
February 25, 2013

The Honorable Fred Upton The Honorable Dave Camp

Chairman Chairman

Committee on Energy and Commerce Committee on Ways & Means

U.S. House of Representatives U.S. House of Representatives

Washington, DC 20515 Washington, DC 20514

Dear Chairmen Upton and Camp:

The Society of General Internal Medicine (SGIM) welcomes this opportunity to

provide comments on the recently released joint Energy & Commerce and

Ways & Means proposal to permanently repeal the flawed sustainable growth

rate (SGR) and reform the physician payment system. SGIM is comprised of

approximately 3,000 general internists who provide services and conduct

research and educational activities to improve the health of adults, often with

complex, multiple chronic illnesses.

SGIM applauds the two committees for developing a proposal to permanently

eliminate the SGR and implement a framework that promotes and rewards

the delivery of high quality, efficient health care. We must also stress that

besides promoting improved quality and patient satisfaction a new payment

framework must recognize and promote the value of comprehensive primary

care services, which have been shown to improve outcomes and lower the

costs of care. The volume-based SGR did not foster the delivery of this type

of care.

We offer the following specific comments on the committees’ proposal:

OFFICERS
Ann B. Nattinger, MD, MPH
Milwaukee, WI
President

Eric B. Bass, MD, MPH
Baltimore, MD
President-Elect

Harry P. Selker, MD, MSPH
Boston, MA
Past-President

Katrina Armstrong, MD, MSCE
Philadelphia, PA
Treasurer

Jean S. Kutner, MD, MSPH
Denver, CO
Secretary

Giselle Corbie-Smith, MD, MSc
Chapel Hill, NC
Secretary-Elect

COUNCIL MEMBERS
Clarence H. Braddock III, MD, MPH
Stanford, CA
Shobhina G. Chheda, MD, MPH
Madison, WI
Thomas Gallagher, MD
Seattle, WA
Michael D. Landry, MD, MS
New Orleans, LA
LeRoi S. Hicks, MD, MPH
Worcester, MA
Somnath Saha, MD, MPH
Portland, OR

EX-OFFICIO
Christopher Masi, MD, PhD.
Evanston, IL
Chair, Board of Regional Leaders

Mitchell D. Feldman, MD, MPhil
San Francisco, CA
Co-Editor
Journal of General Internal Medicine

Richard Kravitz, MD
Sacramento, CA
Co-Editor
Journal of General Internal Medicine

Priya Radhakrishnan, MD
Phoenix, AZ
Editor, SGIM Forum

Deborah Burnet, MD, MA
Chicago, IL
President
Association of Chiefs and Leaders
of General Internal Medicine

Bradley H. Crotty, MD
Boston, MA
Associate Member Representative

---------------------------------

Lyle Dennis
Domenic Ruscio
Cavarocchi-Ruscio-Dennis Associates
Washington, DC

David Karlson, PhD
Alexandria, VA
Executive Director



 SGIM supports the committees’ proposal to provide a period of payment stability during

Phase I. We agree that a transition period is needed during which physicians will have

time to provide input into a new payment system. We strongly recommend that this

period of stability be at least 5 years. Physicians, especially those in small practices, will

need time to acquire and implement the infrastructure needed to participate

successfully in a new payment system. We also recommend that the committees include

a differential payment for primary care during this phase, similar to that included the

Medicare Physician Payment Innovation Act, H.R. 574, introduced by Representatives

Allyson Schwartz and Joe Heck. This differential payment for primary care services is

critical to address the continued under-valuation of these services fostered by the

existing Resource-Based Relative Value System (RBRVS).

 Before drafting legislative language defining the level of the base payment and the

variable rate, the committees should engage in discussion with all specialties to

determine the appropriate levels for both these payments. SGIM agrees that the variable

rate based on a physician’s performance both as compared to his peers and for his own

clinical improvement should be more significant than those in existing programs, like the

Physician Quality Reporting System (PQRS). However, the combination of the base rate

and the variable rate cannot be so low that physicians would feel compelled not to

accept Medicare patients. A significant decrease in reimbursement for primary care

physicians would be devastating. If primary care physicians were to abandon the

Medicare program, it would exacerbate an already critical primary care physician

shortage.

 SGIM supports the committees’ goal of implementing a value-based purchasing system

that fosters clinically meaningful care and encourages improvements in quality and

efficiency. However, we cannot stress enough that this system be harmonized as closely

as possible with other public and private reporting systems, as well as existing

Maintenance of Certification programs. The current system of quality reporting,

including the PQRS, the Meaningful Use program and the value-based modifier, has

various reporting requirements, creating a burden for physicians as they attempt to

successfully navigate them all. While the Centers for Medicare and Medicaid Services

(CMS) has taken steps to harmonize these programs, a new quality reporting system

must be consistent with other reporting requirements and be meaningful and actionable

for physicians rather than creating another requirement that physicians must check off

and does not enhance care. Besides multiple reporting requirements, the largest flaw in

the existing reporting programs is that they do not enhance patient care. Instead, they

create another administrative burden for physicians.



 The current quality reporting systems suffer because of their inability to provide

physicians with real time data on their performance. SGIM underlines the importance of

providing physicians with real time feedback on their performance given that this value-

based purchasing program will have a much larger variable performance-based rate.

Access to timely data is critical to allow physicians to make adjustments to improve

patient care. It is also important that a timely, fair appeals process is available to

physicians.

 SGIM agrees that medical specialty societies have an important role to play in the

development of meaningful quality measures and clinical improvement activities.

However, we are concerned about the committees’ proposal that specialties be

responsible for the development of these measures. Physicians should be involved in

developing measure sets, attribution models and incentive models that reflect national

priorities. However, we caution the Committees that placing the responsibility for

measures development on specialty societies may be burdensome. While there are

already many measures in existing public and private quality reporting programs, there

are significant gaps in existing measures that will need to be filled in a limited amount of

time. The expertise and cost associated with measures development is high, and small

specialties most likely do not have the resources available to engage in this process.

While we believe that existing maintenance of certification (MOC) programs may provide

a framework for the development of measures and reporting processes, we must remind

the Committees that not all physicians participate in these programs as they are

grandfathered; MOC can only be part of the quality reporting process, not the sole

option. Furthermore, there must be oversight of this system to ensure that there are

meaningful process and outcomes measures for all specialties.

 We recommend that the Committees outline a proposal for a standard process to

evaluate measures and submit this for review by specialty societies. The process must

be reliable, feasible and transparent. Physician input should be an integral part of the

evaluation process, but we stress that all specialties’ input should be weighted equally to

avoid recreating the problems facing the RBRVS in which procedural-focused specialties

had a financial advantage over cognitive-focused specialties. The current system for

reviewing quality measures needs to be refined. As it stands, it does not recognize the

complexities of treating Medicare patients, as it is difficult to define care coordination

and does not properly address chronic disease as it impacts patients with multiple

chronic conditions. Furthermore, a one size fits all specialties standard will be



problematic; any standard should recognize the differences in location and patient

populations.

 While we support the committees’ efforts to create a new value-based payment model

to replace the flawed SGR, we must stress that team-based systems of care like the

Patient-Centered Medical Home (PCMH) and Accountable Care Organizations (ACO) are

well suited for achieving the committees’ aims of improving quality, efficiency and

patient outcomes. We agree with that this payment framework should include an opt-

out for physicians participating in these other models. However, we are concerned that

this payment system with significant penalties may further delay primary care physicians’

ability to transition to these other effective models. Primary care physicians treat

patients with multiple co-morbidities, and this is best done in a team-based setting.

However, many primary care physicians cannot afford the infrastructure needed to make

these changes to their practices. We strongly urge the committees to find way to

support primary care practices within the payment system to afford them the

opportunity to make these changes.

Thank you for the opportunity to comment on the committees’ SGR replacement proposal.

We look forward to working with you as this process continues. If you have any questions,

please contact Erika Miller at emiller@dc-crd.com or (202) 484-1100.

Sincerely,

Ann B. Nattinger, MD, MPH

President, SGIM
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