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ORLANDO, FLA.—Intravenous busulfan is
better tolerated and more effective than
the oral form in high-dose chemotherapy
following autologous stem cell transplan-
tation (SCT) for lymphoma. 

A previous retrospective analysis had
lent strong support to the hypothesis that
oral busulfan delays drug-related toxicity.
However, this current retrospective study
found a highly statistically significant
advantage (P=0.008) for intravenous
busulfan over oral busulfan in relapse-free
survival (RFS) over 18 months of follow-
up. The latter study was presented at the
2006 annual meeting of the American
Society of Hematology.

I.V. Busulfan Superior
To Oral in Treatment 
Of Lymphoma Patients

The national pediatric cancer coop-
erative groups allow 94% to nearly
98% of American children (<15

years of age) the opportunity to partici-
pate in clinical trials, regardless of race or
ethnicity, according to W. Archie Bleyer,
MD. However, less than 25% of adoles-
cents (those between the ages of 15 and 19
years) are being enrolled in any coopera-
tive group sponsored by the National

In Patients of All Ages...

Pediatric Protocols
Yield Greater
Treatment Success

ADVISORY BOARD EDITORIAL

ORLANDO, FLA.—Bortezomib is equally
effective in an everyday clinical setting
as it was in the randomized trials that
led to its approval last year. The results
of a Phase 3b trial were presented
recently at the 2006 annual meeting of

the American Society of Hematology.
The trial showed that bortezomib,

when administered to patients with
relapsed or refractory multiple myelo-
ma, can be significantly effective. The

In Multiple Myeloma …

Bortezomib Phase 3 Promise 
Holds Up in Clinical Treatment

see BORTEZOMIB, page 9 �

January is a time for reflection,
renewal and change. Look-
ing back to 2006 for guid-

ance on 2007 changes of
codes and rules can help
map out a plan for your
practice in the new year. In
our last article, “Expect
Significant Change Beginning
in 2007” (Clinical Oncology News
November/December 2006, page 1),
we looked at the future and at the impact

of the sustained growth rate. This arti-
cle focuses on the real impact the

final rule brings to oncology
practices and provides tips on
planning for the year ahead.

The 2007 final rule
released by the Centers

for Medicare & Medicaid
Services (CMS) implements

changes in the work and prac-
tice expense relative value units

see FINAL RULE, page 30 �
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see I.V. BUSULFAN, page 10 �

How Will It Affect Your Practice?

The Impact of the CMS 2007 Final Rule

see TWO WORLDS, page 4 �
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(RVUs), the Deficit Reduction Act
(DRA) adjustments for imaging services
payments and includes a 5% reduction
in the Medicare physician fee schedule.

The work and practice expense RVU
changes alone result in a 3% increase in

allowable charges for hematology-
oncology, and a 1% increase for radiation
oncology. However, when incorporating
the 5% reduction and changes in imag-
ing services, CMS estimates combined
impact of these changes leads to a 2%
reduction of allowed charges for hema-
tology-oncology and a 5% reduction for
radiation oncology, despite increases in
the work and practice expense.

For oncology practices that provide
infusion services, the projected 3% RVU
increase will be offset by the decreases
in RVUs for drug administration. 
Table 1 provides a CY 2006 to 2007
comparison summary of the most com-
monly used administration codes. The
2007 transitional RVUs are decreased
2% to 5% when compared to CY 2006.
Code 96413 Chemotherapy 1st hour
decreases 3% in 2007 and is projected
to decrease 13% when fully implement-
ed in 2011.

Table 2 provides a glimpse of the real
impact to a medical oncology office that
provides infusion services. The overall
example consists of a level 4 office visit,
a two-hour chemotherapy treatment,
and a therapeutic I.V. push. In Example
A the 2007 conversion factor of
$35.9848 reflects that payment for that
treatment in CY 2007 will be reduced
3% when compared to the reimburse-
ment payment in CY 2006. However,
Example B shows that if Congress
freezes the conversion factor to remain

BILLING AND REIMBURSEMENT

continued from page 1 �

FINAL RULE
This article focuses on the real impact
the 2007 final rule brings to oncology
practices and provides tips on planning
for the year ahead.

Table 1. Impact of CPT Changes Between 2006 and 2007

90760 1.67 $63.29 1.64 $59.02 –2% –7%Hydration I.V. infusion, initial

90761 0.53 $20.09 0.51 $18.35 –4% –9%Hydration, I.V. infusion, add-on

90765 2.04 $77.31 2 $71.97 –2% –7%Ther/proph/diag I.V. inf, initial

90766 0.68 $25.77 0.66 $23.75 –3% –9%Ther/proph/diag I.V. inf, add-on

90767 1.12 $42.45 1.07 $38.50 –5% –10%Ther/proph/diag addl seq I.V. inf

90774 1.52 $57.60 1.53 $55.06 1% –5%Ther/proph/diag initial, I.V. push

96409 3.23 $122.41 3.18 $114.43 –2% –7%Chemo, I.V. push, single drug

96411 1.87 $70.87 1.84 $66.21 –2% –7%Chemo, I.V. push, addl drug

96413 4.56 $172.81 4.41 $158.69 –3% –9%Chemo, I.V. infusion, 1 hour

96415 1.03 $39.03 1 $35.98 –3% –8%Chemo, I.V. infusion, addl hour

CPT RVU Payment RVU Payment RVU PaymentDescription

2006 2007* Difference 2006

*Payment based on 2007 conversion factor of $35.9848

Table 2.* Conversion Factors

Example A. Current Conversion Factor of $35.9848

2006 2007 Change

Level 4 $82.62 $90.68 +10%

Chemo 1st hour $172.81 $ 158.69 -8%

Chemo additional hour $39.03 $35.98 -8%

Therapeutic IVP $57.60 $55.06 -4%

Total $352.07 $340.42 -3%

Example B. Conversion Factor Remained 37.8975

2006 2007 Change

Level 4 $82.62 $95.50 +16%

Chemo 1st hour $172.81 $ 167.13 -3%

Chemo additional hour $39.03 $37.90 -3%

Therapeutic IVP $57.60 $57.98 +1%

Total $352.07 $358.51 +2%

*Important note: On Dec. 9, 2006, Congress passed a bill that included a 

reversal of the 5% reduction in the Medicare physician fee 

schedule. This bill is expected to be approved by President Bush. 

The conversion factor remains unchanged for 2007 at $37.8975.
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unchanged from last year at $37.8975,
the same services would result in a 2%
increase in payment.

Imaging continues to face scrutiny
with more cuts occurring in the free-
standing setting. The new payment poli-
cy required by the DRA of 2005 caps pay-
ment rates for selected imaging services
under the physician fee schedule at the
same amount paid for the same technical
services when performed in the hospital
outpatient setting. In light of additional
cuts required by DRA, CMS will retain
the multiple payment reduction of 25%
and will not impose the 50% reduction at
this time. When providing reimburse-
ment, CMS will apply the multiple imag-
ing reductions first, followed by the out-
patient payment imaging cap, if

applicable. Addendum F in the final rule
provides a complete list of imaging codes
defined by the DRA.

There are some additional changes to
note when updating FY 2007 fee sched-
ules. CMS will continue the temporary
add-on payment of approximately $71
for one more year for the additional
administrative costs of locating and
acquiring an adequate supply of IVIG
during this period of market instability.

CMS does not address the oncology
“quality of care” demonstration project
with payments to oncologists of $23 per
patient encounter. However, CMS may
very well propose to either eliminate the
demonstration project or greatly scale it
back for FY 2007. If the oncology de-
monstration survives in FY 2007, CMS

officials have given strong indication
that it could be eliminated for FY 2008.
CMS seems to be looking for more sub-
stantive quality-of-care indicators.
There is an attempt to develop the same
indicators for oncology outpatient care
(currently under development and
scheduled for implementation in 2009)
and physician offices.

As Medicare seeks ways to cut costs,
relentless pressure will continually be
placed on providers. Depending on your
current market, if the overall 5% reduc-
tion in Medicare physician fee schedule
remains for 2007, then oncology prac-
tices will see reductions from 2% to 5%
or more depending on practice size,
patient disease mix and location.

To guarantee patients’ continuing

access to quality care, all providers must
strive to run the most efficient centers
possible. It will be very important for
each practice to evaluate their patient
population, compare last year’s vol-
umes, and accurately project this year’s
forecast for services in developing an
overall strategy for 2007.

—Mary Lou Bowers, MBA
and Barbara Constable, RN, MBA

Mary Lou Bowers, MBA, is president and

CEO, and Barbara Constable, RN, MBA is

director of The Pritchard Group, LLC, a firm

specializing in oncology practice manage-

ment. For more information, visit

www.thepritchardgroup.net.
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ATLANTA—Researchers are calling 2006 a
banner year in the fight against kidney can-
cer. Investigators announced the results of
Phase III trials of sunitinib and tem-
sirolimus in which the drugs demonstrated
significant benefit over standard therapy—
with interferon-alpha (IFN-!)—for first-
line treatment of metastatic renal cell carci-
noma (mRCC). The results wre presented at
the 2006 annual meeting of the American
Society of Clinical Oncology (ASCO).

“Today, targeted therapy enters the front
line for the treatment of renal cancer,” said
Michael Atkins, MD. Dr. Atkins served as a
discussant for the two studies presented at
ASCO. He is director of the Renal Cancer
Program at the Dana Farber/Harvard Cancer
Center in Boston. 

Targeted Agents Move
To Front Line in Therapy
For Kidney Cancer

SEATTLE—A large international study that
has been called one of the most important
trials conducted in patients with rectal
cancer undergoing colorectal surgery has
come down firmly in favor of preoperative
radiotherapy rather than postoperative
chemoradiotherapy.

Even patients with small tumors, who are
typically not considered candidates for
neoadjuvant therapies, benefit from preop-
erative treatment, data show.

A prospective, randomized study involv-
ing nearly 1,400 rectal cancer patients at
80 hospitals worldwide found that they
had significantly fewer recurrences and
longer disease-free survival when they
underwent radiotherapy before surgery
rather than after.

“This study demonstrates that meticulous

Preop Radiotherapy 
Found Clearly Beneficial
For All Rectal Cancer Pts

see RECTAL CANCER, page 10 �

6 Our financial experts explain
how to protect your home and
other assets if you or your 
practice is sued.

SOLID TUMORS

8 Targeted therapies, such as 
sunitinib and temsirolimus, 
are moving to the front line of
kidney cancer treatment.

43 Sensory morbidity, such as 
tingling and numbness, 
can endure long after breast
cancer surgery.

CLINICAL TRIALS

44 An extensive summary of 
information on new phase II 
and III clinical trials

EDUCATIONAL REVIEW

Nausea and
Vomiting: Treatment
Guidelines

See page 13.

Guide to Cancer
Therapeutic

Regimens
See page 21.

ATLANTA/TORONTO—Accumulating evi-
dence indicates that the use of modaf-
inil is safe and beneficial in cancer
patients. A number of studies presented
recently suggest that this unusual drug
can help reverse unwanted side effects
of treatment.

In a study presented at the 2006 an-
nual meeting of the American Society
of Clinical Oncology (ASCO), research-
ers reported that modafinil can im-
prove neurocognitive function, reduce
fatigue levels and relieve depression
symptoms in adults with brain tumors.
This study was conducted by research-
ers from the Jonsson Comprehensive
Cancer Center at the University of
California in Los Angeles (UCLA).

In a study presented at the 2006 annu-
al meeting of the Multinational Association of Supportive Care in Cancer (MASCC),
investigators at the University of Rochester Medical Center in New York concluded that

Evidence Accumulates for Benefit 
Of Modafinil in Cancer Treatment
Studies Show Drug Can Reduce Patients’ Fatigue 
and Depression, Improve Cognitive Function

see MODAFINIL, page 17 �

In recent years, hospitals and physician
practices have been invest-
ing in infrastructure and

technology. This develop-
ment has been encour-
aged by the Agency for
Healthcare Research and
Quality, which in 2004
awarded $139 million in
contracts and grants to pro-
mote the use of health infor-
mation technology. Programs
have been designed to improve adminis-
trative efficiency, reduce paperwork and
support access to affordable healthcare. Is

your practice keeping pace?
Preparing for the future requires

considering what is already avail-
able in your organization and

evaluating alternatives and 
e-solutions that can be cus-
tomized to meet your chang-
ing needs. Hospitals have

implemented electronic auto-
mated processes to improve the

efficiency of such processes as
billing, order entry and inventory man-

agement, with an initial focus on inpa-
tient processes. Physician practices have

Newer Information Technologies 
Can Benefit Your Hospital, Practice

see TECHNOLOGY, page 5 �
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SPECIAL REPORT

For more 
information on
Cesamet
(nabilone)
from Valeant

see page 19.

A Second Look:
Update on Safe
Handling of 
Hazardous Drugs

See page 24.

see RCC, page 8 �

NEW PRODUCT

We Want Your Feedback.
Dear Clinical Oncology News Reader:

We want your opinions, criticisms, ideas and suggestions to help us improve this new publication.

Please contact the editors at the e-mail addresses listed below. We would sincerely value your input.

John Henry Dreyfuss Kate O’Rourke
Editor Associate Editor

johnd@mcmahonmed.com korourke@mcmahonmed.com

(212) 957-5300, x236 (212) 957-5300, x265


