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(1) 

ROUNDTABLE DISCUSSION ON 
MEDICARE PHYSICIAN PAYMENT POLICY: 

PERSPECTIVES FROM PHYSICIANS 

WEDNESDAY, JULY 11, 2012 

U.S. SENATE, 
COMMITTEE ON FINANCE, 

Washington, DC. 
The hearing was convened, pursuant to notice, at 10:09 a.m., in 

room SD–215, Dirksen Senate Office Building, Hon. Max Baucus 
(chairman of the committee) presiding. 

Present: Senators Bingaman, Wyden, Stabenow, Cantwell, Nel-
son, Carper, Cardin, Hatch, Kyl, and Thune. 

OPENING STATEMENT OF HON. MAX BAUCUS, A U.S. SENATOR 
FROM MONTANA, CHAIRMAN, COMMITTEE ON FINANCE 

The CHAIRMAN. The hearing will come to order. 
Albert Einstein once said, ‘‘A great thought begins by seeing 

something differently, with a shift of the mind’s eye.’’ 
Today, we hold our third roundtable on Medicare Physician Pay-

ments. We have heard from former CMS administrators and from 
private payers. We are here now to see things through the eyes of 
those who receive the payments and provide the care; that is, our 
physicians. 

Every year, the flawed sustainable growth rate, or SGR, leads 
physicians to fear dramatic reductions in their Medicare payments. 
Next year, physicians will face a 27-percent cut if we do not act. 

While Congress has intervened to prevent these cuts each year, 
it is time we develop a permanent solution. We need to repeal SGR 
and end the annual ‘‘doc fix’’ ritual. The year-in and year-out un-
certainty is not fair to physicians or the Medicare beneficiaries who 
need access to these doctors. 

When thinking about new ways for Medicare to pay physicians, 
we must clearly focus on controlling health care spending. Physi-
cians can help us find the solutions. They are, after all, on the 
front lines of health care delivery. 

Ninety-seven percent of Medicare beneficiaries see a physician at 
least once a year, and beneficiaries with chronic conditions see 
their physicians at least monthly. 

By ordering tests, writing prescriptions, and admitting patients 
to hospitals, physicians are involved in up to 80 percent of total 
health care spending. We need physicians to suggest changes to the 
Medicare physician payment system that will spur high-quality, 
high-value care. 
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I look to today’s panelists to offer solutions both in the short- 
term and the long-term. And I hope, like Einstein said, they can 
help us come up with a great thought by seeing something dif-
ferently. 

We need solutions that will work for both primary care physi-
cians and specialists, and they need to work for beneficiaries with 
chronic conditions. After all, these beneficiaries account for two- 
thirds of total Medicare spending. 

I look forward to candid and direct suggestions from our panel-
ists as to how we can begin to better control our health care spend-
ing. 

[The prepared statement of Chairman Baucus appears in the ap-
pendix.] 

The CHAIRMAN. Senator Hatch will be here in a moment. He is 
currently on the floor. In the meantime, I would like to introduce 
the panelists. 

Beginning to my left, today we will hear from Dr. Ardis Hoven, 
president-elect of the American Medical Association. Next is Dr. 
Glenn Stream, president of the American Academy of Family Phy-
sicians. Third will be Frank Opelka, vice chancellor of clinical af-
fairs and professor of surgery at Louisiana State University’s 
Health Sciences Center. Fourth, Dr. Douglas Weaver. Dr. Weaver 
is vice president and systems medical director of heart and vas-
cular services at the Henry Ford Health System. And finally, Dr. 
Barbara McAneny, chief executive officer of the New Mexico Oncol-
ogy Hematology Consultants. 

As a reminder, your written statements will be included in the 
record. Please limit your statements to about 3 minutes. Since we 
have a few more Senators here today, I would like to limit your 
comments to about 3 minutes each. 

I would like this to be more in the nature of a roundtable, not 
a more formal hearing. That is, after each of you makes your state-
ment, we will have a few questions, and I would like us to kind 
of interchange back and forth. If you want to say something, pipe 
up and say it. That goes for both our panelists as well as for Sen-
ators. 

So you start, Dr. Hoven. We are very happy to see you here and 
happy to have you here. 

STATEMENT OF ARDIS DEE HOVEN, M.D., PRESIDENT-ELECT, 
AMERICAN MEDICAL ASSOCIATION, LEXINGTON, KY 

Dr. HOVEN. Thank you, Chairman Baucus and members of the 
committee, for convening this important roundtable discussion. As 
you know, I am Ardis Hoven. I am president-elect of the American 
Medical Association, and an internal medicine and infectious dis-
ease specialist in Lexington, KY. 

We all know that the SGR has failed. It must be repealed and 
replaced with alternative payment and delivery models that sup-
port high-quality and high-value care. 

As we move forward, two factors are critical. First, physician 
practices widely vary, and the development and dissemination of 
innovative practice and delivery models are proceeding at different 
paces. A large multispecialty practice is currently better positioned 
to implement broad-scale innovations than is a small, rural prac-
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tice. Flexibility and a menu of multiple solutions are needed on a 
rolling basis. 

And secondly, alternative models must cut across Medicare silos. 
When physician care achieves overall Medicare program savings, 
physicians and Medicare should share in those savings. Currently, 
additional physician services that prevent costly medical care drive 
steeper cuts under the SGR. This incentive structure has to 
change. 

Physicians have already begun transitioning into alternative pay-
ment and delivery models. This includes, for example, 154 Medi-
care accountable care organizations. And the Center for Medicare 
and Medicaid Innovation is testing many new models. Many inno-
vations are also being conducted in the private sector, as the com-
mittee heard at its June roundtable. 

The AMA strongly supports these initiatives and is helping phy-
sicians with the transition. For example, our AMA-convened Physi-
cian Consortium for Performance Improvement has developed mea-
sures relating to outcomes and overuse of care, and is expanding 
its work in this area. 

Congress can take immediate steps to help in the transition. 
First, Congress should require CMS and the Innovation Center to 
offer opportunities for physicians to enroll in new models on a roll-
ing basis. Practices can then plan for needed changes and join as 
they become ready. This will increase physician participation in 
new models and significantly aid the transition for small, solo, and 
rural practices. 

Second, Congress should require CMS to modernize its Medicare 
data systems. Due to CMS’s antiquated systems, providing physi-
cians with actionable real-time data to guide decision-making has 
been difficult. Physician access to such timely and relevant data 
was a key element behind the success of the private sector models 
discussed at the previous June roundtable. 

Third, Congress should provide Medicare funding to CMS for 
quality measure development, testing, and maintenance, and for 
measure review and endorsement. This is critical to ensure that 
meaningful and up-to-date measures are available for Federal qual-
ity programs. 

The AMA is eager to continue our work with the committee to 
transition to a new stable system that strengthens Medicare. 

Thank you. 
[The prepared statement of Dr. Hoven appears in the appendix.] 
The CHAIRMAN. Thank you, Dr. Hoven. 
Dr. Stream? 

STATEMENT OF GLENN STREAM, M.D., PRESIDENT, 
AMERICAN ACADEMY OF FAMILY PHYSICIANS, SPOKANE, WA 

Dr. STREAM. Chairman Baucus and Senators, thank you for in-
viting the American Academy of Family Physicians to state our 
views on physician payment policy. 

We believe health care in the United States is inefficient and de-
livers lower-quality care, largely because it undervalues primary 
care. The AAFP is convinced that no single alternative payment 
method will rebuild primary care. We need a combination of meth-
ods. 
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AAFP promotes the Patient-Centered Medical Home, or PCMH, 
supported by a blended payment system that includes fee-for- 
service, a care management fee, and a quality improvement pay-
ment. 

We advocate for this reinvigoration of primary care because we 
know it works to improve health care and restrain costs in the long 
run. The evidence for this is accumulating rapidly, and our state-
ment provides several examples. Findings from PCMH programs 
across the Nation are compelling, demonstrating success in improv-
ing quality and restraining health care costs. 

Earlier this year, AAFP sent recommendations to the acting ad-
ministrator of CMS. These were the result of an AAFP-sponsored 
task force on primary care evaluation. The key recommendation is 
that, in order to build a system of care that will be consistently 
more efficient and produce better health, we need to pay primary 
care differently and better. 

We call to your attention the Medicare Physician Payment Inno-
vation Act, H.R. 5707, introduced by Representatives Allyson 
Schwartz and Joe Heck. It makes a notable step towards recog-
nizing this critical need to pay primary care differently. 

The CMS Innovation Center has several programs testing sys-
tems that support primary care. For example, the Comprehensive 
Primary Care Initiative includes several health plans in various 
markets that will offer a per-patient, per-month care coordination 
fee for primary care physicians whose practices are effectively 
Patient-Centered Medical Homes. 

The Primary Care Extension Service program administered by 
the Agency for Health Care Research and Quality deserves your at-
tention. Currently without funding, this program is designed to dis-
seminate up-to-date information about evidence-based therapies 
and techniques to small practices. The AAFP strongly recommends 
that Congress fund the Primary Care Extension Service program. 

We ask for your continued support of the Primary Care Incentive 
Payment, PCIP, the 10-percent Medicare bonus payment to pri-
mary care physicians and providers for certain primary care serv-
ices. The Commonwealth Fund recently published a study that the 
PCIP, if made permanent, would yield a more than 6-fold annual 
return and lower Medicare costs. The net result, according to this 
study, would be a drop in Medicare costs of nearly 2 percent. 

Senators, we all want the same thing—better health care at less 
cost. There is a proven way to go a long way toward achieving that 
outcome: invest in primary care. We have ample evidence that 
doing so will not increase the overall cost of care per individual per 
year. 

Thank you for your commitment to the health of this Nation. 
And family physicians are eager to assist you in making the dif-
ference we need. 

[The prepared statement of Dr. Stream appears in the appendix.] 
The CHAIRMAN. Thank you, sir. 
Next, Dr. Opelka? 
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STATEMENT OF FRANK OPELKA, M.D., FACS, VICE CHAN-
CELLOR OF CLINICAL AFFAIRS AND PROFESSOR OF SUR-
GERY, LOUISIANA STATE UNIVERSITY HEALTH SCIENCE 
CENTER, NEW ORLEANS, LA 

Dr. OPELKA. Chairman Baucus and Senators, thank you very 
much for this opportunity, and good morning to you today. 

I come to you to speak on behalf of improving the care for the 
surgical patient and inspiring quality among surgeons. So, on be-
half of the American College of Surgeons, there are a couple of key 
points I would like to make and share with you. 

And to be brief, we have several programs and initiatives that 
we have been working on to inspire quality and to improve the 
quality of care, and we believe that that actually helps reduce the 
costs in health care today by reducing things like surgical site in-
fections, readmissions, and complications that patients suffer. 

There are two key programs that I would like to bring to your 
attention, one in the short term and one in the long term. The 
short-term approach is to look at the various clinical registries that 
we have developed over the years, and those go back 10–15 years’ 
worth of work, where we have accumulated millions of data points 
on patients that drive quality improvement. 

These registries are the cancer registry, where we have over 11 
million lives that we actually track the outcomes of to drive im-
provement in cancer care; the trauma registry; and, to perhaps 
focus more explicitly today on, the national surgery quality im-
provement registry. That is a registry that began in the VA some 
15 years ago and now, today, is in over 500 hospitals. It is driving 
quality improvement, reducing patient complications, and reducing 
costs related to those complications. 

We have worked with CMS, and it is time to improve that work 
with CMS to bring those registries to this next level of the value 
proposition that CMS is working on so we can strengthen surgical 
care and improve the quality of care across the entire country. We 
would like to expand from those 500 hospitals to every hospital 
that has surgical care. 

The long-term view and the long-term point I would like to make 
is actually, how do we actually replace the SGR? We have been 
working on a proposal that ties together all these value initiatives 
that we have been working with CMS on, all the value programs, 
into a value-based update using targets of improvement—targets of 
improvement in cancer care, targets of improvement in trauma 
care, targets of improvement in cardiology, targets of improvement 
in chronic and preventive care, targets of improvement in rural 
care—focusing those as the targets for updates, bringing physicians 
and hospitals in alignment on a set of targets that actually replaces 
the SGR with something that we value: improving the quality of 
care and reducing the costs related to bad care, to overuse of care, 
to unsafe care, to poor quality of care. 

So we think that there is an opportunity to further explore this 
as a value-based update to replace the SGR within the context and 
the framework that we are currently using throughout all of our 
programs, both public and private, to stimulate a better health care 
system. 
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Thank you very much for this opportunity, and I look forward to 
our dialogue. 

[The prepared statement of Dr. Opelka appears in the appendix.] 
The CHAIRMAN. Thank you, Doctor. 
Dr. Weaver? 

STATEMENT OF W. DOUGLAS WEAVER, M.D., MACC, VICE PRES-
IDENT AND SYSTEM MEDICAL DIRECTOR OF HEART AND 
VASCULAR SERVICES, HENRY FORD HEALTH SYSTEM, DE-
TROIT, MI 

Dr. WEAVER. Chairman Baucus and Ranking Member Hatch, I 
am Dr. Doug Weaver, past president of the American College of 
Cardiology and system medical director for heart and vascular 
services for Henry Ford Health System in Detroit. Today I am 
pleased to speak to you on behalf of the American College of Cardi-
ology. 

If the College could make one suggestion for Medicare payment 
policy, it would be: create stability in the system. It is badly needed 
right now. The current uncertainty around Medicare physician pay-
ments, around the ACA legislation and its initiatives, are seriously 
impeding progress by physicians and hospitals towards delivery 
and payment reforms. 

The College has had several decades of experience in developing 
and applying quality improvement tools, including producing clin-
ical practice guidelines for diagnosis and treatment of common car-
diac diseases; the appropriate use criteria, which allow physicians 
to better apply the right diagnostic testing and cardiac procedures; 
and then, our clinical registries, in which physicians and hospitals 
can submit their own data around cardiac procedures. They then 
get it back and are able to benchmark it against the whole Nation, 
as well as locally. We believe that broader use of these tools will 
improve quality, will produce better patient outcomes, and will 
lower costs. 

Let me tell you some of the lessons we have learned in these 
years. Number one, data is key. Efforts to improve quality and effi-
ciency must be grounded in the use of the best scientific evidence 
available. The collection of robust clinical data, measurement, and 
feedback to doctors on performance—doctors are data-driven. They 
have competed throughout their entire training to be the best, and 
they respond to credible data, and particularly when that is pro-
duced by their specialty societies that have identified particular 
problems that they feel need to be improved. 

Number two, flexibility is necessary. New payment models must 
be crafted with collaboration of clinicians and payers. One size does 
not fit all. We applaud the beginning efforts to reward care coordi-
nation, but CMS needs to seek out additional local solutions that 
increase value and reduce costs. 

Third, incentives must be aligned throughout the entire delivery 
system, to include the payer, the primary care physician, the spe-
cialist, the hospital, and the skilled nursing facility. Currently, we 
are too often competing with each other instead of being aligned. 

Payers are trying to reduce costs, hospitals are trying to fill beds, 
and the physician is really uniquely positioned to ensure that pa-
tients get the highest quality care at the lowest cost if the current 
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system is revised to incent this approach. Rewarding physicians for 
providing the right care and using an appropriate amount of re-
sources is essential to solving the Medicare spending crisis. 

The College urges Congress to incentivize a greater expansion of 
and use of quality and utilization improvement tools such as ours. 

I look forward to our dialogue. 
[The prepared statement of Dr. Weaver appears in the appendix.] 
The CHAIRMAN. Thank you, sir. 
Dr. McAneny? 

STATEMENT OF BARBARA McANENY, M.D., CEO, NEW MEXICO 
ONCOLOGY HEMATOLOGY CONSULTANTS, ALBUQUERQUE, NM 

Dr. MCANENY. Thank you, Chairman Baucus, Ranking Member 
Hatch, and members of the committee. Thank you for the oppor-
tunity to participate in this important roundtable discussion. 

My name is Barbara McAneny, and I am a medical oncologist 
practicing in New Mexico. I am here today on behalf of the Amer-
ican Society of Clinical Oncology, ASCO, which represents 30,000 
oncologists. 

ASCO supports your efforts to transform the Medicare payment 
system to encourage high-quality, high-value care for individuals 
with cancer. We hope that Congress will replace the SGR and soon. 
The SGR has created great instability in our practices and is erod-
ing a very effective network of care. 

ASCO’s vision is that of a fair and responsible system that re-
wards evidence-based care and recognizes that many cognitive 
services, including end-of-life counseling, are critical to treating pa-
tients with cancer. Any new payment system must preserve qual-
ity, enhance access to care, and, first, do no harm. 

Quality for cancer patients involves providing accurate diag-
noses, appropriate evidence-based therapy delivered safely, and a 
strong support system for the human needs of the patients and 
their families. 

ASCO has already developed a quality program in which thou-
sands of oncologists already participate voluntarily. We call it the 
Quality Oncology Practice Initiative, or QOPI. I participate in this 
program, and I know from experience the beneficial effect it has 
had on supporting meaningful quality in my own practice. 

It is frustrating, however, that I also have to report through 
Medicare’s less practice-enhancing quality program. We believe 
that leveraging QOPI would be an immediate first step that Con-
gress could take to promote quality and efficiency, while reducing 
the administrative burden on oncologists. 

Secondly, we urge you to rely on the expertise of oncologists as 
you move toward transformation of cancer care payment and deliv-
ery. Policies that have the effect of dismantling community cancer 
care could exaggerate the existing disparities for rural patients. 

Cancer care is generally delivered in the patient’s home commu-
nity, and cancer doctors have developed a sophisticated infrastruc-
ture that allows us to administer dangerous and toxic therapies 
safely, while allowing patients to remain at home with the people 
they love. 

Therefore, we would like to emphasize that new oncology models 
must be tested through pilot programs that reflect the diverse pop-
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ulations that we serve before they are generally implemented. Any 
change in the payment system has the potential for unintended 
consequences for a very vulnerable population. 

However, oncologists are already involved in many pilot projects 
to test new payment mechanisms which could help control costs. I 
am a recent recipient of the grant from the Medicare Innovation 
Center to test a model based on the medical home concept and bun-
dled patients. My project involves seven private practices of oncol-
ogy from Maine to New Mexico. 

We can save money for the system, while providing better health 
and better health care. I am happy to talk about that further, if 
you would like. 

ASCO stands ready to assist you as you move forward. I am 
happy to answer any questions. 

[The prepared statement of Dr. McAneny appears in the appen-
dix.] 

The CHAIRMAN. Thank you. One question—I have several. One 
is, since physicians are so involved with such a large percentage of 
payments, health care payments, in our country, it seems to me 
that maybe there is a little bit of a—I do not like this word—‘‘dis-
connect,’’ but between SGR, which is for physicians only, and yet, 
physicians are so involved in health care payments that are made 
elsewhere in the system. 

Perhaps as we look at SGR, there might be some way where phy-
sicians are involved or reimbursed in a way that helps involve 
them in choosing the care given to patients more holistically. 

Currently, people say we are too stove-piped, and one stove pipe, 
to some degree, is SGR. But any thoughts you might have on how 
we sort of collapse some of these pipes and especially the role of 
physicians, because physicians are so heavily involved. I think the 
figure I have is about 80 percent of health care dollars are related 
to decisions made by physicians. 

Your thoughts on that, anyone who may want to pipe up? 
Dr. Hoven? 
Dr. HOVEN. I will start. Thank you for that question, because I 

think that is something we all chat about on a regular basis. And 
I think, as we start looking for value within the system, it will be 
the physicians in those practices who are looking at the models of 
care that are being used, be they in primary care medical home 
models, be they in bundled payments. 

Wherever they are, we are going to be looking constantly at the 
value of each of those delivery reform issues going forward. We 
have to be accountable, as physicians, for making sure that we are 
getting the job done and for the outcomes and the quality of the 
work that is being done. 

And the new models that will be tested, are being tested, that 
are on the road right now being looked at, are going to give us that 
information, because up to now, we have not had that information. 

So it is very important going forward that we look at a variety 
of models, that we recognize the importance of the practice environ-
ment, be it a small practice, a large integrated group, or what have 
you. It is going to be very important that we look at all of those 
and take into consideration the practice. 
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The CHAIRMAN. You are always talking about models. What mod-
els are you talking about? 

Dr. HOVEN. Well, we are talking about the primary care medical 
home model, for example. Glenn could speak to that as well. That 
is one of the models we are talking about. Bundled payments, 
again, another model, and Frank could probably speak to that. 

So these are out there in play right now as we are talking. 
The CHAIRMAN. How long until we know whether and which of 

these models might bear fruit, which ones work? 
Dr. STREAM. I would speak to the CPCI, the Comprehensive Pri-

mary Care Initiative, currently recruiting practices through the In-
novation Center. And its goal is to align the payment methodology 
to support the Patient-Centered Medical Home so that payment for 
support is continued fee-for-service. The care coordination fee that 
I had mentioned that provides payment not in the fee-for-service 
system—that has to do with coordinating care. 

But the answer to your question, Senator, is that the shared sav-
ings component of that model breaks down those silos, and there 
is a potential for shared savings from reducing hospitalizations, re-
ducing ER visits, reducing complications of chronic illness that re-
sult in expenses like the dialysis for diabetic patients. 

If you only look at the shared savings in the medical home based 
on the physician services, there is too little skin in the game for 
the physician. But if the shared savings model looks across the 
silos, then there is a win-win for the physicians making the effort 
that the medical home cannot—— 

The CHAIRMAN. So you think there is potential—— 
Dr. STREAM. Absolutely. It is a game-changer. 
Senator NELSON. Mr. Chairman, accountable care organizations, 

are they not to address this? Isn’t that why we put them in the 
health care bill? 

The CHAIRMAN. Partly, yes. 
Dr. STREAM. Partly, but at a more global level. I mean, that is, 

systemwide—integrated delivery system, a large multispecialty 
clinic—that type of model. I am talking really down at the level 
of supporting the primary care that is necessary for a high- 
functioning system, whether it is in an ACO or separate. 

Senator WYDEN. Mr. Chairman, I think what both of the doctors 
were talking about is the Independence at Home model that we got 
in the Affordable Care Act. You all and the oncologists are making 
the point that most of the Medicare bill today goes for the chron-
ically ill. That is where most of the Medicare bill goes. And through 
approaches like Independence at Home—and we have seen these 
demonstration sites begin, and I was very pleased that it was in 
the AMA’s testimony—we could take a much bigger population, 
number one; leave the patients in a position to be happier, as the 
oncologist noted; and start tiering the payment system to reward 
those kind of efforts. 

And I really appreciate what the AMA has said, and let me hear 
from the oncologists as well. 

Dr. MCANENY. Thank you, Senators. I do have the opportunity 
to approve a model with this Innovation Center grant which allows 
physicians to control those things that we really can take control 
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over. There are a lot of parts of health care, the cost of drugs, that 
we have no ability to manage. 

But we can manage the site of service, and we all know that it 
is a lot less expensive to treat people in our offices than it is in 
emergency departments in hospitals. 

And in this grant that we wrote, we used data—and I agree that 
data is key—from our own practice showing how much money we 
could save Medicare in one small practice in New Mexico by keep-
ing people in the office, aggressively managing the disease and the 
side effects of treatment, so that we keep people out of the hospital, 
we keep them healthier, and we keep them out of emergency de-
partments, and we can use less imaging. 

Those are the things that doctors can control. And so, with six 
other practices across the country, we are going to demonstrate 
that, if we create ourselves as an oncology medical home, that we 
are ready to accept a bundled payment. Give us a payment that 
will allow us to take care of these patients. 

It will cost more in the outpatient arena, but the costs are by far 
made up for in the inpatient setting when we keep people 
healthier. We think we can generate true savings in that manner 
and better care. 

Senator STABENOW. Mr. Chairman? 
Dr. Weaver, could you talk a little bit about—I know Henry Ford 

is part of one of the eight multi-payer primary care demonstration 
projects. 

Dr. WEAVER. Yes. I want to give a couple of examples where we 
might have savings. And that is, one of the things that CMS is 
starting to do, which I must applaud—and Dr. Stream alludes to 
this—is paying for some care management. That means supporting 
the infrastructure, which may be nurses, medical assistants, part- 
time pharmacists, really not doctor stuff. This is stuff that keeps 
people on their right care plan, as well as keeps them out of the 
hospital. 

In Michigan, the Blues, along with CMS and all of the payers, 
have rewarded physicians in primary care an extra $7 to $9 per 
member per month to do care management. They must meet cer-
tain quality standards. They must meet certain utilization stand-
ards to qualify. 

The State itself this year, because of this project, thinks that the 
dual-eligible expenses to the State will drop $38 million. So that 
up-front investment to allow more care management has helped. 

I will give another example. The Blues in Michigan fund cardiac 
procedure registries. And the only thing that they require is that 
you must submit all of your data and you must meet quarterly to 
discuss the data among all of the participating hospitals. It has led 
to huge reductions in procedure complications and improvements in 
quality. 

They did the same thing for bariatric surgery, and they got to-
gether, they made a database, doctors got the data back from the 
patients on whom they operated, and complications from bariatric 
surgery have dropped 30 percent, and readmissions for patients 
who had bariatric surgery have dropped 35 percent. 

So I point out that care management, as well as registry data— 
I will tell you, again, doctors are data-driven. If you give them the 
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infrastructure so that they have clinical data that they believe is 
credible, they will respond in ways to improve the quality of their 
patients. They all want to provide the best quality care. 

Senator STABENOW. Just as a follow-up, though, Dr. Weaver, and 
maybe for anyone, we have this quality reporting initiative that we 
set up under Medicare, and we only have about a third of the phy-
sicians right now who are actually using it. And in 2015, it goes 
from an incentive to a penalty. 

What are the barriers? Why aren’t more physicians doing it, 
since we are talking about a data-driven system? 

Dr. WEAVER. Well, let me respond to that, at least my feeling, 
and that is, CMS is currently promoting a lot more transparency 
with data. But the measures that are reported—readmission rates, 
smoking cessation, and these things—they are very, very crude 
measures of quality, and they do not really accurately tell you 
whether you have a good doctor, a great doctor, or someone who 
is not so good. 

The CHAIRMAN. What should they report? 
Dr. WEAVER. I think that they want—as others have suggested, 

they want to report the things that they think are important and 
that they have developed within their own specialty societies that 
they believe are the most important problems: here is how to meas-
ure them, give us the data back so we can benchmark against our 
peers, and they will improve. 

Dr. MCANENY. If I might respond to that as well, oncology, for 
years before this came up, developed the Quality Oncology Practice 
Initiative, which was a bunch of oncologists sitting around asking, 
what can we do, what could we measure so that we can improve 
what we do? 

This costs money for our practices to participate in, but thou-
sands of oncologists have already participated, willingly spending 
that money to do a better job. And we can craft measures that real-
ly are pertinent to what we do every day, and when we complete 
one measure, then we can say, ‘‘Okay, everybody has that. Let’s 
move on to the next thing. Let’s do the next step.’’ And each of the 
specialties can do that to create their own quality system instead 
of having a broad-brush, generic measure. 

Dr. WEAVER. As well as, it will be more flexible. I think about— 
and I am sure all of you have heard about the time-to-treatment 
in people with heart attack. Well, the College of Cardiology put to-
gether a program many years ago, and hospitals moved from hit-
ting the goal 50 percent of the time to essentially 100 percent ev-
erywhere. 

Doctors want to move on to the next issue after that. You have 
that one done. And you cannot regulate this iterative process. You 
have to allow the specialty to see where are the voids right now 
and incent physicians to participate and make sure there is infra-
structure in order to collect this kind of credible clinical data, and 
you will have a much more reactive and fast turnaround in improv-
ing quality. 

The CHAIRMAN. Senator? 
Senator BINGAMAN. One of the things we tried to put in the Af-

fordable Care Act was a focus on reporting about outcomes, because 
it seems to me that a sort of underlying or overarching dataset that 
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should sort of span all of the various specialties would be, how do 
we get accurate reporting on outcomes for patients? 

Is that realistic? Is there a way for someone, for CMS or the gov-
ernment or anybody else, to say, ‘‘Okay, here is what we want re-
ported on that relates to how well people are doing after they get 
this treatment’’? 

Dr. Opelka? 
Dr. OPELKA. If I could. Thank you very much for that question. 

The College of Surgeons’ registry programs are risk-adjusted out-
comes reporting, and it is very effective. 

So, for example, in the field of general surgery and vascular sur-
gery in over 500 hospitals, we collect roughly 100 to 130 data ele-
ments over 30 days on a patient’s care. That data then churns out 
into a risk-adjusted expected outcome, and we measure the actual 
outcome against the expected. 

That is very meaningful to the delivery system. And these are 
team-based care systems. It is not just the surgeon. It is the 
nurses, it is pharmacy, it is everybody there, it is primary care, it 
is linking to my colleague here. 

I do not have good surgical outcomes unless I have a good pa-
tient to work with to begin with. So I can now measure and see 
what are the drivers for better care. 

We have actually been working with CMS, and really I applaud 
their efforts in performance measurement. We had to start some-
where, and we started with measures that were less than perfect, 
but it has moved us all. 

Data is a drug, and we are addicted to it. We cannot get enough 
data, and we want meaningful, actionable data. So we partnered 
with CMS and started to show them how the current datasets they 
have do not get them the answer they want, and we are showing 
them more meaningful datasets. And where we need help is, how 
do we actually expand this infrastructure beyond 500 hospitals into 
4,000 hospitals, and how do we link this beyond surgery into sur-
gery and primary care, across a patient continuum? 

So it is not about how well I took someone’s colon cancer out, but 
it is more about how well the 18 months of critical cancer care 
drove the best outcome for that quality. And we are closer today 
than we ever were, but there are a lot of things that we need to 
do, some infrastructure components we need to build upon and 
build into the business models, so everyone is aligned and we all 
have shared incentives. 

We are really very excited about going forward, and we actually 
are looking forward to taking that next step. 

The CHAIRMAN. Dr. Stream? 
Dr. STREAM. Just as I do not think there is a single payment so-

lution across all specialties—because there are unique differences 
in the question about quality—the issue for primary care is often 
about treatment of chronic illness, and the payback time to have 
good outcomes might be 5, 10, 15 years. 

My good diabetic management of my patient today is to avoid 
them being on dialysis 10 years from now. So instead, these quality 
measures use proxy short-term measures: what is your blood sugar 
control, have you had your feet checked, have you had your diabetic 
eye examination? 
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So we end up using these proxy measures that are not truly out-
come measures, because the timeline is too long. And then you get 
into a debate about, are the proxy measures the right measures? 

And to Dr. Hoven’s point about developing good measures, we 
want to make sure that those are valid measures that reflect re-
ality, that they are the things we should be measuring and should 
be working to improve to get those eventual outcomes. 

The CHAIRMAN. Go ahead, Jon. 
Senator KYL. That is all right. Maria had her hand up. 
The CHAIRMAN. Maria? Senator Cantwell? 
Senator CANTWELL. I want to follow up, Mr. Chairman, on qual-

ity and outcomes. 
You were talking about, obviously, quality and outcomes, and one 

of the things in the Affordable Care Act is moving to this value- 
based modifier system. And so, when you look at what some of the 
estimates are on Medicare waste—$120 billion per year due to un-
necessary tests and procedures. 

So, have we not proven that we can deliver better care at lower 
cost, and now it is just about figuring out how to implement that 
system so that people are, as you were saying, incentivized to do 
the right thing as opposed to the—— 

Dr. HOVEN. I can jump in on this, if I might. This is a good first 
step. I think, clearly, the concepts are in there. What we have to 
now do is look at the methodology, be sure that the methodology 
is appropriate for what we want to get accomplished, and that it 
gets us to a good place. 

But I do think it is a good first step. We are in the process of 
reviewing all that. It just came out in the new rule. So I think we 
will be getting back to you all on that. But I do believe it is a good 
first step. 

Dr. WEAVER. Let me make a couple of comments, Senator Cant-
well, about this, and they are about value-based reimbursement. I 
personally am very worried about the way it is structured. 

It plans to use Physician Quality Reporting System measures, 
some prevention measures, and as well, look at cost that is re-
gional. And I have to tell you that what people have said today is, 
you need meaningful, credible data in order to do any adjustment 
for what the outcome or what the cost should be. 

I lived in Seattle. When I moved to Detroit and I looked at pa-
tients who had heart failure, I had never seen a population like 
this before. They would never get adjusted for adequately with ad-
ministrative data. 

You have a population in which 25 percent of the people grad-
uated from high school. They are working just to stay alive. You 
have people who have burned out their kidneys with longstanding 
hypertension when they are 35 years old. I never saw that in Se-
attle. 

These patients in Seattle and Detroit both have heart failure, but 
they are very different people, very different kinds of people. And 
so, taking crude measures to try to adjust severity and adjust pay-
ments would be a huge mistake, in my mind. 

And so the value, if you will, of some of these specialty initiatives 
is that people literally spend many, many, many hours trying to 
figure out what is going to be legitimate here when you do risk ad-
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justment and what is not, and they are the experts. They under-
stand the disease, and that you have to be very careful. 

The other thing that the cardiologists have been using is Appro-
priate Use Criteria, and what these are are, a panel gets together, 
including a panel of payers and the physicians and other experts, 
and they look at a lot of conditions for which we really do not have 
solid guidelines. It is just the science is not there. And they say, 
‘‘This seems to be reasonable, knowing what we know, and this is 
not so reasonable.’’ 

A year ago, we started providing feedback to the hospitals on the 
use of stenting, and there were a proportion of cases in which they 
were considered to be unnecessary or inappropriate. Now, we never 
expect that number to be zero because there are individual dif-
ferences and so on, but you ought to be pretty close to what the 
national benchmarks are for these numbers. And so we have seen, 
since we have started producing this, a decline in that number. 
And, in fact, if you look, there has been a decline in stenting proce-
dures the last year or 2 years in the U.S., and it is predicted to 
go down further. 

So providing credible data, giving it back to those docs, will 
change the way in which they behave. 

Senator CANTWELL. I certainly believe in credible data. And I do 
not know, Dr. Stream, if you want to weigh in on this. 

When I think of Spokane, I think it is a great place, and I cer-
tainly think that the city title of ‘‘near nature, near perfect’’ is a 
good symbolism, but I do not know that we are talking about 
healthier populations here or we are talking about healthier prac-
tices. And I certainly think we have healthier practices in the 
Northwest, rewarding things that have driven down cost and pro-
duced better outcomes. 

And frankly, people in our region are very frustrated that we de-
liver care that way and get less reimbursement, and less people 
want to go practice there, because somebody can go practice some-
where else where they can run up the bill to the America taxpayer. 
And my constituents, they will be happy with good data, but just 
to assume that they are healthier and that someplace else is sicker 
and we should just pay more, is not going to work. 

And so I am glad we are moving down this track, and I guess 
we are just going to have to focus on what good data is. 

So, if you have any comment on that, Dr. Stream, and also on 
what we need to do to encourage graduate medical education. If we 
are looking at the numbers that we are looking at to get medical 
homes in primary care, we have a big gap right now encouraging 
primary care physicians. And what do we need to do for graduate 
medical education to really get that workforce plugged in? 

Dr. STREAM. So, several questions in there. Certainly, we need 
good data about all of these things, care practices, but populations 
do differ somewhat. Inner city populations with more poverty, less 
education—those social determinants of health have a huge impact 
on the health of our public. 

So we need good data about both so that, if we are making risk 
adjustments, they are true and accurate. 

I can speak to value-based purchasing as not necessarily a pro-
gram, but as a concept that applies to primary care, and we abso-
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lutely have to build a stronger primary care foundation if we are 
going to have any success improving the quality and cost-effective-
ness of our health care system. 

And that really is this blended payment model that supports the 
Patient-Centered Medical Home model, decreasing over time the 
importance of fee-for-service, having a meaningful care manage-
ment fee that does this care coordination, prevention, and wellness. 

And then the piece that gets to your question is that shared sav-
ings piece or, if it is pay for performance, it could include both 
quality measures and appropriate use efficiency sort of criteria. But 
that would be that third leg of the stool about payment to support 
primary care. 

But you are also right, and I appreciate you teeing it up, about 
the workforce issue. And I would emphasize that decisions made 
that influence specialty payment have a huge influence on specialty 
selection of our medical students and currently have a strong dis-
incentive for people to choose primary care. And we have to narrow 
that income gap between primary care physicians and median sub- 
specialty income to have the impact we want. 

Senator CANTWELL. And just for what everybody has been talk-
ing about, do we have the workforce now to implement the strategy 
that we are talking about? 

Dr. STREAM. Absolutely not. 
Senator CANTWELL. All right. Thank you. 
Dr. HOVEN. If I could follow up on that, Senator. The whole issue 

of medical school education, graduate medical education: we at the 
AMA have been looking at this very critically. And this is a prob-
lem which preceded current issues surrounding payment and deliv-
ery. This is not new. 

Looking at spots for graduate medical education, changing the 
curriculum in medical schools, making sure that primary care is 
being taught and rendered in places not necessarily traditional for 
primary care education, that we are opening and expanding the 
venues in which we can do the education, is really important. 

So all of these things are on the table as we talk about it. It 
takes 7 to 10 years to grow a doctor, and we have to get those slots 
filled out. We have to have more funding towards that as well, and 
it is one of the priorities that is part of this whole discussion. 

Senator CANTWELL. Thank you. 
Senator KYL. Mr. Chairman? 
The CHAIRMAN. Senator Kyl? 
Senator KYL. Thank you very much. When I first started law 

school, one of the things that was impressed upon me was the dif-
ference between a profession and a business, and it was all about 
the individual client. You had to give your absolute commitment to 
that client, whether the client could pay or not and regardless of 
their idiosyncrasies and so on. 

And I began to practice insurance defense work and found that 
it was true in spades of the medical profession. Data is collected 
to provide information about averages, but every patient is an indi-
vidual. And I know that all of you are committed to treating every 
one of your patients as an individual. 

The rub comes when you are treating patients who are paid for 
by the U.S. Government under a set formula of one kind or an-
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other. And my question to you is, in devising—and we recognize 
that the formulas, the pay scales, however they are going to be-
come embedded in a replacement for SGR, will need to be devel-
oped by the professions themselves to take into account individual-
ized circumstances, including regional circumstances in the coun-
try, as Senator Cantwell was just pointing out. 

But my question is, is sufficient attention being given to the re-
quirement that the care really be patient-centered? When the pa-
tient walks in the door, I have one obligation and one obligation 
only: to take care of that patient to the best of my professional abil-
ity. But at the end of the day, I have to get paid, but not to have 
the payment drive the care. 

And then a second sort of related question is, when we deal with 
this, because of our unique budget requirements here in the Con-
gress, we have to set a 10-year plan out. And it is very hard for 
us to know whether the 8th and 9th and 10th year are going to 
work with what you are recommending for us in year 1, 2, and 3, 
and so on. 

And just for our own purposes, I wonder if you have any sugges-
tions for us. And if you want to think about this and get the infor-
mation to the chairman later, how would we devise something that 
we think is going to work over a shorter period of time, even 
though we really do not know over the longer period of time? That 
was one of the problems with SGR to begin with. 

Thank you. 
The CHAIRMAN. Dr. Opelka? 
Dr. OPELKA. Mr. Chairman, thank you. And, Senator Kyl, thank 

you for the question. 
Two responses to this, in my mind. Where we begin with per-

formance measurement and valuing services is still in the silos of 
care. It is in the various different performance programs, and it is 
not as patient-centric as it could be. 

And, as we start to spread performance measurement across 
bundles and ACOs and we look at population-based performance, 
how well we are taking care in a continuum, and we start sharing 
the attribution, it becomes more patient-centric. 

So where we were 3 or 4 years ago when we started really push-
ing hard on physician performance measurement was just at the 
beginning: how do we begin to measure individual physicians and 
reward them, the hospitals, and reward them? 

We have grown over the last couple of years to start to under-
stand some of the points made by my colleagues at this table and 
from input from all stakeholders, from the purchaser groups, from 
the private payers, from patients, who are helping us look at this 
and say, ‘‘Well, this is a better measure because it really is more 
meaningful to the patient.’’ 

And as we move to that, it does not necessarily fit within the 
payment structures or silos of payment. So we have to look at al-
ternative payments, which is my second point, and that is where 
we have proposed replacing the SGR with a value-based update 
which says, let us pick a target. We want to improve cardiac care 
this way, and it is not just the cardiologists, it is primary care, the 
cardiologists, it is the cardiac surgeons, it is anesthesia, it is pul-
monary, everyone who touches that patient will be involved in in-
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centives; that is the target we want to get to, and let us strive to 
get to that target. 

So I think we are becoming more patient-centered. We are not 
quite there yet, but we think replacing the SGR with something 
that actually is patient-driven targets—does it get to 8 to 10 years? 
I hope so, but it may take us 8 to 10 years to even get to that 
point. 

Will it be something else, 12 years from now? We are always 
evolving this. So I am not going to say this is forever. 

The CHAIRMAN. That is a fascinating question. Does anybody 
want to respond to that? Yes, Dr. Stream? 

Dr. STREAM. I would like to respond to the patient-centered part. 
And I agree completely. When a physician is in an examination 
room with a patient, the patient’s best interests should be the high-
est priority, making sure that that patient gets the treatment that 
they need that will improve their health, improve their quality of 
life. 

But what we are finding is—and it goes to Senator Cantwell’s 
comment—we know that our system currently provides care that 
people do not benefit from. And my responsibility as someone’s 
physician is to make sure they get the care that they need but do 
not get care that does not enhance their health. And that is where 
I think—and it does not give an easy solution to the SGR problem, 
but it is a potential for cost savings, to eliminate care that does not 
contribute to people’s health. 

And that is an area where Dr. Weaver was mentioning stenting 
data, and the power of that information—physicians want to get A- 
plus in their scores, and so, when they are comparing themselves 
to one another, that is another aspect of professionalism, excellence 
in your profession. So we need that going forward. 

The CHAIRMAN. Thank you. Dr. McAneny? 
Dr. MCANENY. Thank you, Senator. 
Senator Kyl, I think one of the answers to your question about, 

why is the care not as patient-centric as it could be, is in the silos 
of payment, that we pay by area of the country. So that areas such 
as our area in the west, New Mexico and Arizona, have lower pay-
ment rates for the same service. 

There are differentials in the site of service; the same service in 
a different setting, a hospital, a physician office, is paid for dif-
ferently. 

If we had the payment follow the patient more, that would do a 
lot to go patient-centric in terms of how we focus on that care. And 
I think breaking down some of those silos so that the money can 
follow where the patient is best treated will allow us to move pa-
tients from more expensive sites of service to less expensive sites 
of service and make that a very valuable part for health care. 

I am also very concerned about the whole workforce issue. ASCO, 
American Society of Clinical Oncology, did a study some years ago 
looking at the number of oncologists that we are currently pro-
ducing versus the number that we are going to need in the next 
decade, and about a third of cancer patients may never be able to 
see an oncologist because there simply are not enough of us. 

So we are working hard on trying to create new teamwork meth-
ods of care so that we can get the expertise we need out to those 
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patients, put them in the right side of service. I think the most ex-
pensive drug we give someone is one that does not work. We are 
hoping that with personalized medicine and with very good tech-
niques of figuring out what will work on a given patient’s cancer, 
we will be able to avoid a lot of those unnecessary processes that 
you are talking about. 

Doctors are really interested in doing that. It does not benefit us 
at all to go to a patient and say, ‘‘I’m sorry, this didn’t help.’’ 

The CHAIRMAN. Senator Hatch? 
Senator HATCH. In my earlier life, I was a medical liability de-

fense lawyer, defending doctors, hospitals, nurses, health care orga-
nizations. And we used to tell doctors, ‘‘You need to overdo every-
thing. You need to make sure that that history of that patient 
shows that you went way beyond the standard of practice in the 
community,’’ so that if you ever did get sued, you could at least say, 
‘‘We went way beyond what really the average doctor would have 
done.’’ 

In the process, I became convinced that unnecessary defensive 
medicine—we all want necessary defensive medicine, but unneces-
sary defensive medicine is extremely costly. 

If I was a doctor today, I would be doing exactly what my advice 
was 37 years ago, and really doing everything I possibly could. I 
do not expect you to opine on what it is costing the health care pro-
fession just for unnecessary defensive medicine, but it is a whop-
ping amount of money, a lot more than the CBO says. 

I remember the CBO Director said $10 billion a year. I chatted 
with him, and he finally came up with around $50 billion a year. 
But I think it is approaching $200 billion or $300 billion a year 
when you consider how health care is so important in our lives 
today. And a lot of that is because we just cannot seem in the Con-
gress to resolve this issue so that doctors can handle it. 

Now, I would like each of you to give some thought—I have real-
ly enjoyed your comments here today. But I would like each of you 
to give some thought and maybe even send in writing to us what 
we might do. 

You have Democrats who do not want to offend their personal in-
jury lawyers. You have Republicans who do not think there has 
ever been any reason to sue for medical liability, not many, but 
there are some. But you have the two extremes, in other words. 

And it would be wonderful for us to get, especially from the 
American Medical Association, but from each of your groups, just 
what you think this is really unnecessarily costing our society be-
cause of medical liability concerns. 

I would like to have you take the time and send that to me, if 
you would, but certainly to the committee. 

Let me just ask one other question, because, interestingly, we 
hear about the death of the private practice today. Indeed, many 
experts who track the health sector have raised concerns about the 
uptick in hospital acquisitions of private practices. And this is for 
any of you who care to answer it. Do you believe hospital acquisi-
tions are occurring at a greater rate, and, if so, what is causing the 
trend and is it likely to continue, and what are the implications for 
the cost of care in the Medicare programs? 

Yes, ma’am? 
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Dr. MCANENY. Senator Hatch, I think you have hit the nail right 
on the head. I know that in 2010, about a quarter of oncology prac-
tices were sold to the hospitals, and I think the statistics were clos-
er to 50 percent of cardiology practices. 

Part of that, again, is the economics. Under the physician fee 
schedule, we are paid about two-thirds of what the same service is 
paid for under the hospital outpatient Prospective Payment Sys-
tem. 

So a hospital outpatient department can be paid significantly 
more for the same service. And I think that we will discover—in 
our workforce study, we also looked at the volume of patient care 
given by a hospital-employed physician versus a small business pri-
vate practice physician, and there was about a 60-percent dif-
ference. 

At a time when we have a shortage, I am not sure we can afford 
that. I am not sure we can afford to pay more for the same service 
in this time of escalating health care costs. 

I think we really need to look at very efficient mechanisms to re-
arrange how we deliver that care and go for the most cost-effective 
site of service. 

Dr. HOVEN. If I could jump in on that as well, I think we have 
to be careful, though, because hospitals, along with physicians, if 
they are collaborating together to do improved outcomes, cut the 
cost. If what they have in place is working, we have to look at that 
side of the coin as well. 

So I think this must be a balanced discussion going forward. We 
have great concerns about this. And I would agree with Dr. 
McAneny, but we must look at the balance of this, because I think 
there are some systems out there that are working to make it bet-
ter for physicians and the hospitals and patients, most importantly, 
to get the job done. 

Dr. WEAVER. I would just add to what my colleague said here, 
that there has been a major change in cardiology. It is not every-
where. But in Indiana, 95 percent of the cardiologists work for 
some health system or hospital, and there has been a great move. 

And as best we can measure, a lot of it is due to just the uncer-
tainty right now in finances. It is like, if you have a practice, and 
these are small businesses, what are you going to do at the end of 
the year if there is a huge change in physician payments? 

I saw people in the Detroit area, some physician practices, for in-
stance, when we had a delay in kicking SGR down the road and 
there was nothing coming from Medicare, it was either—it was like 
they were worried about paying their staff. They did not want to 
lay their staff off, whose husbands may already not have a job and 
that sort of thing, and they went bare for weeks. And that uncer-
tainty says, maybe I should do something with a little more secu-
rity to it and be part of a larger health care system. 

So, if you want to integrate us all, that is a good way to do it: 
just create a lot of uncertainty. On the other hand, as Dr. Hoven 
points out, when you have doctors and hospitals working closely to-
gether—because now you have solved the alignment problem—they 
will align and try to create better value. 
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The CHAIRMAN. We have an SGR problem facing us, and it is not 
very far off when we have to extend. Do we just extend it again 
another year? If we do not, what changes do you suggest? 

These are all great ideas. It is fascinating. It is very stimulating, 
this discussion. But we have a practical question looming, and that 
is, what do we do about all this in the short term, as well as long- 
term? 

To me, I mean—Senator Kyl asked the question about more indi-
vidualized treatment. I guess the question of personalized medi-
cine, all this fancy stuff you read about in the papers, the genome 
sequencing and DNA sequencing, and especially in oncology—— 

There was a very interesting article a few days ago about a lady 
who got a very fancy treatment, a specialized cancer treatment, a 
unique cancer, and it actually cured her, but then she died 2 weeks 
later. 

Then there is stem cell research developments that are going to 
occur over time. Things are just changing so quickly. 

So how in the world—what should we do in the short term and 
what should we do long-term? What should the Congress do in the 
short term and the long term as we deal with this practical prob-
lem of extending the SGR? 

Dr. OPELKA. Mr. Chairman, we have included in our testimony, 
the first bit, the foundational elements of our thoughts from the 
American College of Surgeons about replacing the SGR. Now, in 
terms of how to pay for it, I cannot go there. 

The CHAIRMAN. Unfortunately, we have to go there. 
Dr. OPELKA. Yes, sir. But that is a higher authority than I have. 

So, when I look at this though, what do we replace this with? With-
in this entire context of this discussion we are having today, we are 
all moving from the volume world to the value world, and we think 
that is the replacement. And we think it is a patient-centered ap-
proach that should be taken. 

We think you set the updates by setting targets based on value. 
Did we achieve this value? And it is a patient-centered target. 
What do we need to do in the 10, 15, 20, 100 measures that we 
have in surgical care? What do we need to focus on for those pa-
tients as targets that then drive an update? And those have to 
have a down-side and an up-side. 

What do we do in chronic and preventive care to drive improve-
ment with my colleagues in primary care? What are those targets? 
What do we do across all of cardiac care? We need to set targets. 

We have hundreds of measures today. If you look at the National 
Quality Forum’s measure library, there are over 800 measures in 
there. Which ones are critical? Which ones are going to be mean-
ingful and actionable and are meaningful enough to you as targets, 
that this is better quality care, safer care, and more affordable 
care? Let us set those out as targets and then award the SGR tar-
get, replacing it with a value-based target, and make it a patient- 
centric target. 

That is our proposal, in short. And what do we need to do in the 
short run with that? Some initial pilot modeling and how we actu-
ally begin it. We are building the alliances across the specialties of 
medicine to do this. And then, how do we roll it out and phase it 
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in? And we have a 4- to 5-year phase-in plan that we think can 
be implemented with, yet, some roll-your-sleeves-up work. 

The CHAIRMAN. Now, is this for surgeons, or is this for other spe-
cialties as well? 

Dr. OPELKA. It is for the patients. It is across all patients. 
The CHAIRMAN. All patients and all care. 
Dr. OPELKA. It includes rural programs, it includes chronic care 

prevention programs, it includes—instead of being surgery-related, 
it is patient-centered. What is a digestive disease program that we 
need to improve, which would be gastroenterologists, primary care, 
and surgeons? What are cancer programs, which is not just oncol-
ogy? It is radiation therapy, surgeons, and primary care. 

You cannot get away from primary care. They are tied to every 
one of us. How do we set targets that actually—we can go out to 
the community at large and say, ‘‘We have a problem in this area 
in this country, and we are going to set a target to improve it.’’ 

The CHAIRMAN. Dr. Weaver? 
Dr. WEAVER. Just a couple of comments. I think what you have 

heard from all of us this morning is, unfortunately, these improve-
ments are going to be iterative. They are going to take time. They 
are not going to be there on January 1st. 

I will give you an example, though, of something that did happen 
on January 1st of this year in southeast Michigan, and that is, the 
larger employers changed patient deductibles from very modest 
numbers to $3,000 and $4,000 per person. I can tell you that the 
amount of health care these people are getting dropped dramati-
cally. 

People’s co-pays went up. They do not come to see the doctor. 
They decide when they are going to see the doctor. And unfortu-
nately, I mean, it reduces costs a lot, it reduces utilization a lot, 
but patients do not have the ability to know what is valued and 
what is not valued in their care. 

And so they put off prevention, they put off things that ulti-
mately are going to cost us all a lot more. But increasing co-pays, 
increasing deductibles, will change the amount of health care dol-
lars that are spent immediately. 

The CHAIRMAN. Dr. Stream? 
Dr. STREAM. You mentioned personalized medicine, and we have 

this fascination in America with high tech genomics and things. 
One of the most important features of people’s health and wellness 
is having a personal physician, a usual source of care. They get 
their prevention and wellness, they get their acute care needs 
taken care of, their chronic illness care. 

And the way that we are going to save money in the long run 
is in investing in primary care in this Patient-Centered Medical 
Home, and we need to align our payment system to do that. As 
Senator Cantwell mentioned, we do not have enough primary care 
physicians. And so we need to invest in our workforce, in reforming 
our graduate medical education system. 

We are seeing this play out in the private sector with private 
health plans. The Patient-Centered Primary Care Collaborative is 
a national organization that is employers and payers and patient 
stakeholder groups that are really already documenting tremen-
dous success in this direction. 
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Senator KYL. Mr. Chairman, you asked a key question that we 
asked these people to come here and advise us on. Are you ready 
to present to us, as the experts, a process, a methodology for pay-
ment that we could institute on January 1st with some assurance 
that the costs would be within a certain range to the Federal Gov-
ernment and meet the objectives that I think we all agree on here; 
or, if you are not going to be ready to do that then, what would 
you recommend we do? 

Would you recommend we do an update, a positive update, of 1 
percent or 2 percent, with some reporting requirements and 
phased-in pilot programs and so on during that year, so that Janu-
ary 1st a year later, we could make decisions about specific pay-
ment methodologies that would go across the board? 

In other words, respond to the chairman’s question here. We are 
going to have to make a decision in 6 months. What do we do? 

The CHAIRMAN. Dr. McAneny? 
Dr. MCANENY. Thank you. Again, a very important question. I do 

not think any of us are prepared to answer that very quickly. This 
is a huge—it is a 7th of the economy in health care. We are not 
going to be able to fix it by January 1, 2013. 

I think a 30-percent cut will put many practices and many hos-
pitals out of business, and that will cut the amount of health care 
that is delivered. But I do not think that is the intention of any 
of us. 

So I think that, again, we are going to need another positive up-
date. AMA data has shown that, for the physician fee schedule, we 
are currently being paid at 2004 levels. The light bill is not at 2004 
levels in my practice. 

I think we need some time and some stability where we can do 
some pilot projects, because what works—even in my practice in 
New Mexico, the things that work in my Gallup clinic in the heart 
of the Navajo Nation are not going to work in my Albuquerque clin-
ic or in my hospital-based Silver City clinic. There are different 
mechanisms that will be there. 

The Innovation Center got thousands of people, thousands of doc-
tors, wanting to give ideas about how we knew we could save 
money in giving care. So we would like very much to know that we 
had some degree of a period of stability, where we know we could 
count on Medicare to not pull the rug out from under our practices 
and from under our patients, so that we could then work with var-
ious pilot projects that can be area-specific, part-of-the-country- 
specific, specialty-specific, or integrated across multiple specialties, 
to be able to do that. 

I am hoping my Innovation Center grant will prove to you that 
we can take a bundle of payments, take care of patients through 
a continuum of care, and be able to save money. But it is going to 
take us some time to be able to rearrange this system. 

The CHAIRMAN. Dr. Hoven? 
Dr. HOVEN. Thank you. A very, very important question. Updates 

and stabilization, you have heard several now speak to that. I 
think the question of stabilization for practices is a huge and key 
issue going forward. 

There is a huge amount of work out there already underway, 
Senator Kyl, on the models, the way we deliver care and how care 
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will be paid for. They are going to be multiple in type, not one size 
fitting all. These practices cannot endure that because they are dif-
ferent, based on the practice, the location, the patients served. 

So we have to be willing to say there is probably going to be 
more than one delivery system. There may be more than one pay-
ment system to follow that delivery system as well. But we will not 
know until we do that. 

One of the things which you all could do now would be to allow 
physician practices to roll into a model of whatever they choose to 
do when they are ready to do it so that there is not a limited win-
dow of time. Right now, the window opens and then it closes, and 
nobody can get in there and get the work done to get ready for the 
infrastructure changes to happen. 

In rural and primary care practices in parts of this country, get-
ting the funding out there to help them get the infrastructure is 
a key issue. It has to take place in order for them to be partici-
pants. But we cannot expect them to change overnight. 

But we can get them enrolled in these programs if we provide 
them the wherewithal to do it and the timing allotment that will 
do it. 

The other thing we have to do fairly quickly is the Medicare data 
system. And you have heard repeatedly now today, we have to have 
the data that we need in order to do the quality work. 

Physicians want to participate in the quality programs and, in 
fact, in some of the earlier discussions, the relevance of the meas-
ures, et cetera, being used, the whole issue of the mechanics of the 
way these programs work—they do not work particularly well for 
physicians. 

And then, again, another opportunity here is what we refer to as 
the deeming opportunity, which was in our written statement, 
which allows physicians who are already participating, like Dr. 
McAneny’s program, in a very high quality program with improve-
ment outcomes, let that count towards this entire issue of physi-
cian participation. 

So those are some fairly straightforward things that could be 
done in the short term as we get to the final payment and delivery 
models that we are going to end up needing to use in this country. 

The CHAIRMAN. What is the Medicare data problem that many 
of you are referring to? What is the problem? 

Dr. McAneny? 
Dr. MCANENY. I have an example that I can use from my own 

practice. 
The CHAIRMAN. Sure. 
Dr. MCANENY. We participated in the PQRS, since it was PQRI, 

from the beginning. I am a fully electronic practice. We have been 
paperless since 2002. So I know I have data on my practice of what 
is done. 

Yet, last year, we filled in all the PQRS updates, and I can prove 
that I have the documents for each one of those. Yet, when I turned 
it in to Medicare, we did not get any of those updates. They said, 
‘‘Your data was incomplete.’’ 

I said, ‘‘I have my data.’’ They said, ‘‘No. Ours says you didn’t 
do it.’’ And that is just one small example of some of the flaws in 
the Medicare system in terms of rapid turnaround for data. 
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If we are going to manage a population of patients in the medical 
home, we have to have real-time, very good data where our pa-
tients are, what care they are accessing, what site of service they 
are doing it in, what are their complications, what are their co- 
morbidities, who are their other doctors. 

We have to have that data practically real-time if we are going 
to be able to save the system money. But if you get data from 
Medicare, you get it a year, a year and a half later, when it is his-
tory. We need it now. 

So we really need Medicare, CMS, as a partner to work with the 
physicians to be able to—— 

The CHAIRMAN. So what does CMS say? ‘‘We don’t have the 
money to update our systems.’’ What is their response? 

Dr. HOVEN. They are working with us. 
The CHAIRMAN. Is there a legitimate reason? 
Dr. OPELKA. There is a current structure, Mr. Chairman, that 

the way the data is pulled in and then analyzed, it is, for example, 
2012, we are looking at 2010 data. 

And so, how does that become actionable and meaningful? When 
you get your report, it is really just tied to an update in finances 
and not to clinical care. And we want it tied to clinical care so we 
can make actionable statements about patients. 

So that is the problem, using claims data that then has to be ag-
gregated and analyzed when that year is closed out. And by the 
time it is analyzed and presented, another year has passed. That 
is why we are looking at other data systems that will get to the 
target you are asking us to get to. 

And, if we had access to these other data systems, they are real- 
time, they allow us to say, that happened last month, that cannot 
happen this month; we need to put an action plan in place to cor-
rect that. But that is part of the big disconnect, and it is not for 
lack of trying. It is just the wrong dataset to drive the goal that 
we are trying to reach. 

Dr. WEAVER. The other place you can help us is the private in-
surance. Their data is much more rapid, but they are not very 
transparent with their data. 

The CHAIRMAN. True. 
Dr. WEAVER. And for us to manage ideally, we should have 

everybody’s data on those patients whom we are trying to manage 
in order to do it best. It allows us to look at claims data and clin-
ical data at the same time. We are prepared to do that, but it is 
almost like it is proprietary to some of these payers. 

They do not want to share it with you, and yet, they are spend-
ing millions and millions of dollars collecting it. 

The CHAIRMAN. I know that is true. I met with insurance compa-
nies not long ago and they showed me all this ‘‘gee whiz’’ tech-
nology they have on claims data. 

Dr. WEAVER. Yes. 
The CHAIRMAN. They know everything about everything. You 

pull back the screen, you would think that you were down in com-
mand central somewhere. I asked them, ‘‘What about outcomes?’’ 
And they were a little hesitant at that. I said, ‘‘Well, do you share 
that with your hospitals and with your practices?’’ The answer was, 
‘‘Well, if they’ll pay for it.’’ 
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Dr. STREAM. And the challenge for the practice is, you might 
have 10 percent of your population in each of six different pro-
grams, and then you have your Medicare data and your Medicaid 
data, and it is not collated in any single place. 

They use the claims data because it is what they have. 
The CHAIRMAN. Exactly. 
Dr. STREAM. But they really need, as we make the transition— 

to change more broadly in our practices, we need to move to pro-
viding more clinical data. 

The CHAIRMAN. I would like to press you a little more, if I could, 
though. It is a question I asked and that Senator Kyl asked. What 
do we do short-term, long-term? We have to be consistent, but flexi-
ble in different parts of the country. And I think we have some un-
derstanding of all that. But we do need some ideas on what to do. 

Dr. STREAM. I mentioned in my opening remarks H.R. 5707. It 
is a bipartisan House bill. I would encourage your consideration of 
its provisions. 

You have heard from all of us the importance of providing some 
predictable stability in physician payment, particularly for primary 
care. It operates on a much thinner margin, particularly in our 
small practices. 

The recurring annual, or sometimes multiple times per year, po-
tential cliff in payment is a huge stifling factor in investing in prac-
tice transformation for this future that we know we need. 

So this bill has a repeal, it has a positive update, and then it has 
declines in fee-for-service payments in the later years once we have 
these new models tested to take the place of pure fee-for-service. 

Dr. OPELKA. To the specifics of Senator Kyl’s question, can we 
have something ready for January, it would be a really big push 
for us to push our model to that point. We are just now trying to 
sort through, how do we actually score this and show you the abil-
ity that this has to reduce cost and improve quality at the same 
time? 

So, in short, I think we are going to need a bridge, but also, we 
could use help from the Innovation Center as to how we are looking 
at data and how we actually get that data at a meaningful point 
so that we get adequate scoring in the value-based update model 
that we are proposing. 

So there is an opportunity for us to work more closely with the 
Centers for Medicare and Medicaid to actually do the work we need 
to get the scoring of the modeling so that we can, by that subse-
quent year, give you a more complete package. And we think it is 
in alignment with our entire conversation about value and about 
patient-centeredness. 

So we do believe we can do it, and we are ready to roll our 
sleeves up on it, but we could use some help in getting access to 
and partnering with the knowledgeable side of the Innovation Cen-
ter and what they could do to add to this. 

Dr. HOVEN. One of the other things I would throw in on this— 
and I agree with what Dr. Opelka has said—is the whole issue 
around care coordination and transition of care. 

The new codes need to be in place. Payment for this—I mean, 
there are going to be some up-front expenditures, but care coordi-
nation is extremely important. You have heard that earlier in our 
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discussions today. It will result in long-term savings, but we have 
to get the ball rolling and make it meaningful. 

We could talk for hours about how folks fall through the cracks. 
That is not patient-centered, necessarily, although we try like heck 
to make it so. But we do need help in that particular area as well. 

The CHAIRMAN. Senator Thune? 
Senator THUNE. Thank you, Mr. Chairman. Thank you all for 

your insights. 
I know most of you represent more populated areas of the coun-

try or work in those areas, but I wanted to just raise an example 
of some of the challenges that we are facing in rural parts of the 
country when we talk about SGR reform and financial stability for 
our health care providers. 

In South Dakota, it should not be any surprise that most of our 
providers are highly dependent upon government payer sources, 
and here is an example of one of the towns in my State. This is 
Chamberlain, SD. It has a population of 2,300 people. It has a 
payer mix of about 40 percent Medicare, 20 percent Medicaid, 20 
percent IHS, and 20 percent private insurance. 

So you have 80 percent of the revenue tied to what tend to be 
unstable Federal payment systems, and they are struggling to keep 
up with reinvesting in critical facility upgrades and nursing re-
cruitment and all those sorts of things. 

And the other point I wanted to make about that is, it is very 
hard to recruit and retain providers, physicians, in some of these 
rural areas. And I am curious to know—I am going to give you an-
other example. In South Dakota, we have an estimate that 27 per-
cent of the population resides in areas that lack sufficient family 
practice, internal medicine, or OB/GYN, which is 48th in the Na-
tion. And so, recruiting and retaining quality physicians has tradi-
tionally been a challenge for hospitals in rural communities. 

I am wondering what your thoughts are about the lack of an 
ability in rural settings to cost-shift. Most people in more urban 
settings cost-shift to your private payers. And because the margins 
are so thin with regard to government reimbursements to physi-
cians, and particularly in the primary care area, that is impacting 
the ability of rural areas to recruit and retain physicians. 

You have this high amount of the payer mix that is government 
sources. The cost-shifting that many areas can do is not available, 
at least not on the same level, in some of these rural areas. But 
it strikes me that that is really impacting our ability in the rural 
parts of the country to be able to get people to come out and prac-
tice. 

Again, it comes back to the whole point of payment reform and 
what we can do to incentivize physicians to work in these areas. 

I am just curious if any of you have observations about that. 
Dr. STREAM. I currently practice in a small metro area, but my 

first practice was in a community of 2,700 in central Washington, 
12 miles from the nearest hospital. I understand the problem that 
you are referring to. 

And it is largely primary care physicians who are out in those 
rural areas. In most practices, even in primary care, only 20 or 25 
percent of their practice is Medicare with a small Medicaid portion. 
And so it is the measures you describe, but upside down. 
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I think what we have to do is, again, realign payment so that it 
supports primary care and use the innovations that we have seen 
in the commercial market, which is, unfortunately, for many of 
your folks, a smaller piece of their business. 

But the medical home pilots conducted around the country and 
coordinated with employers and insurers through the Patient- 
Centered Primary Care Collaborative and others, show huge im-
provements in health care quality measures, but also, cost effi-
ciencies. And it is the reason that we need the Federal payers to 
be involved in that. 

It is why the Comprehensive Primary Care Initiative is such a 
unique, potentially game-changing program for primary care, in-
cluding in rural areas, because it is a collaboration between CMS 
and private payers in the local market to pay this blended payment 
model, to support that necessary practice transformation. 

And we know, not only are those practices more efficient and pro-
vide better care, but the people who work there are happier, and 
that is an important factor in recruiting to a rural area. 

Dr. MCANENY. Thank you, Senator Thune, for that question. I 
come from New Mexico. We are rural and frontier. So I can relate. 

In the small towns where I provide oncology services—one is in 
the heart of the Navajo Nation, another is in the southern part of 
the State—the primary care doctors ask us to please provide those 
services, because patients were electing to stay home and die rath-
er than drive for hours to get cancer care, which is just too sad in 
this country. 

One of the things that I find is that it actually costs more to re-
cruit doctors, nurses, physical therapists, radiology technicians, et 
cetera, to a rural area than it does to an urban area. In an urban 
area, a doctor who shows up with a spouse, both can generally find 
a job. In a rural area, often, one cannot. And we have to work hard-
er and pay more in rural areas. 

Yet, the Medicare system is set up with the geographic price-cost 
indicators, which penalize those of us who have been in rural 
areas, who have kept costs down. So that, when we try to recruit 
people, we are paid less for someone who costs us more. And one 
thing that Congress could do is to take a very strong look at the 
geographic price-cost indicators that adjust all of our payments for 
these rural areas and look at whether or not they truly still reflect 
the cost of providing care. 

I am an oncologist. If I have to have oncology nurses, I am re-
cruiting through a national market. I advertise nationally for peo-
ple to come to Gallup, NM. It is not easy, and we struggle with 
that. 

We have set up our own training programs inside the practice to 
train nurses, to pay them more to become oncology-certified. But 
these are things that we are taking on. 

Your description of the payer mix is exactly my payer mix in Gal-
lup, maybe not quite as good as what you described, and that prac-
tice is losing money, and I am struggling in a private practice to 
keep it alive. 

If the payments were higher for rural and under-served areas 
and populations with severe health disparities to reflect the in-
creased work it takes to take care of people who are socially dis-
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advantaged, then you would be able to move some of the doctors 
and nurses and others from the more urban areas into these rural 
areas, and we desperately need your help with that. 

The CHAIRMAN. Would the rest of you agree with Dr. McAneny: 
pay more for those who practice in rural areas? 

Dr. WEAVER. I would not say it is just in rural areas. I would 
say, many inner cities have the same problem. 

Dr. HOVEN. Equal pay for equal work. 
Dr. MCANENY. Right. 
The CHAIRMAN. What about loan forgiveness? 
Dr. WEAVER. I think that is effective. 
Dr. HOVEN. Yes. We do it in Kentucky. 
Dr. STREAM. There are good State and Federal programs for that 

that are very successful. 
Dr. HOVEN. The other point to this question, as well, is empow-

ering those practices not just with payments, but empowering them 
to be engaged in the whole delivery reform process, and that is 
going to be a challenge. 

The advanced payment program, so they can get their IT-health 
information technology up to speed, is a very important one. The 
other thing is working on mechanisms for them to be able to con-
nect to specialists, other folks not just in their primary care role, 
but the specialists they need to help them manage their patients. 
And I think we could do a better job in working out systems to 
allow that to happen so that they get the support and they do not 
feel like they are hung out to dry, like in eastern Kentucky where 
I am from, and that they can provide the care they really want and 
are able to do. 

Senator THUNE. How much EMR interoperability is there with 
facilities? 

Dr. HOVEN. That is a huge issue, a huge, painful issue. There is 
no interoperability. 

Senator THUNE. It has always been that that was one of the 
things that we were addressing and getting better at. We have peo-
ple come in, experts, and testify that that is not happening. 

Dr. HOVEN. It is not happening. 
Dr. OPELKA. What they are saying and what we are seeing is just 

completely opposed, even within the same vendor, where there is 
a vendor who is version 1.1, and then this institution over here is 
version 2.2. They do not talk even within the same vendor. So 
there is a major barrier there. 

The CHAIRMAN. So how do we incent getting them to work better 
together? I do not think much is going to change until they get 
proper incentives, the vendors. 

Dr. OPELKA. I think there is a lot going on from the Office of the 
National Coordinator in this effort to try to set data standards and 
try to move more consistent data across all these areas. 

Again, the initial move of getting the EHRs out there was, let us 
get everybody digital, and now we have to get digital communica-
tion. We have to get the movement of data, and then we have to 
get the meaningful movement of data. 

So ONC is now at the point of data-to-data movement, and their 
next step is, how do we get to meaningful data? We are the 
content-context experts who can give you meaningful data. We 
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need to have the ONC standards go out there and say, we will get 
you movement of data, and then we can front-end load that with 
content and context. That will give us actionable data. 

Dr. WEAVER. The other area you can help us with is—I men-
tioned this before—criteria for, like, appropriate use of testing and 
that sort of thing, which could increase utilization. That is done on 
the side right now. It needs to be in workflow. It needs to be in 
the EMRs. And the EMR vendors are not stepping up to incor-
porate these kind of decision support tools. 

And that is where we will see changes occur, when we do not 
have to pay extra to collect the data and distribute it versus having 
it part of the EMR. 

The CHAIRMAN. Maybe we should have the vendors here. 
Dr. WEAVER. Maybe. 
Dr. HOVEN. It might help. 
The CHAIRMAN. We can talk to them about this with you here, 

as well. 
Dr. OPELKA. We actually had a meeting with them 2 days ago 

over at the Institute of Medicine, and it is the very first step in 
how do we get there. And again, any direction you can help give 
ONC to get us there would move us that much faster. 

Dr. STREAM. One of the issues is the intermediary that ex-
changes that information, the health information exchanges, and 
there are a number of successful and some not so successful ones 
around the country. And a lot of the issue is, what is the business 
model or payment model that supports them, and they often look 
to the physicians to subscribe to a service that then is going to ex-
change information. 

But it is the system, particularly the private health payers, that 
benefits from that exchange of information. I think we need to pro-
mote a payment model for those health information exchanges that 
is not asking small practices to contribute in order to get informa-
tion exchanged. 

The CHAIRMAN. Go ahead. 
Dr. OPELKA. I was just going to comment very quickly on Senator 

Thune’s comments about the rural issue. And we do not have a so-
lution in surgery, but we are very concerned. And there is decreas-
ing access to surgical care, and, when that happens, you have prob-
lems with trauma, you have problems with acute surgical needs 
and transporting patients. 

I really want to support what Dr. Hoven had said about creating 
partnerships and new ways of delivering care into the rural envi-
ronments. Partnerships from these delivery systems that are form-
ing create some new connectivity, like telemedicine out to the spe-
cialty areas, so that there is early intervention and prevention of 
avoidable, preventable adverse patient events. 

It is deeply troubling in surgical care what we are seeing in the 
absence of surgeons in rural America, and it is something we are 
tracking, but I do not know that we have a solution for it. 

The CHAIRMAN. If we were to have a solution, what might it tend 
to be? 

Dr. OPELKA. Well, I think finding out what the barriers are to 
creating the kind of partnerships we need, getting the right sur-
geon to the right environment for the right time, matching the sur-

VerDate Nov 24 2008 16:51 Aug 08, 2013 Jkt 000000 PO 00000 Frm 00033 Fmt 6633 Sfmt 6633 R:\DOCS\82118.000 TIMD



30 

gical needs. There could be a sense of, how do we actually create 
regionalization of key parts of surgery, and then, how do we get 
rural surgeons out into those rural environments? 

Some of that may be loan forgiveness. Some of that is going to 
be recruiting from the medical schools themselves. As a person in 
Louisiana, a rural State, with medical education, we find when we 
pull in students from the rural areas, there is a good chance that 
they will go back to the rural areas. 

So we are looking for best-in-breed opportunities to come in from 
the rural areas, and we are giving them incentives to come into 
medical school. So it begins very early in the career, but there are 
other steps, too, Mr. Chairman, that you have mentioned, and we 
endorse those. 

Senator THUNE. How much is occurring with patient or surgical 
consults via tele-technology, telemedicine-type approaches that 
might—I mean, that, to me, is one of the partnerships that we 
have seen be at least moderately successful in South Dakota, and 
I think other rural States are doing that too. But there are some, 
I think, limitations to that. 

And I guess to the chairman’s question, are there barriers that 
we could knock out of the way that would enable better use of the 
technology to deliver care to these—obviously, you have to have a 
surgeon there at some point if you have to have that kind of inter-
vention, but it seems like there are a lot of things that could be 
done on the preventive side and in advance of that that could be 
accomplished through other means. 

Dr. OPELKA. Senator, in short, I would have to do more home-
work on that and get back to you. I do not have a sense of what 
kind of penetration there is. There is more than just a case report 
of this being out there. It is emerging. But I do not know that we 
have clear data to answer your question. 

Dr. HOVEN. I am not going to speak to the surgical issue, but I 
know in medicine, internal medicine, and in the specialties of medi-
cine, particularly in neurology, critical care, pulmonary medicine, 
infectious disease, which I do, a great deal of outreach is now being 
done into rural parts of Kentucky via telemedicine programs and 
other communication tools. 

The technology needs to be improved. The standardization needs 
to be improved. But it does work. And recently, in one of our com-
munities, actually, every day, a member of the critical care ICU 
team met video-wise with TeleMed, with a team in a little, small 
community hospital taking care of critical-type patients, and actu-
ally arranged transfer, determined what diagnostic studies would 
be helpful, and began to move that train before it became a catas-
trophe, before someone was seriously hurt because they were not 
able to get to care. 

So the movement is out there. I think we need the tools, the 
technology, and the standards to get this to a place that makes it 
what it should be. 

The CHAIRMAN. Senator Carper? 
Senator CARPER. Let me jump in here, if I can. I apologize for 

missing your comments. I have a simultaneous hearing in the Com-
mittee on Homeland Security and Governmental Affairs, and it is 
the 10th anniversary of the creation of the Department on the 
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heels of 9/11. And it was an opportunity for us to look back and 
look forward at the threats that we are facing around the country, 
around the world. So I apologize for missing much of what you 
said. 

My colleagues would probably tell you that my focus on health 
care reform has been not just, how do we extend coverage to people 
who do not have it, but how do we realize better health care out-
comes for less money or for the same amount of money, because, 
if we do not do that, we are not going to be able to extend coverage 
long to people who do not otherwise have it. 

Among the focuses that I have had and, actually, a focus shared 
by Senator Baucus and Senator Enzi, as well as by others of our 
colleagues, is, is it possible to reduce the incidence of medical mal-
practice litigation? Is it possible to also reduce the incidence of de-
fensive medicine? And is it possible, in doing both of those, to get 
better health care outcomes? 

And one of the things we put in the health care reform bill was 
a $50-million authorization to incentivize States to experiment 
boldly on different approaches. It could be health courts, it could 
be safe harbors, it could be panels of merits, or it could be the kind 
of thing we did up in Michigan; we saw that it works. And like 
what the University of Illinois has done, they have taken the 
Michigan idea, saw that it works, and they put it on steroids to see 
if it is possible to reduce the incidence of medical malpractice, re-
duce the incidence of defensive medicine, and get better results. 

And the answer, in about the last 2 years of good work that they 
have done, is yes, yes, and yes. I would just throw that at your feet 
and ask you to comment, please. 

Dr. OPELKA. Senator, if I could. And Senator Hatch raised this 
issue moments ago. We really did not dig into it at the time. But 
there is a disconnect from the conversation we are having about 
improving the value and how we purchase health care and this 
whole aspect of defensive medicine. 

And there is no way that we can actually fully achieve the value 
we wish unless we actually have evidence-based clinical care 
matched with evidence-based tort. If we do not have evidence-based 
tort reform, then physicians and hospitals are going to continue to 
have to defend their profession with defensive medicine. And that 
is the missed opportunity. 

If we are setting standards for better performance, if we are 
using them for public reporting and payment, then why are we not 
using those as the evidence basis for the decisions we make? 

I do not want to say that malpractice does not occur. I wish it 
never, ever occurred to anyone in any specialty anywhere. But it 
does. We are all human. And when it does occur, people deserve 
to be compensated. 

But if the best evidence was followed and everything was proper, 
then we just understand that is part of our own human frailties. 

We desperately need to look at everything you proposed, whether 
it is health courts, whether it is safe harbors, whether it is evi-
dence-based tort reform, as a necessary adjunct to this value propo-
sition. If we do not, we are going to be forever struggling with try-
ing to contain that cost, and it is a significant cost. I do not know 
if it is $50 billion or more, but it is not chump change. 
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Senator CARPER. I spent quite a few years of my life as a naval 
flight officer back during the Vietnam War and then subsequent to 
that and during the Cold War. I am struck by how we have taken 
an idea that we used all the time in airplanes—checklists—and are 
actually applying it to the delivery of health care, and with regular 
good effect. 

And the other thing we did in naval aviation, and I am sure we 
do it in the other branches of the military as well, is, if we had a 
problem in a Navy P–3 airplane with one of the systems, crew, air, 
or whatever, we did not hide it. We just broadcast it throughout 
the Navy and said, this happened on this flight, on this mission, 
these are the conditions, the circumstances, this is what was done 
well, this is what was done badly, and, frankly, that is a smart 
thing to do with respect to these issues—defensive medicine and 
medical malpractice mistakes that are made. 

And one of the beauties about what they are doing in Illinois is 
putting a spotlight on it. They are not hiding this stuff—immediate 
disclosure, folks who are hurt, harmed in some way, financially or 
their health, apologies, and it is really a smart approach, I think. 
I am very encouraged with the work that is going on. 

Do you have any comments on this? 
Dr. STREAM. Well, you bring up a good point, Senator. It really 

is about a system of care and not necessarily just individual per-
formance. And the checklist comment that you made is exactly on 
point. 

But we need to look at those incidents, near misses, as the FAA 
looks at accidents for aircraft. How can we learn from mistakes 
rather than try to hide them because of concern about litigation, 
and how can we use them as learning opportunities to continuously 
improve the quality of care that we give? 

And we need to nurture that environment, and, unfortunately, 
we, for the most part, do not do that. 

The CHAIRMAN. This has been a good hearing. I would like, 
though, for each of you, the best you can, to submit to us your writ-
ten suggestions on what we do about SGR; that is, short-term, mid- 
term, long-term, knowing that we have to act one way or another. 
And there are many ways to skin a cat, there are gray areas here 
and there are bridges and there are all kinds of solutions that you 
can come up with, but we do need some help. 

I just tend to think, the more you give us some suggestions and 
solutions, the more likely it is that you will like them. So, please, 
let us know what you think. And we deeply—I mean that, we real-
ly need your help. 

Thanks very much. The hearing is adjourned. A very good hear-
ing. Thank you. 

[Whereupon, at 11:51 a.m., the hearing was concluded.] 
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