
 

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



The model is similar in concept to AGA’s colonoscopy bundled payment 
framework published in March 2014.1  The goal of both the AGA’s 2014 
bundle and the DHN’s proposed bundle is to improve the value of health 
care by controlling costs, enhancing collaboration among providers, 
improving patient outcomes, and reducing the incidence of 
complications.  Development of an alternative payment model based on 
colonoscopy provides a significant opportunity for GIs to improve the 
quality of care at a lower cost and incentivizes physicians to coordinate 
care for patients undergoing screening and surveillance. 
 
We are pleased to support the proposal Comprehensive Colonoscopy Advanced 
Alternative Payment Model for Colorectal Cancer Screening, Diagnosis and 
Surveillance proposal.  We would like to provide additional input for consideration as 
PTAC reviews the proposal.  

 
We ask the PTAC to consider excluding the following procedures and diagnoses from 
the bundle: 

(1) Recommend removal of the Endoscopic Mucosal Resection (EMR) CPT codes 
44403 (colonoscopy through stoma with EMR) and 45390 (colonoscopy with 
EMR).  EMR is typically done for more complex polyps (most commonly large 
flat polyps) and is both relatively uncommon and generally performed by 
gastroenterologists with specialized training.  Consequently, EMR should be 
similarly categorized with more complex interventional procedures, such as stent 
placement, dilation, etc., and should be excluded from the proposal. 

(2) Recommend exclusion for piecemeal polypectomy.  When a large polyp is 
found during a colonoscopy and must be removed piecemeal, guidelines 
recommend repeat colonoscopy in two to six months to reassess the 
polypectomy site for any residual polyp tissue, if there is any question regarding 
the completeness of the resection.2, 3 Therefore, it is typical for gastroenterologists  
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to have these patients return for repeat colonoscopy prior to the proposed one-year 
episode interval to reassess the polypectomy site.  Provisions should be made within 
the colonoscopy bundle to recognize necessary, repeat colonoscopy performed 
within one year, so endoscopists are not penalized. 

(3) Recommend removal of diagnoses of ulcerative colitis (ICD-10-CM K51), Crohn’s 
disease (K50), and “toxic” colitis (K52.1), given patients may need colonoscopy 
more frequently than once a year.  For example, for patients who have low grade 
dysplasia, a follow up colonoscopy in six months may be clinically indicated. 

(4) Recommend exclusion of patients with cancer syndromes (e.g., Lynch Syndrome, 
familial adenomatous polyposis (FAP)), given their need for additional tests is high. 

(5) Recommend removal of screening and counseling for obesity, tobacco and alcohol 
use (page 11) in this bundle.  Although these are important services for our 
patients, they should not be the primary responsibility of the gastroenterologist, 
many of whom will be performing the screening colonoscopy in an open access 
system. 

 
Following are questions that the PTAC may wish to investigate further: 

(1) What happens if a large polyp is seen and the patient is referred to a tertiary center for 
removal?  How would that be accounted for? 

(2) Encouraging increased use of ASCs makes sense from an overall financial perspective, 
but many gastroenterologists (particularly solo/small practices) do not have access to 
ASCs. How might they be included in the model? 

(3) How were the estimates for Emergency Department (ED)/urgent care evaluation 
derived?  They seem to underrepresent ED/urgent care evaluations.  

(4) Would a gastroenterologist be required to absorb the costs of a visit to the ED as part of 
the bundle even if it occurs at an ED outside their system? 

(5) Does the bundle include costs of Computed Tomography (CT) scans or other evaluation 
in the ED should complications arise? 

(6) Does the bundle include the costs associated with hospitalization and surgery if 
perforation occurs? 

  
Thank you for the opportunity to comment on the Comprehensive Colonoscopy Advanced 
Alternative Payment Model for Colorectal Cancer Screening, Diagnosis and Surveillance 
proposal.  If you have questions or concerns, please contact Leslie Narramore, AGA’s Director 
of Reimbursement, at Lnarramore@gastro.org or (410) 349-7455. 
 
Sincerely, 

 
Michael Camilleri, MD, AGAF 
Chair 
American Gastroenterological Association 
 


