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July 9, 2013  

The Honorable Fred Upton    The Honorable Joe Pitts 
Chairman      Chairman 
Energy & Commerce Committee   Energy & Commerce Health Subcommittee 
U.S. House of Representatives    U.S. House of Representatives 
Washington, D.C. 20515     Washington, D.C. 20151 
 

Delivered Electronically  

 
Dear Chairman Upton and Chairman Pitts:  
 
On behalf of the Society of Gynecologic Oncology (SGO), I want to thank you for your ongoing efforts to 
develop legislation that repeals the Medicare Sustainable Growth Rate (SGR) formula once and for all 
and enacts meaningful Medicare physician payment reform.  SGO appreciates the Committee’s efforts 
on this proposal.  We look forward to working with you and your staff over the next several weeks to 
add additional specifics to the Discussion Draft dated June 28, 2013 prior to Subcommittee and then full 
Committee consideration.   

SGO is an 1,800-member medical specialty society whose mission is to improve the care of women with 
gynecologic cancers by encouraging research, disseminating knowledge, raising standards of practice 
and collaborating with other organizations dedicated to women’s health care, oncology and related 
fields.  SGO has a diverse membership that consists primarily of gynecologic oncologists but also 
includes medical oncologists, pathologists, radiation oncologists, surgical oncologists, nurses, nurse 
practitioners, physician assistants, obstetrician-gynecologists, fellows-in-training and residents.   
 
SGO would like to provide the following comments in response to the Discussion Draft dated June 28, 
2013, specifically the questions that accompanied this legislative framework release.    

1. Can you provide feedback on how the draft addresses tying measurement to payment?  Do 
you prefer one type of payment model over the other?  Are there other ways to link quality 
payment than those provided in the draft? 
 
In deciding to create cohorts based on ABMS approved medical societies, the Discussion Draft 
needs to have a  section added under the “Quality Measures for Competency Measure Sets,” 
such that  regardless of what cohort a physician self-selects, if they do perform  procedures on  
patients where there are measures for that disease they are treating or procedure they are 
performing in the competency incentive program, the cohort should be assigned those 
measures to report and individual physicians should be obligated to report those quality 
measures for  their patients.  
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SGO believes that regardless of specialty, if a general gynecologic surgeon, a general surgeon or 
a gynecologic oncologist performs surgical procedures in a given year to treat a gynecologic 
cancer and there are quality measures in the new competency update incentive program for 
that disease and its surgical procedure and its outcomes, the physician/surgeon must report 
those quality measures for that procedure and all must be held to the same quality benchmarks, 
regardless of specialty or cohort.   Otherwise, this proposed quality incentive system does not 
have credibility or integrity and patients could be receiving sub-standard care and physicians 
could be paid more to provide sub-standard care because their cohort did not select measures 
for those types of patients that another cohort, with measures and benchmarks did create and 
select measures for. Adding the requirement that physicians practice to the standards of the 
most rigorous scientifically supported cohorts will elevate the quality of care for all patients.  

Over time, having measures and benchmarks used across cohorts  should cause those physicians 
that do not have the highest quality of care to either stop doing the procedures to avoid 
reductions in their Medicare reimbursement or raise their quality to meet the 
standards/benchmark.  Either one of these outcomes is good for Medicare beneficiaries.  

 SGO supports the use of benchmarks versus peer to peer comparisons and would recommend 
 the following be considered for addition into the Discussion Draft regarding benchmarks and the 
 creation:  

 

 The issue of patients seeing multiple physicians and then their attribution to a specific 
physician or specialty needs to be addressed as part of the methodology for creating 
benchmarks for each measure.  For example, if a patient with ovarian cancer was 
ordered multiple unnecessary duplicative tests by the referring provider prior to care 
taken over by the oncologist, the treating oncologist should not be penalized for that 
non-adherence to recommended guidelines.  Need to be able to benchmark quality 
based on snapshots of time in quality datasets and registries that pertain to the action 
and decisions of individual physicians.  
 

 Benchmarks should be set using the prospective risk-adjusted data from the clinical 
registries participated in during the five years of stable payment.  The lowest benchmark 
should be a freeze in payment, not a negatively reduced payment; if physicians provide 
care that is adherent to a specialty society endorsed guideline and appropriate care has 
been selected for that patient then that physician should receive the full payment.  

 

 In addition to risk adjustment, benchmarks need to take into account geography and 
practice type when comparing and computing quality metrics.  Prospective registries 
could be based on when a procedure occurred and would follow outcomes at 30 days, 
90 days, and five years.  

2. Do you think the Inspector General (IG) report will bring integrity to the reporting process?  
Does this process meet the required level of oversight?  Are there other safeguards, besides 
the IG, that could be implemented to ensure integrity in the reporting process? 
 

Given the Office of the Inspector General’s (OIG) expertise regarding reviews of Medicare data 
and datasets, SGO supports their involvement and the notion that they could bring a level of 
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integrity to the reporting process.  However, the OIG’s work is usually in retrospect and after a 
mistake or flaw in a dataset has been brought to their attention.  Therefore, a section also needs 
to be added to the Discussion Draft where a new function and a new capacity is added to the 
work performed at the Medicare contractor level for the purpose of the Medicare contractors 
conducting real-time, routine checks of the data that is being submitted by physicians under the 
incentive program.  If errors are identified, then the Medicare contractor needs to be directed in 
the statute to initiate immediate interventions of coding and billing education for providers.  
Otherwise, the time lag to correct data mistakes will cause delays in the annual incentive 
updates and create a need for arbitration and settlement periods between CMS and providers 
that is after the fact or a given year.  

SGO also proposes that the section in the Discussion Draft on page 5 entitled, “Consultation with 
Fee Schedule Provider Organizations and other Relevant Stakeholders,” be amended to include 
not just consultation with state medical societies, but also have it explicitly mention “National,” 
medical societies.   

Also, specifics need to be added to this section to define the activities that would need to be 
conducted by CMS to constitute meeting the consultation requirement.  SGO would propose the 
addition of the following sentence at the end of the section:  “This consultation shall at a 
minimum consist of semi-annual town hall meetings with stakeholders to report on progress 
and take feedback, transparency of processes, including notice and comment and updates via 
the open door forum mechanism and the Med Learn system of articles and meetings with 
individual medical societies regarding quality measures, data, benchmarks, and analysis for 
their cohort. “  

3. If providers decide not to participate in the Update Incentive Program, should they be held to 
the same standard?  How should their payment updates be applied if they do not report on 
quality measures? 
 
For those physicians who decide not to participate in the Update Incentive Program, they could 
be considered to not have achieved either PQRS, E-prescribing, or meaningful use of electronic 
medical records as all those programs should be harmonized with the Update Incentive 
Program.  Their conversion factor could be set at the last year of the transition minus the 
penalties already in statute for not participating in PQRS, E-prescribing, and meaningful use.  
Any additional penalties beyond this threshold would have the potential to cause the collapse of 
the private practice option, drive physicians out of practicing in rural America, and not give 
physicians any resources to add the infrastructure needed to eventually participate in the 
Quality Incentive Program.  
 

4. What do we do with physicians who do not bill Medicare? 
 
For those physicians who decide to not participate in the Medicare program, SGO believes that 
they should be allowed to continue based on the current rules regarding the percentage of the 
fee schedule that they can bill a Medicare beneficiary for their services.  However, if we are 
committed to raising the quality of care for all patients, regardless of what physician is available 
for them to see, then there needs to be a way to incent these physicians to join a peer cohort 
and report the quality measures and clinical improvement activities of that cohort, even if they 
are not participating in the Medicare program.   



4 
 

As with most behavior, there is either the carrot or the stick approach to making it change.  If 
Congress wanted to employ the stick approach to non-participating physicians, they could say 
that the percentage billed would be based on the last year of the transition or the lowest update 
based on the lowest benchmark and then say that it would be the lesser of these two.  

Or, Congress could set up a series of percentages available to be billed by non-participating 
physicians that are based on them participating in a cohort and reporting the quality measures 
and the clinical improvement activities.  Put a process in place that they have to submit quality 
measures and clinical improvement activities regardless of Medicare status, if they see Medicare 
patients. This could be written to make it more of a carrot approach for those that are non-
participating to still be motivated to work with the quality elements of the program.  

 

5. Do you think the policy, as outlined in the discussion draft, can accommodate early adopters 
and those with minimal quality standards by the time Phase II goes into effect? 
 
The answer to this question is dependent on the length of time of the transition period under 
Phase I and the addition under the section of the Discussion Draft of various activities, such as 
research and process for setting benchmarks and research and a process for developing the risk-
adjustment methodology, which would commence immediately at the beginning of the 
transition period under phase I. 

 
SGO believes that the process for Alternative Payment Models (APMs) could commence within 
six months of enactment and that would accommodate early adopters allowing them to submit 
their concepts and ideas immediately and even have practices move into opt-out models during 
the transition period.  

 
The availability of minimal quality standards is dependent on CMS creating measure criteria and 
a process that is straight forward and easy for developers of measure – i.e. physician societies to 
understand.  To date, the criteria that the National Quality Forum has put out during calls for 
measures has been confusing and the forms and process arbitrary and not straight forward.  
This has to change in the process as written in the Discussion Draft and more specifics and 
direction need to be added to program to ensure its success. 

 
The other element of the quality standards process that could impact time and availability is the 
methods of testing that CMS will require for any measure or clinical improvement activity that is 
submitted by a medical specialty society. 

 
The quality standards submission process also needs to include a process where cohorts would 
have to work together on the submission of quality standards when the quality standard 
impacts a disease or condition that is treated by multiple cohorts or specialties.   

 

6. The draft policy endeavors to ensure public and provider feedback.  Do you feel that the policy 
succeeds in achieving this goal? 
 
The public and provider feedback process in the bill needs to contain additional dates to ensure 
that activities happen in a timely manner.  Also measures need to be available and published at 
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least 180 days prior to the beginning of the reporting period versus the 90 days in the Discussion 
Draft.  
 
Also, the Discussion Draft still need to include the opportunity for a physician to meet with the 
Medicare contractor to review their data on a quarterly basis.   

 

7. Should the new quality system align and coordinate with the Physician Quality Reporting 
System in the manner in which it provides feedback at the group level? 
 
Congress should repeal the various penalties to physicians of EMR, PQRS, E-prescribing and the 
value-modifier and instead, fold these programs into the new competency update system.  If 
that is not possible, CMS and Congress needs to embrace the concept of “one and done,’ 
regarding the entry of data by a physician’s office for these reporting programs, in which a 
physician would not be required to enter the data multiple times.  The measures for the new 
competency update program should be the same measures that are used in PQRS and 
meaningful use in order to promote efficiency and reduce administrative costs for physicians.  
CMS should be directed in the Discussion Draft to modify their programs to achieve this goal. 
Physicians need to be caring for patients, not burdened with re-entry of data into multiple 
systems. 

 CMS needs to work with medical societies and vendors to create systems where the data from 
 electronic health records could be imported directly into a medical society’s registry and then  
 the registry could directly import their data into CMS on a quarterly basis for CMS to use to 
 meet all the required data elements needed for the existing quality reporting programs and the 
 new competency update index.  Specialty societies should be ability to sign data use agreements 
 with CMS that would allow the data to allow be used for quality purposes and not for any type 
 of audit activities.  

 CMS should be encouraged to create data sharing relationships between medical societies, 
 CMS, and commercial insurance plans to allow for quality of care activities and documentation 
 efficiencies across all payers. 

 Regarding the Group Quality Incentive Option, the Discussion Draft needs to better define the 
 process for calculating the Group Quality Update versus the Individual Quality Update.  Would 
 groups have to all be in the same cohort or would they be able to be in multiple cohorts and still 
 select the group option.  How would these measures for groups be weighted differently than 
 individuals and would the scores of the members of the group compared to the benchmarks be 
 averaged or would there be some regression-based model where the volume of Medicare 
 beneficiaries reported on per group member would be taken into account when calculating the 
 group’s update.  General parameters such as these need to be articulated in the Discussion Draft 
 and the Discussion Draft needs to direct CMS to address this with medical societies during the 
 period of transition under Phase I.   

 
8. The draft envisions a repertoire of quality measures and clinical practice improvement 

activities.  Some have suggested also including efficiency measures.  Should we explore 
efficiency measures and other improvement activities? 
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 The APMs are a good mechanism to explore the use of efficiency measures and since increase 
 and decrease in Medicare spending is a criterion for the evaluation of the APMs it will cause this 
 issue to be explored.  Efficiency measure and the experience of the hospital quality program 
 with its efficiency measure would be a good report to commission from MedPAC prior to moving 
 forward on this concept.  

 

9. People have expressed concerns about the effect of non-compliant patients on outcomes and 
thus outcome measures.  Do you believe the draft policy adequately addresses the issue and 
protects providers who are reporting on quality outcomes measures in the setting of non-
complaint patients (i.e.:  one of many aspects of risk adjustment)? 
 
It is not enough for the system to be seen by physician as one that has integrity and is credible.  
The concept of risk adjustment is necessary and needs to be better defined as an activity that 
will be researched and a methodology developed with medical societies during Phase I. 

 
SGO also believes that the legislation should outline a series of activities and processes with 
specific deadlines that would occur during the five years of stable payments and have these 
included as section in the Discussion Draft under Phase I.  These activities would include:  
 

 Research supported and performed by specialty societies regarding the appropriate risk-
adjustment methodology for the diseases and patients treated by their members; 
 

 Creation of a methodology that would allow for patient compliance to be a factor that 
would prompt additional assessment that would lead to a determination of the patient 
population the physician was treating and whether a difficulty factor should be included 
in the risk-adjustment based on resources used or cultural issues; 
 

 Demonstrated progress on the creation of unified patient registries that would track 
outcomes, improve quality and could be used by the Centers for Medicare and Medicaid 
Services to set quality benchmarks in Phase 2 of this proposal.   The legislation needs to 
put forth a specific process for medical societies to work with CMS to develop measures 
and benchmarks of successful quality for each measure during the period of stability; 

 

 CMS making claims data available in a searchable format to medical societies to assist in 
the development of registries and the benchmarks  create with this registry data; 

 

 CMS assigning IT and content professionals to interface with the medical societies in 
order to assist in the creation of benchmarks and the integration of claims data into 
registries; 

 

 CMS convening a services of workshops and town hall meetings with medical societies 
to review and reform physician documentation requirements to move away from 
requirements such as  number of exam points and instead change to a system of 
documentation requirements that focuses on the things that actually improve quality 
and patient satisfaction. For example: Are physicians asking about a patient’s pain and 
addressing it?  Has the physician documented the treatment plan or amount of residual 
disease following a surgical procedure for a gynecologic cancer?   
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10. Should core competency categories be defined as those set forth under the National Quality 
Strategy? 
 
The categories listed for measures and clinical improvement activities are fine whether they are 
tied to the National Quality Strategy or not.  There should be the addition of an “other,” 
category to allow for flexibility if other areas materialize that are show to improve patient 
outcomes.  This is also the section of the Discussion Draft where the concept of harmonization 
with other quality improvement programs, such as the hospital quality reporting program, the 
measures used in the Medicare Advantage quality program, could be addressed.  

 
Also, the Discussion Draft needs to outline the number of measures and clinical improvement 
activities that are necessary per category for each cohort.  This will again determine whether 
medical societies with minimally quality measures will be ready.  

 

11. The draft policy envisions an updated and streamlined process to submit and test alternative 
payment models outside the traditional pathway.  Do you think the draft policy method 
provides ample opportunity for formulating and submitted alternative payment models? 
 

SGO believes that the process of at least annual submissions by medical specialty societies to 
submit alternative payment models is a good opportunity that does not currently exist.  We also 
support the concept of having two tracks, one for alternative payment models that have already 
been tested and meet certain criteria that would help early adopters to move forward and one 
for testing alternative payment models through a three year demonstration.   

SGO is concerned that the Discussion Draft is lacking in some specifics that we would consider 
necessary to help ensure this process is truly beneficial and useful to the physician community. 
We believe sections should be added to the Discussion Draft to address the following: 

 The level of expertise and experience with alternative payment models of the APM 
contracting entity – criteria needs to be added for what type of expertise and 
experience an entity must have to be able to be awarded the contract and become the 
APM contracting entity.  The statute must ensure some level of expertise for this entity 
given that a poor selection by CMS could doom the entire APM program.  Medical 
societies should be part of this selection process and consultation with them by CMS 
should be explicit in the statute. 
 

 A section needs to be added where the entity selected as the APM contracting entity 
would do more than just select APMs for evaluation in the demonstration project or for 
inclusion as eligible opt-out APMs.  This entity also needs to be directed in the 
Discussion Draft to work with medical societies that are interested in proposing an APM.  
There needs to be a technical assistance function by the APM contracting entity 
included as one of their roles in this Discussion Draft.  This section could be added 
before the section on Access to Information on page 25.    

 

12. The draft policy provides a process to obtain input on modifying and retiring alternative 
payment models that are on the public list.  Please provide comments on this process. 
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As defined in the Discussion Draft, the process to obtain input on modifying and retiring APMs 
does not include a step in the process where the medical society or group of physicians or 
providers that authored the APM can provide comment or rebuttal on the APM contracting 
entity’s evaluation, the Secretary of HHS’ evaluation, or MedPAC or GAO’s evaluation.   

A town hall meeting process needs to be added into the statue where authors of APMs being 
evaluated can comment.  And, there should be a formal notice and comment period in the 
Federal Register on drafts of these evaluation reports, and with any comments received then 
being taken into account before final evaluation and decisions are published regarding the 
future of the APM, either demonstration status or inclusion on the eligible opt-out APM list.  
This needs to be added in the next draft of this bill language otherwise there will be issues 
regarding the credibility and the integrity of the APM program.   

 

13. Should the replacement payment model to the Sustainable Growth Rate move further toward 
episodic care?  Is this a direction that should be more fully explored and if so, how?   

 

SGO believes that the APM program, both the demonstration track and the immediate opt-out 
APMs, will more fully explore the concept of episodic care, either through bundled payments, 
condition-based payment, or episodes defined in other manners.  We don’t see any specific 
need to add more on payment models regarding episodic care to this Discussion Draft.  

The Discussion Draft also contains a series of reports by MedPAC regarding various alternative 
payment models, such as medical home and bundled or episodic payments for certain 
conditions.  SGO asks the Committee what end goal these reports are trying to achieve as we 
have already had numerous reports and hearings on these various payment models.  SGO would 
argue that these additional reports are a waste of resources and that instead of these reports; 
MedPAC needs to be directed to create toolkits/how-to manuals and booklets with specifics of 
how to actually implement one of these models in a practice or community for a specific type of 
patient or disease.   Physicians need practical resources for how to implement and test out one 
of these new APMS.  The resources in Section C on page 40 - MedPAC Reports on Payment 
System Alternatives - need to be re-directed to technical assistance and support for physicians 
and other Medicare providers to allow them to design and/or participate in an APM 
demonstration project.    

### 

SGO applauds you and your staff for leadership regarding the need to repeal the SGR and move forward 
with physician payment reform. SGO looks forward to continuing our work with your Committee on 
these important issues this year.   

Sincerely, 

Barbara A. Goff, MD 
SGO President  


