February 25, 2013
The Honorable Dave Camp
Chairman
Committee on Ways and Means
U.S. House of Representatives
1102 Longworth House Office Building
Washington, DC 20515
The Honorable Fred Upton
Chairman
Committee on Energy and Commerce
U.S. House of Representatives
2125 Rayburn House Office Building
Washington, DC 20515
Dear Chairmen and Members of the Committee:
On behalf of the 50,000 members of the American Society of Anesthesiologists (ASA), I write to provide
comments regarding the Joint Energy and Commerce/Ways and Means Committees’ Sustainable Growth
Rate Proposal and the request for stakeholder feedback. We appreciate the opportunity to share our
views.
ASA’s Leadership in Patient Safety
We commend the Committees for their focus on reform that encourages “improvements [in] quality,
efficiency, and patient outcomes…” As the Committees know, anesthesiologists have been recognized as
the physician leaders in improving patient safety and quality care. The landmark patient safety study by
the Institute of Medicine (IOM), To Err is Human: Building a Safer Health System1 found that:
Few professional societies or groups have demonstrated a visible commitment to reducing errors
in health care and improving patient safety. Although it is believed that the commitment exists
among their members, there has been little collective action. The exception most often cited is the
work that has been done by anesthesiologists to improve safety and outcomes for patients.
Anesthesiology has successfully reduced anesthesia mortality rates from two deaths per 10,000
anesthetics administered to one death per 200,000 – 300,000 anesthetics administered.
More recently, the Congressional Research Service (CRS) in its June 2011 report titled Medical
Malpractice: Background and Examination of Issues Before Congress recounted how the ASA has
worked to respond to patient safety issues. CRS reported that ASA uses its Closed Claims project to “see
what practices were causing liability and then developing new methods to improve the safety of
anesthesiology. By 2005, the death rate from anesthesiology had declined to less than 1 in 200,000 cases.”

1

To Err is Human: Building a Safer Health System, Institute of Medicine, 2000.
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Anesthesiology remains a “complex, high risk, dynamic patient care system”
Despite the accomplishments of the ASA and its member physicians, work remains to be done in assuring
patient access to safe, high-quality anesthesia care. As the IOM has stated, anesthesiology is a “complex,
high risk, dynamic patient care system” that requires an ongoing commitment to quality and safetyenhancing paradigms. Consistent with that requirement, ASA is pleased to share with the Committees
our views on the payment reform proposal.
Response to Request for Feedback
1. After a period of stability, physician fee schedule payment updates will be based on performance
of meaningful, physician-endorsed measures of care quality and participation in clinical
improvement initiatives.



How should a system of performance take into account differences among specialties?
Should such a system reward individual specialty society advancement in care quality and
clinical improvement activities?

The Committees should continue to support the ongoing development of specialty specific measures.
However, the Committees should also acknowledge that in some patient encounters, outcomes will be
dependent upon teamwork among multiple medical specialists and on facility resources. For example,
surgical outcomes will be dependent upon the work of anesthesiologists, surgeons, nurses, and the
resources offered by the facility. Similarly, in the treatment of chronic pain, outcomes will be dependent
upon comprehensive management of pain through physician-led teams consisting of multiple types of
practitioners(e.g., physicians, nurses, social workers, physical therapists, and occupational therapists).
Accordingly, measuring only individual physicians and assigning all accountability to them, as is
currently the situation, ignores the crucial aspect of teamwork in achieving high value care. The
Committees must encourage the development of quality measures that account for that required
teamwork.
The Committees may find it appropriate to recognize individual specialty societies for advancement in
care quality. A number of specialty societies have invested significant resources in performance
measurement and benchmarking activities. Examples include the Society of Thoracic Surgeons’ (STS)
National Database, the American College of Surgeons (ACS) National Surgical Quality Improvement
Project (NSQIP) and the American Society of Anesthesiologists’ (ASA) Anesthesia Quality Institute and
its National Anesthesia Clinical Outcomes Registry (NACOR). Similarly, specialty societies’
investments in evidence-based practice guidelines have contributed significantly to efficient and quality
care. A particularly compelling example is the dramatic improvement in anesthesia outcomes seen
subsequent to ASA’s issuance and promulgation of its standards for basic intraoperative monitoring
(http://www.asahq.org/For-Members/Standards-Guidelines-and-Statements.aspx).
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The Committees should identify mechanisms to encourage these and similar efforts and to ensure that
quality benchmarks from these and other activities continue to reflect current medical practice.
2. Medical Specialty societies will develop meaningful quality measures and clinical improvement
initiatives using a standard process.





How should such a method account for local variances?
What role do you envision state and local medical societies paying in the development of
a standard development process to take into account local variances?
How would such a structure, once established, account for changes or advancements in
quality and improvement activities?
Once established, what steps should be taken to help educate local physicians on the
benefits of such quality measures and clinical improvement activities?

The Committees should encourage and eliminate obstacles to medical specialties serving as the primary
source of quality measures and clinical improvement. Support should be provided to encourage
collaborations among multiple specialties with overlapping activities. Examples include involving
expertise in vascular surgery, radiology, cardiology, neurosurgery, critical care and anesthesiology in
developing measures and improvements in endovascular procedures and expertise in physiatry,
anesthesiology, neurosurgery and orthopedics in advancing improvements in chronic pain management.
The Committees should recognize that aggregated data can reveal meaningful variations in performance
driven by local practice variations including rural/urban, community/academic, and other similar
variation. Once identified, these variations must be understood on the basis of available resources and
patient variables. If not attributable to these, a common standard should be applied across settings. Broad
based measures such as postoperative temperature thresholds for all patients may be inappropriate, may
lead to invalid comparisons across settings and may require a common, relatively specific denominator
set such as temperature in joint replacement patients to result in accurate and actionable data. At the same
time, narrowing the denominator definition may make measurement at the individual physician level
difficult such that practice-level measurement may be preferred.
Support must be given to ensure that measures and performance improvement initiatives reflect current
practice. Current published practice guidelines will reflect evidence and consensus that should
accordingly drive measure development. The Committees should recognize that the task of developing
and maintaining guidelines is substantial. The ASA, itself, has spent in excess of $200,000 in the
development of each of its practice guidelines. Guidelines require valid clinical outcomes research on
which to base clinical recommendations. Both the research and their distillation into peer guidelines will
require support.
National and local medical societies would be a primary mechanism for promulgation of such measures
and activities; however, other mechanisms such as hospital systems, quality related organizations and
state and federal health care venues would also serve important roles.
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3. Performance will be based on both risk-adjusted relative rankings amongst physician specialty
peer groups and improvement on quality over time.




Do you believe that some form of risk and reward system should be tied to performance? If
so, what?
How would you recommend addressing outliers once risk adjusted relative ranking amongst
physician specialty peer groups have been conducted?
What other considerations should be taken into account with regards to medical
professionals accessing and appealing such rankings?

ASA agrees that performance must be defined recognizing both relative performance and relative
improvement. Relative improvement is a more appropriate standard for low outliers than for high outliers
and a transition from one metric to the other may be needed to accommodate outliers. If performance is
tied to payment and if performance data is made public, a genuine commitment to transparency and
fairness requires access to a meaningful opportunity to appeal or contest the data. Additionally, a tie to
payment may require a “floor” mechanism or payment level to maintain stability as under-performing
physicians work toward improvement.
With regard to accessing and appealing rankings, timeliness is critical to ensuring optimal change in
behavior and usefulness to a physician. Support will be required to address current infrastructure
limitations as a mechanism to ensure more timely feedback to physicians.
4. This proposal will reduce the reporting burden in physician practices, override the current CMS
quality measurement programs and align Medicare payment initiatives with private payer
initiatives.




What reporting requirements, among those our members must currently comply with, offer
examples of how a more efficient reporting system might work?
What current reporting requirements offer examples of how a more efficient reporting system
should not work?
How should such a system be designed to take into account improvement in current private
payer initiatives or the introduction of new initiatives?

ASA believes that the most efficient reporting mechanisms involve transfer of data extracted from
electronic health records (EHRs) to performance databases. The most promising performance databases
are those that are relevant to the specialty – most likely national clinical registries where they exist.
These are, by nature, payer-blind and traditionally have the confidence of the participating providers.
However, the requirements for reporting data must recognize variation in the availability and penetration
of EHRs across different specialties and settings – in part a reflection of the varying applicability of
incentive programs. For anesthesiology, revisions to EHR standards will be necessary to ensure the
participation of the specialty. Currently, the specialty is disadvantaged by the current federal EHR
standards. Specifically, current meaningful use requirements focus almost exclusively on chronic disease
management with limited attention to peri-procedural care. Recognition of the unique needs of
anesthesiology and other hospital-based specialties and accommodation of those needs are critical
activities in order to leverage EHRs for value improvement.
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The Physician Quality Reporting System and the Physician Value-Based Payment Modifier have not yet
proven themselves to be examples of efficient reporting systems.
Other Considerations
Current payments for anesthesiology services: the “33-percent problem”
While anesthesiology has been successful in its efforts to improve quality and reduce costs, the
specialty suffers from a significant payment disparity under the Medicare system known as the
“33-percent problem.” While modest disparities between Medicare and commercial physician
payment rates are longstanding and well-recognized for other medical specialties, the disparity in
payments for anesthesia services is unique. In July 2007, a Government Accountability Office
(GAO) report confirmed for the public and Congress what anesthesiologists have known and
struggled with for years: Medicare payments for anesthesia services are drastically low.
According to the GAO, Medicare payments for anesthesia services represent only 33 percent of
the prevailing commercial insurance payment rates for the same service. 2 In contrast, the
Medicare Payment Advisory Commission (MedPAC) consistently reports Medicare’s payments
for other physician services represent approximately 80 percent of commercial rates when
averaged across all physician services and geographic areas. Further, the anesthesia payment
differential continues and may be expanding. Based on ASA’s annual survey data, the 2011
Medicare anesthesia conversion factor was only 31 percent of even the lowest average
commercial conversion factor for anesthesia. 3 ASA looks forward to working with the
Committees on addressing the shortcomings of the current Medicare payment formula.
The Perioperative Surgical HomeTM Model of Care
While the purpose of the Committee’s proposal is the obtain feedback regarding modifications to
Medicare’s Fee-for-Service system, we want to again take this opportunity to share information
about ASA’s proposal for an alternative payment model - the Perioperative Surgical Home model
for coordinated care. Currently, there is no coordinated and widely-adopted construct to improve
quality of care and outcomes while ensuring patient safety and achieving cost savings across the
widest possible range of surgical interventions. Leading institutions, including the Mayo Clinic,
have implemented innovative perioperative measures and protocols that simultaneously improve
patient outcomes and decrease costs. These models serve as the foundation for the Perioperative
Surgical Home™ model. The Perioperative Surgical Home™ model strives to optimize care of
patients undergoing surgery by incorporating such novel practices with increased integration of
anesthesiologists throughout the perioperative period. This concept now needs to be tested
widely. The goals of the Perioperative Surgical Home™ model are as follows:

2

U.S. Government Accountability Office. Medicare and Private Payment Differences for Anesthesia Services,
GAO-07-463, Washington, DC: Government Accountability Office, 2007.
3
Byrd, Jason R. Loveleen Singh. ASA Survey Results for Commercial Fees Paid for Anesthesia Services, 2011.
American Society of Anesthesiologists Newsletter. October 2011. Vol. 75. Number 10: 38-41.
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Increase the ability of beneficiaries to participate in decisions concerning their care;
Provide delivery of care that is consistent with evidence-based guidelines in historically
underserved areas; and
Decrease unjustified variation in utilization and expenditures under the Medicare program.

The Perioperative Surgical Home™ model will test and measure the potential for coordinated
management of surgical patients to reduce complications, produce innovative process improvements, and
consequently enhance the value of surgical care. Anesthesiologists are the common point of contact for
patients undergoing major procedural care, from the neonate to the centenarian, across all surgical
disciplines. From this position, anesthesiologists communicate on a daily basis with patients and all
members of the surgical team. By empowering and incentivizing anesthesiologists to participate more
broadly in patient care, the Perioperative Surgical Home™ model will promote improved communication,
teamwork and attention to patient-centered care. Via increased patient engagement and improved care
coordination, this model has the potential to improve patient satisfaction along with other outcome
measures. Encouraging anesthesiologists to utilize their well-honed skills in efficient patient evaluation
and management, as well as their expertise in systems optimization throughout the perioperative period,
will benefit quality and efficiency in the health care system. ASA is engaged in ongoing work to develop
this innovative model of care.
We appreciate the opportunity to comment on the SGR reform proposal and we look forward to working
with the Committees to advance this critically important change. If you have any questions please do not
hesitate to contact Manuel Bonilla, M.S. (m.bonilla@asawash.org), ASA’s Director of Congressional and
Political Affairs at (202) 289-2222.
Sincerely,

John M. Zerwas, M.D.
President
American Society of Anesthesiologists

