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Infusion Suite Services
Medical	 oncology	 practices	 that	 heavily	 use	 non-physician	
providers	for	the	management	of	infusion	services	will	need	
to	consider	how	productivity	and	expense	will	 impact	 their	
compensation	model.	In	particular,	non-physician	productiv-
ity	 will	 impact	 overall	 compensation,	 as	 under	 an	 employ-
ment	model	if	infusion	services	are	transitioned	to	a	hospital-
based	billing	model	(in	which	infusion	therapy	is	a	designated	
health	service),	physicians	will	no	longer	receive	credit	for	this	
revenue	or	RVU	production.	Depending	on	the	magnitude	of	
non-physician	activity,	it	may	be	important	to	structure	an	
arrangement	 that	 allows	 for	physicians’	 continued	manage-
ment	of	infusion	services.

Increasingly,	 hospitals	 are	 opting	 to	 create	 agreements	
that	compensate	physicians	for	management	of	 the	 infusion	
suite.	Several	options	are	available,	depending	on	the	particu-
lars	of	an	arrangement.	Many	opt	for	a	fixed-fee	stipend	that	
compensates	physicians	for	services	related	to	infusion	suite	
management.	Others	 incorporate	a	payment	per	work	RVU	
premium	 that	 reflects	 incremental	 compensation	 associated	
with	management	services.	An	alternate	but	similar	approach	
to	this	last	option	is	addition	of	a	work	RVU	credit	for	clini-
cal	 services	 that	correlates	 to	 infusion	management	activity.	
Regardless	 of	 the	 approach,	 to	 ensure	 that	 the	 program	 is	
compliant	 with	 the	 Stark	 Law	 and	 Anti-Kickback	 Statute,	
hospitals	 need	 to	 be	 cautious	 in	 developing	 their	 preferred	
methodology	 to	 ensure	 that	 payment	 is	 in	 no	 way	 tied	 to	
hospital-based	volume	growth.	As	such,	legal	review	is	advis-
able	when	designing	such	a	compensation	model.	

Service Incentives
Hospitals	 generally	 recognize	 that	 production-driven	 plans	
will	need	to	evolve	to	reflect	changing	practice	patterns,	eco-
nomics,	 and	 the	 rising	 emphasis	 on	 non-productivity	 per-
formance	 indicators.	However,	 some	hospitals	 are	 reluctant	

to	get	too	far	ahead	of	reimbursement	changes.	Production-
based	compensation	plans	(typically	measured	in	work	RVUs)	
continue	 to	 be	 the	 favored	 methodology	 for	 hospitals,	 and	
they	 often	 use	 productivity	 tiers	 that	 disproportionately	 re-
ward	high	producers	and	provide	strong	incentives	for	high	
levels	of	production.	These	plans	reflect	the	current	econom-
ics	of	physician	payment,	which	is	still	based	almost	entirely	
on	clinical	work	measures.

Although	hospitals	typically	incorporate	some	type	of	per-
formance	or	quality	bonus	 into	 their	compensation	models,	
the	measures	are	often	not	based	on	stretch	goals	(e.g.,	per-
formance	goals	that	require	a	significant	change	or	improve-
ment)	because	defining,	valuing,	tracking,	and	measuring	out-
comes	can	prove	difficult.	Yet,	doing	so	can	be	very	helpful	
to	executing	service	line	strategies;	as	such,	more	institutions	
are	 starting	 to	 incorporate	 these	 incentives	 and	 make	 them	
a	larger	portion	of	total	compensation	(see	Table	1,	left,	for	
examples).

Use	of	service	incentives,	such	as	those	identified	in	Table	
2	(page	32),	in	physician	compensation	models	is	an	emerging	
trend	that	will	continue	to	grow,	particularly	in	light	of	ongo-
ing	healthcare	reform	efforts	that	emphasize	patient	outcomes	
and	episode-based	care.

Surgical Oncology Call Coverage Restrictions
With	 increasing	 subspecialization	 of	 surgical	 oncologists,	
many	physicians	are	no	longer	clinically	or	personally	willing	
to	cover	general	 surgery	call.	 If	 the	hospital’s	 current	emer-
gency	department	(ED)	call	coverage	arrangement	or	medical	
staff	bylaws	require	the	physicians	to	take	call,	the	healthcare	
system	 may	 consider	 providing	 additional	 funding	 to	 com-
pensate	 general	 surgeons	 for	 surgical	 oncology	 call.	 It	 may	
also	be	in	the	hospital’s	interest	to	eliminate	any	of	the	surgi-
cal	oncologists’	ED	call	coverage	duties	to	allow	them	more	
time	to	focus	on	oncology	service	line	advancement.

UNIQUE ISSUES FOR  
HEALTHCARE SYSTEMS
In addition to the general compensation considerations discussed 

in this article, healthcare systems employing oncologists face some 

unique issues. 

CATEGORY EXAMPLES 

Quality –American College of Surgeons (ACoS) quality indicators
–American College of Radiology (ACR) and American Society for Therapeutic Radiology and  
Oncology (ASTRO) accreditation

–Reporting of select Physician Quality Reporting System variables
–Participation in multidisciplinary clinics
–Adherence to established clinical pathways
–Standardization of drug regimens and purchasing

Operations –Standardization of clinical processes and/or forms
–Improvements in select operational metrics

Patient Satisfaction –Survey participation and achievement (e.g., Press Ganey Associates, Inc.) 
–Availability of appointments

Service Line  
Development

–Participation in tumor boards
–Development of CME programs
–Outreach visits to referring physicians
–Participation in hospital leadership roles

Financial –Clinical market share or volume growth
–Cost-savings bonuses
–Device or supply standardization
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