

ASCO Clinical Affairs Data Warehouse

Unlock valuable data to help your practice
provide high-quality cancer care with ASCO'’s
Clinical Affairs Data Warehouse. The data
warehouse includes publicly available Medicare
data as well as previously unavailable survey data
and practice data from PracticeNET participants
from across the United States.
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ASCO COME HOME

ASCO has collaborated with Innovative Oncology Business Solutions, | = ASCO

Inc., (I0BS), on ASCO COME HOME, an oncology medical home program M = COME HOME
designed to transition community oncology practices from volume- S
based to value-based care by structuring reimbursement around the full range of services needed by
patients with cancer. ASCO COME HOME also will prepare your practice for full implementation of the
Quality Payment Program, authorized by the Medicare Access and CHIP Reauthorization Act (MACRA).

Initial COME HOME practices have demonstrated the model’s effectiveness at improving health
outcomes, enhancing patient care experiences, and positioning practices for success in an evolving

healthcare delivery system—all while reducing overall costs.

For more information, visit www.asco.org/clinicalaffairs.

ASCO CLINICAL AFFAIRS TEAM

ASCO Clinical Affairs is led by Vice President of Clinical Affairs Stephen Grubbs,
MD, who joined ASCO in 2015 after 31 years as a medical oncologist and
managing partner of an independent practice in Newark, Delaware, at the Helen
F. Graham Cancer Center.

Walter Birch leads the Practice Management, Resources, Performance
Improvement, and Quality Certification Team. Prior to joining ASCO, he worked
in all aspects of physician practice management and consulting, including
running national divisions of private and public companies employing physicians,

managing hospital-owned physician practices, and leading physician-owned
private practices.

Elaine Towle joined the Clinical Affairs Team as Director of Analysis and
Consulting Services, after working as Director of Consulting Services for
Oncology Metrics where she developed programs and services focused on

clinical, financial and operational excellence for community oncology providers.
She is a former oncology administrator and past consultant editor for ASCO’s
Journal of Oncology Practice.

6
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Founded in 1964, the American Society of Clinical Oncology (ASCO) is committed to making a world of
difference in cancer care. As the world’s leading organization of its kind, ASCO represents more than
40,000 oncology professionals who care for people living with cancer. Through research, education,
and promotion of the highest-quality patient care, ASCO works to conquer cancer and create a

world where cancer is prevented or cured, and every survivor is healthy. ASCO is supported by its
affiliate organization, the Conquer Cancer Foundation. Learn more at www.ASCO.org, explore patient
education resources at www.Cancer.Net, and follow us on Facebook, Twitter, LinkedIn, and YouTube.
For policy-related developments, visit ascoaction.asco.org.

For more information about ASCO Clinical Affairs, please visit www.asco.org/clinicalaffairs

or email clinicalaffairsfdasco.org.

ASCE

American Society of Clinical Oncology
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Tumor Genomics Program (2017 Update)

The Tumor Genomics Program serves as a complement to the ASCO Cancer Genetics Program and is designed to increase knowledge in the area of tumor genomics, particularly regarding somatic
genomic alterations that drive tumor progression and have implications for clinical research and patient care. This program is designed to focus on assisting its target audience (1) in developing a
sound understanding of the genomic methods used to determine results with NGS and (2) in understanding the determination of somatic (tumor) genomic alterations and their implications for disease
progression and therapeutics.

Learning Objectives:

« Distinguish from the numerous existing next generation sequencing technologies, platforms, and applications and develop an appreciation of their respective strengths and weaknesses

Describe the bioinformatics pipeline which ultimately is responsible for generating the results reported as a process consisting of a number of complex steps and performed in multiple ways with
implications for that which is reported

lllustrate how results reported are influenced by a number of independent factors such as the genomic complexity of the tumor microenvironment, the type of tumor specimen analyzed and its
composition in terms of tumor versus stromal cells, and the NGS platform and bioinformatics pipeline utilized

« Interpret existing publically available resources that can be used to contextualize the results reported and to identify potential therapeutic options

Continuing Education Credit
7 Credits/Points are available for participation in this course. Certificate and credit types available include:

o AMA PRA Category 1 Credits™
« ABIM and ABMS (ABPath, ABR) MOC Points
« CNE Contact Hours
o CPE Credits
« Certificate of Participation may be used to confer credit; however, all final decisions regarding the awarding of credits will be made by the licensing organization to which the credits are submitted.
« Certificate of Completion may be used to document participation, but no credit will be conferred.
Important Notes
« This course expires on May 3, 2020. Participants must complete all necessary course components by this date to receive credit.
PRESENTERS:
Stephen M. Keefe, MD

Adjunct Assistant Professor
Abraham Cancer Center, University of Pennsylvania

Kimryn Rathmell, MD, PhD
Associate Professor Department of Medicine
Lineberger Comprehensive Cancer Center, University of North Carolina

John D. Pfeifer, MD, PhD
Vice Chair for Clinical Affairs, Pathology and Immunology
Washington University School of Medicine

Eliezer Van Allen, MD
Instructor, Medicine
Dana-Farber Cancer Institute

Nikhil Wagle, MD
Instructor in Medicine, Harvard Medical School
Dana-Farber Cancer Institute

Aditya Bardia, MBBS, MPH
Medical Oncologist
Massachusetts General Hospital Cancer Center Harvard Medical School, Boston, MA
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Meeting Evaluation Form

ASH and ASCO are committed to providing the highest quality for the CAC Network Meeting. To assist in meeting that goal,
we ask that you please complete the following confidential survey and provide any comments or suggestions you may have.

DEMOGRAPHIC INFORMATION
I am (please check all that apply):

[IThe oncology CAC trepresentative/alternate for my state.
[IThe hematology CAC representative/alternate for my state.

[IThe president (or another physician representative) of my state oncology society.

[IThe executive director/administrator of my state oncology society.
[[JA member of ASCO’s Clinical Practice Committee.

[JA member of ASH’s Committee on Practice or ASH’s Subcommittee on Reimbursement.

[ JA Medicare contractor medical director.
[ JAn invited meeting speaker.

Evaluation Key

5 4 3

2

1

Strong Agree Agree Neutral Disagree

Strongly Disagree

Please indicate the degree to which you agree with the statements in each section below by placing

a check mark on 5 (strongly AGREE) to 1 (strongly disagree) for each statement.

1. Welcome Reception

WELCOME RECEPTION

The Welcome Reception provided an opportunity to network with other CAC
representatives, state society representatives, contractor medical directors and
committee members.

The format of the Welcome Reception was a valuable addition to the meeting.

2. Group Dinners

GROUP DINNERS

The group dinners provided the additional opportunity to network with other
CAC representatives, state society representatives, committee members, and
contractor medical directors.

The size of the dinner group was appropriate for networking.

I enjoyed the additional opportunity to network with other CAC meeting
attendees.
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3. General Meeting

GENERAL MEETING

I'learned new information or obtained a better understanding of a particular
issue or topic.

The topics discussed are important to my role as a CAC representative, state
society representative or committee member.

There were adequate opportunities for questions and answers or discussions
of topics.

The contractor medical director participation in the meeting was helpful in
obtaining feedback on important issues.

The written materials and resources provided in the binder were a helpful
supplement to the discussions.

The length of the meeting was appropriate.

The meeting facility was conducive for the meeting format/structure.

4. Presentations/Speakers

Please rate the usefulness of the following presentations as they relate to coverage/reimbursement:

PRESENTATION/SPEAKERS

1

2

3

4 |5

Next Generation Sequencing by Dr. Kojo Elenitoba-Johnson

Next Generation Sequencing by Dr. Elaine Jeter

Case Study on CAR T & Engineered T Cell Therapies by Dr. Krishna Komanduri

Hotne

MACRA The Law, mplementation, and pport nities for mprovement by Dr. Robert

Case Study on Off Label Oncology Medications by Dr. Arthur Lurvey

Sickle Cell Disease by Dr. Sophie Lanzkron

Case Study on Use of Chronic Red Cell Exchanges in the Management of Adults with

Additional Questions:

1. If you participated in the CAC101 session this morning, what did you find most helpful?

2. What aspect(s) of the CAC Network Meeting do you find most valuable?
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What aspect(s) of the CAC Network Meeting are most in need of improvement? (Please be
specific.)

What topics or themes would you like to see addressed at future meetings?

Overall, how would you rate the CAC Network Meeting? (Please choose one.)
a) Excellent b) Good c) Fair d) Poor

Is the current format of the CAC Network Meeting effective? (Please circle one): YES or NO
e Ifyou circled NO, please provide additional/alternative ways ASH and ASCO can make the
meeting more effective.

Are there any additional resources ASH and ASCO can provide to assist you with the local
coverage process?

** Thank you for your input! Please leave the evaluation form on your table. If you are unable to
complete the form onsite, please e-mail the form directly after the meeting to ASCO staff, Monica Tan
at monica.tan(@asco.org**
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Make check payable to:

Mail check to:

2017 ASH/ASCO CAC Network Meeting
Expense Reimbursement Form

Please fill out the information below and attach original receipts.
All forms must be submitted by August 21, 2017

Meeting Attended: 2017 ASH/ASCO CAC Network Meeting

Signature:

Date:

Itemized Expenses:

Date

Description of Expense Account (internal use only) Amount

For ASCO Use Only:

Approval:

Date Submitted to Accounting:

Please return completed form and original receipts by August 21, 2017 to:

Monica Tan
American Society of Clinical Oncology
2318 Mill Road, Suite 800
Alexandria, VA 22314
Phone: 571-483-1671
Monica.Tan@asco.org
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AMERICAN SOCIETY OF HEMATOLOGY and
AMERICAN SOCIETY OF CLINICAL ONCOLOGY
2017 CAC Network Meeting
Travel Reimbursement Policy

The ASH-ASCO CAC Network Meeting Travel Reintbursement Policy is provided to travelers regarding reinbursement for
costs incurred in order to participate in the CAC Network Meeting. 1t is expected that the policy will be adhered to explicitly.

ASCO and ASH will reimburse the following groups for their attendance:
o CAC representatives and alternate representatives for hematology and oncology;
e Members of the ASCO Clinical Practice Committee and ASH Committee on Practice;
e Two representatives from the Hematology/ Oncology State Society*
e Medicare Contractor Medical Directors (CMDs) for all A/B MAC jurisdictions.

*Only two representatives from the state society (excluding CAC representatives) will be reimbursed for
attending the ASH/ASCO CAC Network Meeting. State hematology/oncology society presidents and
administrators/executive directors should determine who will attend the meeting. If more than two
individuals from the state society (excluding CAC representatives) attend the meeting, reimbursement
will be the responsibility of the state society or individual.

Coverage begins at the actual start of a trip, whether it is from the traveler’s regular place of
employment, home, or other location, and terminates when the traveler reaches his/her original
destination. Expenses for spouses and/or dependents are personal expenses and are not reimbursable.

Original receipts for all expenditures (including E-ticket passenger receipts, taxis, and parking) of
$25.01 or more must be included with the CAC Network Meeting Expense Reimbursement Form.
Requests for reimbursement must be submitted within thirty (30) days of the meeting for which
reimbursable expenses were incurred. The approved reimbursement will be issued by check.

Air/Train Travel

ASH and ASCO will pay for coach class airline tickets (not business or first class), preferably purchased
through the ASCO travel agency MacNair Travel. To book your travel online, please visit
http://travel.asco.org and use cost code “Carrier Advisory 20-822”. If you need assistance with your
flight purchase, please contact ASCO'’s travel specialist, Michelle Rowley at
mrowley@macnairtravel.com or (877) 410-8198 or (202) 360-4674. Domestic airline reservations are
recommended to be made at least 30 days in advance of the meeting. Flight reservations made less than
30 days in advance will require approval from ASH/ASCO staff.
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ASH and ASCO will reimburse the most economical non-refundable coach fares available on a major
airline carrier (American, Delta, Southwest, United, U.S. Airways, etc.). When a significantly less
expensive option is available, reservations made with a particular carrier to benefit the traveler will not
be reimbursed in full; rather, the amount reimbursed will equal the amount of the equivalent ticket on the
most economical carrier.

If an approved traveler wants to bring a guest, they must provide the ASCO travel agent with a personal
credit card for the guest’s travel.

Ground Transportation
ASH and ASCO encourage the use of the most economical ground transportation to and from the airport
or train station and will reimburse such expenses.

Use of a personal or university vehicle will be reimbursed at the mileage rate consistent with IRS rules
and regulations (57 cents per mile as of 1/1/15, including gasoline) plus toll and parking charges.
(ASH and ASCO will reimburse parking charges and mileage as long as this amount is not greater than
the cost of roundtrip taxi or shuttle service.)

If ASH and ASCO approve the use of a rental car, limits will be set and communicated to the traveler by
the appropriate ASCO representative. The maximum rates set by ASH and ASCO take into account the
cost of the rental, mileage, gasoline, parking, tolls, and any other expenses related to the use of the rental
in order to attend the meeting.

Hotel

One night hotel stay will be provided for by ASH and ASCO. Additional nights can be reserved but the
attendee will be responsible for the extra stay. (Individuals that would require two nights based on flight
options and/or destinations must contact ASH or ASCO staff prior to making the reservation.)

The traveler is responsible for promptly submitting the RSVP Survey as requested by the ASCO
representative handling hotel room block arrangements. Surveys are due Friday, June 9, 2017

Meals
Meals that are not provided during the meeting will be covered with the following limits including tax
and tip:

Dinner $75.00

Lunch $40.00
Breakfast $25.00
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ASCO and ASH provides breakfast and lunch for Friday, July 21. Expenses incurred by attendees for
either of these meals will not be reimbursed.

Cancellations and Changes

When a traveler needs to change or cancel an airline reservation, he/she must contact the issuing agent
and notify the appropriate ASH or ASCO representatives immediately. Unless the change or
cancellation is approved by ASH or ASCO, the traveler is responsible for all penalty fees and any other
charges incurred due to such changes or cancellations. If the traveler does not inform the travel agency or
airline of the cancellation prior to the scheduled departure time, and the ticket is thereby rendered
unusable for future travel, then the traveler will be held responsible for the cost of the original ticket.

If a traveler needs to change or cancel a hotel reservation, he or she must contact the appropriate ASH or
ASCO representative at least 72 hours prior to his/her originally scheduled arrival. The traveler is
responsible for reimbursing ASH and ASCO for expenses incurred due to last-minute changes,
cancellations, no-shows, and early departures.

Miscellaneous Expenses

= Baggage service, up to a maximum of one checked bag per flight and similar expenses are
reimbursable.

= Internet service, up to $14 per day is reimbursable while attending the CAC Network Meeting.

= Tips not included with meals or cab fare should be listed separately on the CAC Network Meeting
Expense Reimbursement Form.

= When a trip involves traveling for both the CAC Network Meeting and other purposes, the traveler
must reasonably allocate the costs between CAC Network Meeting and the other activity.

If a traveler has any questions concerning any other reimbursable expenses, he/she should contact the
appropriate ASH or ASCO representative.
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