May 25, 2012
The Honorable Dave Camp
Chairman
House Committee on Ways and Means
1102 Longworth House Office Building
Washington, DC 20515

The Honorable Wally Herger
Chairman
Subcommittee on Health
House Committee on Ways and Means
1102 Longworth House Office Building
Washington, DC 20515

Dear Chairmen and Members of the Committee:
On behalf of the over 48,000 members of the American Society of Anesthesiologists (ASA), we
appreciate the opportunity to respond to your letter dated April 27, 2012, regarding Sustainable
Growth Rate (SGR) reform and your call for stakeholders to provide the House Committee on
Ways and Means with physician-led efforts to improve patient care and lower costs.
ASA’s Leadership in Patient Safety
We commend the Committee for its focus on payment systems that reward “physicians for the
high-quality and efficient care they provide.” As the Committee knows, 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 System 1 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.”
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Anesthesiology remains a “complex, high risk, dynamic patient care system”
Despite the work of the ASA and the success of its member physicians, much 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 safety-enhancing paradigms. Consistent with that requirement, ASA
is pleased to share with the Committee our new and ongoing patient safety and quality care
centered initiatives. We ask for the Committee’s consideration and recognition of these
initiatives as it continues its work on health care delivery system and payment reform.
The Perioperative Surgical Home™ model
As your letter states, the Committee is soliciting comments “to review value-based measures and
practice arrangements that can improve health outcomes and efficiency in the Medicare
program.” In that spirit, we believe the Perioperative Surgical Home™ model for
coordinated care deserves the Committee’s full consideration.
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:
• Improve the safety, effectiveness, timeliness, cost, and efficiency of health care;
• 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
2

management, as well as their expertise in systems optimization throughout the perioperative
period, will benefit quality and efficiency in the health care system.
Rewarding Quality and Efficiency
As the Committee has requested, we believe our experience with “non-Medicare payers” will be
instructive for the Committee. While we have been successful in our efforts to improve quality
and reduce costs, anesthesiologists suffer from a significant payment disparity under the
Medicare system known as the “33% 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. 2 According to the GAO, Medicare payments for anesthesia services
represent only 33 percent of the prevailing commercial insurance payment rates for the same
service. 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
We believe that the Perioperative Surgical Home™ model will be instrumental to improving
quality and reducing costs. As the Committee has requested, we would also like to provide the
Committee with information on other ASA initiatives.
Quality and outcome measures –The ASA has developed and facilitated the use of Quality and
Outcome Measures. In fact, among all provider groups, anesthesiologists ranked third (by
percentage) in Physician Quality Reporting System (PQRS) participation in 2010. 4 Currently,
there are three traditional anesthesia measures that are included in PQRS: Measure 30 - Timely
Administration of Prophylactic Parenteral Antibiotics, Measure 76 - Prevention of CatheterRelated Bloodstream Infections (CRBSI) Central Venous Catheter Insertion Protocol and
Measure 193 - Perioperative Temperature Management. Models involving further integration of
anesthesiologists, such as the Perioperative Surgical Home™ model, may be reasonably
expected to yield novel quality and outcome measures. In addition, ASA developed measures
that we submitted to the Centers for Medicare and Medicaid Services (CMS) on October 7, 2011
including the measure - Participation in a Systematic Database for Anesthesia Care.
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Evidence-based guidelines – The ASA has nearly one-hundred standards, guidelines, statements
and practice parameters. These instruments provide guidance to improve decision-making and
promote beneficial outcomes for the practice of anesthesiology.
ASA Standards provide rules or minimum requirements for clinical practice. They are regarded
as generally accepted principles of patient management. Standards may be modified only under
unusual circumstances, e.g., extreme emergencies or unavailability of equipment.
ASA Guidelines are systematically developed recommendations that assist the practitioner and
patient in making health care decisions. These recommendations may be adopted, modified, or
rejected according to clinical needs and constraints and are not intended to replace local
institutional policies. In addition, practice guidelines are not intended as standards or absolute
requirements, and their use cannot guarantee any specific outcome. Practice guidelines are
subject to revision as warranted by the evolution of medical knowledge, technology, and
practice. They provide basic recommendations that are supported by a synthesis and analysis of
the current literature, expert opinion, open forum commentary, and clinical feasibility data.
ASA Statements represent the opinions, beliefs, and best medical judgments of the ASA House
of Delegates. As such, they are not necessarily subjected to the same level of formal scientific
review as ASA Standards or Guidelines. Each ASA member, institution or practice should
decide individually whether to implement some, none, or all of the principles in ASA statements
based on the sound medical judgment of anesthesiologists participating in that institution or
practice.
ASA Practice parameters provide guidance in the form of requirements, recommendations, or
other information intended to improve decision-making and promote beneficial outcomes for the
practice of anesthesiology. The use of practice parameters cannot guarantee any specific
outcome. Practice parameters are subject to periodic revision as warranted by the evolution of
medical knowledge, technology and practice. Variance from practice parameters may be
acceptable, based upon the judgment of the responsible anesthesiologist. For more information
regarding ASA standards, guidelines, statements and practice parameters, please visit the ASA
website at http://www.asahq.org/For-Members/Standards-Guidelines-and-Statements.aspx.
Patient registries – In October 2008, ASA House of Delegates created the Anesthesia Quality
Institute (AQI). The AQI is a separately incorporated organization, with its own Board of
Directors. The vision of the AQI is “to become the primary source of information for quality
improvement in the clinical practice of anesthesiology.” The mission of the AQI is to develop
and maintain an ongoing registry of case data that helps anesthesiologists assess and improve
patient care. This is achieved by organizing the registry such that anesthesiology practice groups
desire to submit their case information and so that individual anesthesiologists, practice groups,
researchers, and professional societies find the resulting data useful for improving the quality of
care.
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The AQI supports four active registries of clinical data:
NACOR
The National Anesthesia Clinical Outcomes Registry (NACOR) has gathered data on millions of
cases, thousands of facilities, and thousands of providers. This number is growing every day as
new practices submit data and existing practices contribute monthly cases. Registry participants
range from practices that record on paper documents to the most wired academic centers in the
country.
NACOR is collecting the following types of data: Billing/Administrative,
Quality/Perioperative Events, Anesthesia Information Management Systems (AIMS) data and
Electronic Medical Records (EHRs).
AIRS
The Anesthesia Incident Reporting System (AIRS) is a national collection of serious adverse
events and near misses, collected confidentially. Any anesthesia provider can contribute to
AIRS, by accessing the website at www.aqiairs.org. De-identified cases from AIRS provide
teaching material for case reports featured in the ASA Newsletter.
MOCA-PPAI
The Maintenance of Certification in Anesthesiology (MOCA) Practice Performance Assessment
and Improvement (PPAI) registry is a joint effort of ASA and the AQI. Participants in MOCA
are required to assess the quality of their practice – including clinical data from real patients.
ASA modules will provide an easy-to-use format for doing this. The AQI registry will collect
and protect the clinical data entered by MOCA participants. For anesthesiologists in practices
that participate in NACOR, the AQI will go a step further. We will soon be piloting a voluntary
program that helps providers identify the cases they need to collect for their MOCA-PPAI
project. In the long run this system will auto-populate much of the required data.
NPR
The National Pain Registry will help anesthesiologists keep track of long-term pain management
outcomes. Working with experts from the American Society for Regional Anesthesia and Pain
Management (ASRA) we have laid out a template for data and definitions. We will help
participants build these measures into existing EHRs such that the data can be periodically
transferred to the AQI.
AQI is listed as a Patient Safety Organization (PSO) by the Department of Health & Human
Services (HHS), is a member of the National Quality Forum (NQF) and Multicenter
Perioperative Outcomes Group (MPOG).
For more information please visit the AQI website at http://www.aqihq.org/.
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Continuous quality improvement programs or strategies – As part of its continuous safety and
quality improvement programs, ASA operates its Closed Claims Project – a project to identify
major areas of loss in anesthesia, patterns of injury and strategies for prevention.
The ASA Closed Claims Project began in 1985. At the time the project was initiated,
professional liability insurance was expensive for anesthesiologists and in some states difficult to
obtain. The intention of the Closed Claims Project was to identify causes of loss, improve
patient safety, and thereby relieve the insurance problem for anesthesiologists. The Closed
Claims Project is located at the Department of Anesthesiology and Pain Medicine of the
University of Washington in Seattle and is funded by the ASA.
The project consists of an in-depth investigation of 9214 (as of May 2012) closed insurance
claims resulting from anesthetic mishaps. Data is gathered in the form of detailed case
summaries collected by ASA member anesthesiologists from insurance company claim files.
Claims in which the basic sequence of events and/or nature of the injury cannot be reconstructed
from the information in the insurance files are excluded. This results in most cases being
collected from mishaps resulting in lawsuits, as files in these cases contain the most extensive
information. Cases are collected from throughout the United States on a continuous basis.
The database consists of standardized summaries of each case, including patient information
(e.g. age, physical status), surgical procedure and positioning, anesthetic evaluation and
technique, events leading to the injury or claim, type and severity of injury, outcome of
litigation, and physician evaluations of potential for prevention and appropriateness of anesthesia
care. The database also includes a brief narrative summary of each claim, describing the
sequence of events and adding any pertinent information not contained in the standardized data
collection form.
The ASA Closed Claims Project also conducts studies that focus on specific aspects of
professional liability and anesthesia patient safety. In recent years the Project has investigated
the reliability of physician judgments of appropriateness of anesthesia care and sources of bias in
such judgments. The project is currently collecting data to evaluate the role of the ASA
Guidelines for Management of the Difficult Airway in liability. The project is also providing
administrative and technical support for the Neurologic Injury after Non-Supine Shoulder
Surgery (NINS) Registry and the Postoperative Visual Loss Registry.
Findings are reported in the scientific literature. Findings have also been presented to various
audiences, including ASA Annual Meeting Refresher Course lectures since 1990. Abstracts of
these lectures are available in the refresher course booklets distributed to the attendees or by
request from the project office. Reprints of published articles are also available from the project
office.
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Electronic Health Records – On May 7, 2012, the ASA submitted a formal comment letter to
CMS regarding the Electronic Health Record Incentive Program Stage 2 Proposed Rule. ASA
has sought modifications to the measures and regulations implementing the Electronic Health
Record (EHR) incentive program so that anesthesiologists can actively participate and
demonstrate success. Many anesthesiologists typically rely on hospitals and Ambulatory
Surgery Centers (ASCs) to provide the anesthesia electronic health record, much like the facility
provides other essential equipment. As a result, Congress intended to exempt anesthesiologists
from the program because they were deemed a hospital-based eligible professional. Section
1848(o)(1)(C)(ii) of the law defines the term “hospital-based eligible professional” as “an
eligible professional, such as a pathologist, anesthesiologist, or emergency physician, who
furnishes substantially all of such services in a hospital setting (whether inpatient or outpatient)
and through the use of the facilities and equipment, including qualified electronic health records,
of the hospital.” However, because the regulations implemented the definition of “hospitalbased eligible professional” at a high threshold of 90% of services performed within the inpatient
setting, the overwhelming majority of anesthesiologists are eligible for the program. More
troubling is the fact that the overwhelming majority of anesthesiologists are also subject to the
eventual payment adjustments, which could amount up to 5% annually.
Despite being deemed eligible by regulations finalized by CMS, many anesthesiologists have not
been able to successfully participate in this incentive program during Stage 1. In fact, according
to the data set “CMS Medicare and Medicaid EHR Incentive Program, electronic health record
products used for attestation” (accessed via www.data.gov on April 20, 2012), only 398
anesthesiologists from across the country have been able to successfully attest.
Alternative Payment Models
The ASA acknowledges benefits that can come from alternative payment models. Shared
savings programs or Accountable Care Organizations (ACOs), if carefully implemented, have
the potential to enhance safety, increase patient satisfaction and reduce costs. ASA believes that
anesthesiologist engagement is critical to achieving the goals of reducing health care costs and
improving quality of care. To reiterate, ASA strongly promotes the concept of the Perioperative
Surgical Home ™ model in order to achieve better value for beneficiaries through care
coordination and process improvements led by anesthesiologists.
Patient Involvement and Regulatory Relief
We believe that physicians can encourage beneficiaries to seek appropriate high-value health
care services. Some have suggested removing Medicare’s anesthesia supervision safety
standard, but substituting nurses for doctors would significantly decrease patient safety and
quality of care. Further, such a substitution provides the Medicare program and American
taxpayers with no additional cost savings because Medicare pays the same for anesthesia
services whether they are furnished by nurse anesthetists or highly-trained anesthesiologists. We
must never lose sight of the fact that surgery is dangerous and that anesthesia should only be
safely undertaken under the direct administration and/or supervision of a physician who has
extensive educational training and experience.
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Value Based Payment – we believe that multiple sets of quality measures should exist or be
developed to afford flexibility and applicability to the broad range of physician services provided
to Medicare and Medicaid beneficiaries every day. Currently, Measures 30 (Timely
Administration of Prophylactic Antibiotics) and 193 (Perioperative Temperature Management)
have already been adopted by CMS and endorsed by the National Quality Forum. In a formal
comment letter, we recommended that CMS adopt these measures for use in application of the
value based payment modifier to anesthesiologists. CMS did not adopt those anesthesia
measures in value based payment, and under an expedited timeline CMS will begin to collect
data beginning in 2013 to apply the modifier in 2015. Therefore, despite the specialty’s efforts,
CMS’ decision not to include relevant measures for anesthesiologists may result in adverse
payment adjustments beginning in 2015 for care provided in 2013. We consider this unfair and
contrary to Congressional intent.
We appreciate your consideration of the Perioperative Surgical Home ™ model and other ASA
initiatives. If you have any questions please do not hesitate to contact Manuel Bonilla, M.S.
(m.bonilla@asawash.org), Director of Congressional and Political Affairs or Grant Couch
(g.couch@asawash.org), Federal Affairs Associate at (202) 289-2222.
Sincerely,

Jerry A. Cohen, M.D.
President
American Society of Anesthesiologists
cc: The Honorable Sam Johnson
The Honorable Kevin Brady
The Honorable Paul Ryan
The Honorable Devin Nunes
The Honorable Pat Tiberi
The Honorable Geoff Davis
The Honorable Dave G. Reichert
The Honorable Charles W. Boustany, Jr., M.D.
The Honorable Peter J. Roskam
The Honorable Jim Gerlach
The Honorable Tom Price, M.D.
The Honorable Vern Buchanan
The Honorable Adrian Smith
The Honorable Aaron Schock
The Honorable Lynn Jenkins, CPA
The Honorable Erik Paulsen
The Honorable Kenny Marchant
The Honorable Rick Berg
The Honorable Diane Black
The Honorable Tom Reed
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