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Physicians 

January 4, 2013 

 

On January 1, the House and Senate passed bipartisan legislation that delayed until March 1 massive budget 

cuts that would have otherwise occurred under sequestration as well as averted significant tax increases for the 

majority of Americans. Included in that legislation, the American Taxpayer Relief Act of 2012 (H.R. 8), is a 1-

year extension of SGR payment rates at 2012 levels, among other health-related provisions. CBO estimates the 

bill would increase the deficit by $3.97 trillion over 10 years, when compared to its current law baseline. Many 

conservative Republicans in the House of Representatives opposed the measure because of the tax increases and 

the lack of substantial spending cuts, but House GOP leaders decided against trying to amend it. Spending cuts 

are expected to be addressed in the next upcoming phase of deficit reduction discussions. 

 

The Senate passed the legislation by a vote of 89 to 8 and the House followed suit with a vote of 257 to 167. 

The President signed the bill into law on January 2. Below is a chart generated by ACP staff that compares key 

provisions of the legislation to ACP policy. 

 

Bill Provision ACP Policy 

Medicare physician payment update: 

The bill blocks a scheduled 26.5 % reduction in the 

Medicare reimbursement rate for physician services 

that was set to occur on Jan. 1. The measure maintains 

the current reimbursement rate through Dec. 31, 2013. 

According to CBO, the cost of the one-year extension 

is $25.2 billion over 10 years. 

 

The previous extension was enacted under last year's 

payroll tax agreement (PL112-96) and expired on Jan. 

1, 2013. 

ACP has advocated for a permanent replacement for 

the Medicare SGR formula that provides for positive, 

stable and predictable updates.  While this legislation 

does avert the scheduled SGR cuts for one year, a 

greater bipartisan effort is still needed in the coming 

year to approve legislation that permanently repeals 

once and for all the flawed SGR formula, and 

transitions to payment models that provide predictable 

annual updates to physicians participating in 

Medicare, while being aligned with the provision of 

high quality and efficient care. The College recently 

submitted a proposal to Congress outlining a clear and 

reasonable transition to permanent SGR reform.  The 

College will continue to make it clear to Congress that 

a permanent solution to the Medicare SGR is required, 

not another round of temporary “patches”— like the 

one just passed by Congress. 

Advancement of clinical data registries to improve 

the quality of health care: 

The measure directs the Health and Human Services 

Department (HHS) to work with interested parties to 

improve advanced clinical data registries to clarify 

data tracking, reporting and transparency requirements 

in order to identify program risks, clarify multiple-

payer information and implement quality 

improvements for services paid for by the SGR. 

 

This provision is positive with regard to the registries. 

Many subspecialties do not have enough NQF-

endorsed quality measures that are appropriate to the 

subspecialty. As we know several subspecialty 

societies have developed registries, where 

participating doctors routinely upload a standard data 

set for each patient seen. As we said in our quality 

reporting paper, we think that reporting a standard data 

set for each or for many patients seen may prove 

significantly more valuable and useful than reporting 

http://www.acponline.org/pressroom/cuts_solution.htm?hp
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The provision also instructs the Comptroller General 

of the United States to conduct a study on the potential 

of clinical data registries to improve the quality and 

efficiency of care in the Medicare program, including 

through payment system incentives. Such study shall 

include an analysis of the role of health information 

technology in facilitating clinical data registries and 

the use of data from such registries among private 

health insurers as well as other entities the Comptroller 

General determines appropriate. The Comptroller 

General shall submit this report to Congress no later 

than November 15, 2013. 

on specific measures on small subsets of patients. The 

language suggests that there will still be some reliance 

on using the registry to report approved measures, but 

we hope that will be loosened as this proceeds. 

 

ACP is working with ACC to test the PINNACLE 

Registry in primary care practices.  We are also 

working with the NY ACP Chapter to expand their 

Near Miss Registry, under our new designation by 

AHRQ as a Patient Safety Organization (PSO), to 

become a national platform for collecting events that 

almost caused quality or safety concerns.  In addition, 

ACP is piloting the use of the CECity Medconcert 

platform for quality improvement programs including 

the use of registries embedded within the Medconcert 

platform. 

Work geographic adjustment: 

Under current law, the Medicare fee schedule is 

adjusted to reflect the differences in the cost of 

providing services in different geographic areas. This 

adjustment is based on three factors: physician work, 

practice expense and the cost of medical malpractice 

insurance. Medicare identifies 89 unique geographic 

areas. The measure extends the adjustment through 

2013. CBO estimates that these provisions would cost 

roughly $500 million over 10 years. 

ACP policy states “ACP will work with other 

interested parties to sponsor legislation that will 

effectively update the Medicare Geographic Practice 

Cost Index (GPCI) and allow for future updates to 

occur on a regularly scheduled basis. (BoR 09)” 

 

Concluding that commenting on the specific 

geographic updates would place the College in the 

position of favoring some regions/states over others, 

ACP has not commented on updates to the GPCI 

components, in recent years – nor has the issue been 

discussed in the Coding and Payment Policy 

Subcommittee meetings. 

Payment for outpatient therapy services: 

Medicare currently sets annual per beneficiary 

payment caps for non-hospital outpatient therapy 

services. Providers can seek an exemption if the 

therapy is deemed medically necessary. Exemptions 

from the cap are expired Dec. 31, 2012. The measure 

extends the caps through Dec. 31, 2013. It also 

modifies the program to cap payments for services 

provided during the extension, limiting the costs to the 

lesser of 80% of the actual costs of the service 

provided or 80% of the cost designated by existing 

fee schedules for certain services. CBO estimates that 

these provisions would cost roughly $1 billion over 10 

years. 

This provision refers to physical rehabilitation 

(physical therapy, occupational therapy, speech 

therapy), not psychotherapy. The College has no 

policy on physical rehab or on auxiliary services. 

Ambulance add-on payments: 

The measure extends current Medicare reimbursement 

rates, including rates for "super-rural" areas, for 

ground ambulance services through 2013. It requires 

HHS to conduct a study regarding the payments for 

No specific policy, but ACP has for many years 

recognized the specific barriers related to making 

healthcare accessible within the rural setting and has 

supported financing programs that facilitate access to 

health care in those areas. 
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ambulance services in rural and super-rural areas. 

CBO estimates that these provisions would cost 

approximately $100 million over 10 years. 

Extension of Medicare inpatient hospital payment 

adjustment for low-volume hospitals: 

The measure extends the Low Volume Hospital 

program through 2013. This program provides 

additional Medicare funding to hospitals in rural 

communities that are more than 15 road miles from 

another comparable hospital and have fewer than 

1,600 Medicare discharges per year. CBO estimates 

that this extension would cost roughly $300 million 

over 10 years. 

ACP has for many years recognized the specific 

barriers related to making healthcare accessible within 

the rural setting and has supported the inclusion of 

sufficient and continuing financial support for rural 

hospitals. 

Extension of the Medicare-dependent hospital 

(MDH) program: 

The measure extends the Medicare-Dependent 

Hospital (MDH) Program through FY 2013. The 

program currently provides funding for 200 rural 

hospitals through special Medicare rates resulting from 

high populations of Medicare patients. A hospital 

qualifies or the MDH Program if it is located in a rural 

area, has 100 beds or fewer, is not a "sole community 

hospital" and has at least 60 percent of inpatient days 

or discharges covered by Medicare. CBO estimates 

that this extension would cost approximately $100 

million over 10 years. 

ACP has for many years recognized the specific 

barriers related to making healthcare accessible within 

the rural setting and has supported the inclusion of 

sufficient and continuing financial support for rural 

hospitals. 

Extension for specialized Medicare Advantage 

plans for special needs individuals: 

The measure extends through 2015 the availability of 

Medicare Advantage Plans available to individuals 

with special needs. According to CBO, this program 

would cost roughly $300 million over 10 years. 

ACP does not have specific policy on this issue, 

however ACP has long advocated for patient access to 

affordable health care. ACP policy supports Medicare 

Managed plans that assure beneficiaries--especially 

those with chronic conditions and special needs--have 

timely and convenient access to the full range of 

needed physician services. (Reinventing Medicare 

Managed Care: Improving Choice, Access, and 

Quality, ASIM 96; reaffirmed BoR 08). 

 

In addition, ACP policy supports Medicaid programs 

that ensure access for Medicaid enrollees to innovative 

delivery system reforms such as the PCMH. Medicaid 

program stakeholders should consider alternative 

financing structures to ensure solvency, high quality of 

care, and uninterrupted access for beneficiaries, while 

alleviating the program’s financial pressure on states. 

Particularly, financing and delivery of care for dual 

eligible beneficiaries (often special needs individuals) 

must be reformed. (Excerpt, Medicaid and Health 

Care Reform) 

Extension of the qualifying individual (QI) ACP policy does not specifically address the QI 
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program:  

The measure extends, through Dec. 31, 2013, the 

Qualified Individual (QI) program that allows 

Medicaid to pay the Medicare Part B premium for 

qualifying low-income individuals. The program 

allocates funding to state agencies responsible for 

administering the program. CBO estimates that this 

provision would cost roughly $800 million over 

10 years. The measure also extends through the end of 

2013 the Transitional Medical Assistance program, 

under which individuals receiving Medicaid may 

continue to receive benefits as they transition to 

employment. According to CBO, this extension would 

cost about $600 million over 10 years. 

program, but the College generally supports efforts to 

ensure that Medicare costs are reasonable for low-

income beneficiaries. 

Extension of Medicaid and CHIP Express Lane 

option: 

Extends the Express Lane program, which streamlines 

the enrollment process for children eligible for health 

coverage under CHIP or Medicaid. CBO estimates this 

provision will have a budgetary impact of less than 

$50 million. 

States and the federal government should reduce 

barriers to enrollment for Medicaid coverage. Efforts 

should be made to ease enrollment for all eligible 

persons, including automatic enrollment based on 

income. Implementation of citizenship documentation 

requirements should not impede access to Medicaid 

and Children’s Health Insurance Programs (CHIP) for 

those who are lawfully eligible. States and the federal 

government should provide culturally and 

linguistically competent outreach and education to 

ensure understanding and enrollment of Medicaid-

eligible individuals. 

Extension of family-to-family health information 

centers: 

Extends a grant program that provides funding to 

nonprofit service providers that provide care to 

special-needs children and their families. CBO 

estimates this provision will have a budgetary impact 

of less than $50 million. 

ACP has no specific policy -- applies more to children 

and their families; however, in general, ACP supports 

access to services for those with special needs or 

chronic conditions. 

Extension of Special Diabetes Program for Type I 

diabetes and for Indians: 

The measure provides early reauthorization for 

funding for diabetes prevention and research programs 

for American Indians and Alaskan Natives, which is 

currently set to expire at the end of FY 2013. The 

measure extends the current annual authorization of 

$150 million through FY 2014. CBO estimates that 

this provision would cost roughly $300 million over 

10 years. 

ACP has no policy specific to American Indians; 

however, our policy is supportive of programs for 

diabetes prevention. 

 

Public policy should support steps to increase the 

health and wellness of the population, promote 

changes in unhealthy behaviors, and reduce the burden 

of chronic disease, such as obesity, diabetes, and 

smoking-related illnesses. (BoR 09) 

 

Extension of above-the-line deduction for qualified 

tuition and other expenses: 

This measure extends for 1-year the elimination of 

taxes on awards under the National Health Service 

Corps Scholarship program. These scholarships are 

The College has actively advocated for the continued 

support and expansion of this important program that 

encourages entrance of medical students into primary 

care. 
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awarded each year to students pursuing careers in 

primary care. In return, students commit to serving for 

two to four years, upon graduation and completion of 

training. 

IPPS documentation and coding adjustment for 

implementation of MSDRGs: 

The measure modifies the payment rate adjustments 

for acute inpatient treatments provided to Medicare 

beneficiaries. The inpatient hospital benefit covers 

beneficiaries for 90 days of care per episode of illness 

with an additional 60-day lifetime reserve. Illness 

episodes begin when beneficiaries are admitted and 

end after they have been out of the hospital or Skilled 

Nursing Facility (SNF) for 60 consecutive days. 

Beginning in 2007, the payment system began using 

Medicare severity diagnosis-related groups (MS-DRG) 

in an effort to better reflect the cost differences caused 

by the severity of individual cases. The 2010 health 

care overhaul further modified this payment system to 

require adjustments based on historical quality of care, 

readmission reductions and value-based purchasing. 

Under this program the Centers for Medicare & 

Medicaid Services (CMS) was authorized to reduce 

payment rates for excess re-admission, revoke 

eligibility for hospitals wrongly classified under the 

program and recapture certain overpayments. 

 

The measure directs CMS to make additional 

adjustments to payment rates based on hospital and 

treatment discharge estimates for the FY 2014 to FY 

2017 period. This adjustment would be made in order 

to offset the aggregate payment increase that occurred 

between FY 2008 and FY 2013, when the MS-DRG 

rate system took effect, but prior to the 

implementation of the updated payment system 

enacted in 2010. The measure specifies that 

CMS does not have the authority to recoup 

overpayments made in FY 2008 and FY 2009. 

According to CBO, this adjustment would reduce 

spending by roughly $10.5 billion. 

ACP has no policy on inpatient facility payments. MS-

DRGs are the facility payments; they do not affect 

Medicare payments to the physician (who is paid not 

by DRG, but according to the Medicare Physician Fee 

Schedule).   

Revisions to the Medicare ESRD bundled payment: 

The measure directs HHS to compare patient data 

from 2007 with data from 2012 and make reductions 

to the single payment rate for renal dialysis services. 

The adjustment would be required to account for the 

differences in drug and biologic utilization but would 

exclude oral-only drug treatments. A GAO 

investigation that tracked renal disease treatments 

The College has no specific policy concerning 

reduction of the Medicare ESRD bundled payment, 

but does have a general policy supportive of Medicare 

routinely evaluating its payments and adjusting those 

that are overvalued. 
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from 2007 to 2011 discovered that drug utilization had 

fallen during that time and the bundled payment rate 

for renal disease treatments did not reflect the 

difference. According to the report, between $650 

million and $880 million could have been saved if the 

payment rate was adjusted to reflect the use of non-

oral drug treatments. The measure delays until 2016 

the inclusion of oral-only treatments within the 

prospective payment system for renal disease 

treatments. 

 

CBO estimates that these provisions would reduce 

spending by $4.9 billion over 10 years. 

Treatment of multiple service payment policies for 

therapy services: 

The measure increases from 25% to 50% the current 

mandated reduction in payments made for certain 

outpatient therapy treatments provided after April 1, 

2013. Under current law, when a patient receives 

multiple treatments at a single facility on the same 

day, the Medicare practice expense payments for a 

portion of that treatment are automatically reduced by 

25%. According to CBO, this change would reduce 

spending by roughly $1.8 billion. 

ACP has no specific policy on multiple service 

payment policies for therapy services, but ACP does 

have a general policy supportive of Medicare routinely 

evaluating its payments and adjusting those that are 

overvalued. 

Adjustment of equipment utilization rate for 

advanced imaging services: 

The measure requires HHS to use a 90% utilization 

rate to account for the use of advanced imaging 

equipment in 2014. The rate is used to determine the 

payment rates for non-therapeutic medical equipment, 

including diagnostic imaging systems. CBO estimates 

that this provision would reduce spending roughly 

$800 million over 10 years. 

ACP has no policy on equipment utilization rates for 

advanced imaging services. 

 

In its comments on the 2010 final rule, ACP supported 

an increase in the assumed utilization rate for 

equipment priced over $1 million, while noting that 

the College had no way to independently assess the 

precision of the CMS-proposed 90% utilization rate. 

ACP encouraged CMS to create mutually exclusive 

categories of equipment with different utilization rates 

as it continued its stated plan to explore data sources 

pertaining to the use of equipment priced at less than 

$1 million. ACP recommended that CMS address 

whether use varies by geographic area for this less 

expensive equipment. 

Medicare advantage coding intensity adjustment: 

The measure increases the rate used to reflect risk-

related cost differences between certain Medicare Fee-

for-service plans and Medicare Advantage. There are 

currently two rates that are scheduled to take effect to 

equalize program spending — 1.3% in FY 2014 and 

5.7% in 2016. The measure increases each rate by 

0.2%. CBO estimates that this change would reduce 

spending by $2.5 billion over 10 years. 

No specific policy. 
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Elimination of all funding for the Medicare 

Improvement Fund: 

The measure eliminates funding for the Medicare 

Improvement fund, reducing spending by roughly $1.7 

billion. 

ACP does not have policy specific to the Medicare 

Improvement Fund; however, it was essentially 

replaced by the CMS Innovation Center in the 

Affordable Care Act (ACA), which ACP is strongly in 

support of—and this change does not impact the 

Innovation Center funding. 

Rebasing of State DSH allotments: 

The measure extends a previously enacted reduction in 

payments to hospitals that treat unusually large 

numbers of patients with little or no health insurance. 

Disproportionate Share Hospital (DSH) adjustment 

payments provide additional funding to hospitals that 

serve a significantly disproportionate number of low-

income patients. States receive an annual DSH 

allotment to cover the costs of DSH hospitals that 

provide care to low-income patients that are not paid 

by others, such as Medicare, Medicaid, the Children's 

Health Insurance Program (CHIP) or other health 

insurance. The allotment is calculated through a 

statutory formula and includes requirements to ensure 

that the DSH payments to individual DSH hospitals 

are not higher than actual uncompensated costs. The 

Health Care overhaul modified DSH payments, 

reducing the rates as the availability of health 

insurance subsidies and state exchanges come online 

starting in 2014. The measure would rebase future 

allotments, through FY 2022, to the current law 

calculation, thereby reducing growth in the program. 

CBO estimates that this provision would reduce 

spending by $4.2 billion over 10 years. 

ACP supports reimbursing safety-net providers for 

uncompensated care (see below). Hospital associations 

have expressed concern that rebasing the DSH formula 

would exacerbate the effects of previously enacted 

ACA's funding cuts, potentially undermining their 

ability to provide care to the uninsured.  

 

The federal government should develop new and 

innovative strategies to support safety-net health care 

facilities, such as community health centers, federally 

qualified health centers, public health agencies, and 

hospitals that provide a disproportionate share of care 

for patients who are uninsured, covered by Medicaid, 

or indigent. The federal government should also 

continue to help offset the costs of uncompensated 

care provided by these facilities and continue to 

support the provision of emergency services. All 

patients should have access to appropriate outpatient 

care, inpatient care, and emergency services, and the 

primary care workforce should be strengthened to 

meet the nation’s health care needs. (Nat’l 

Immigration Policy and Access to Health Care) 

 

Funding for Graduate Medical Education should be 

sufficient, predictable and stable to support the 

academic, patient care, and research missions of 

teaching hospitals and ambulatory training sites. 

Financing must be sufficient to support teaching 

hospitals that provide a disproportionate share of care 

to indigent and medically under-insured patients. 

(Core Principles on Physician Workforce and 

Graduate Medical Education) 

Repeal of CLASS program: 

The measure repeals the CLASS program, which was 

enacted as part of the 2010 health care overhaul law 

(PL 111-148; PL 111-152). CBO estimates that the 

repeal would not have a significant budgetary effect. 

The Community Living Assistance Services and 

Supports (CLASS) Program was included in the 

overhaul to facilitate access to long-term care services.  

 

The program was intended to provide enrollees with a 

The intent and structure of the CLASS program was 

generally supported by ACP's policy for long-term 

care financing (see below). While this provision 

formally repeals the CLASS program, HHS had 

already suspended the program in 2011 based on 

concerns that it was not financially viable.  

 

ACP supports the following changes in the tax code to 

encourage the development and purchase of long-term 

care insurance: apply the same tax status to long-term 
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cash benefit that could be used to purchase various 

long-term care services and supports, such as home 

modifications, assistive technology, accessible 

transportation, homemaker services, respite care, 

personal assistance services, home-care aides and 

nursing support. Part of the motivation for the CLASS 

program is that long-term care costs currently account 

for nearly half of all health care spending, and such 

costs will become increasingly unaffordable in the 

future. Currently, long-term assisted care facilities cost 

an average of $70,000 per year. 

 

On Oct. 14, 2011, HHS notified Congress that it did 

not see a viable way to maintain the program's 

solvency over the long term and that it would therefore 

not implement the program. While the original CBO 

score of the overhaul law showed a cost savings 

resulting from the CLASS program, the 10-year 

scoring window did not account for the cost of the 

program over the longer term. Because the program 

does not limit the duration of benefits and is funded 

entirely by premiums, there would not be sufficient 

funds available for the program to meet benefit 

obligations over a 75-year period as required by the 

overhaul. 

care products as now exists for accidental and health 

insurance; allow the deductibility of insurance reserves 

and related investment earnings; allow the inclusion of 

long-term care benefits in cafeteria plans; offer tax 

credits for the purchase of long-term care coverage; 

eliminate the restrictions on the prefunding of retiree 

health benefits and long-term care insurance. ACP 

supports federal and state regulations that enhance 

consumer protections in the long-term care market. 

(Excerpt, Long Term Care) 

 

ACP supports minimizing the impact of out-of-pocket 

expenses on low-income beneficiaries for new 

Medicare long-term care benefits. ACP believes that to 

enable low-income beneficiaries to purchase long-term 

care insurance, a sliding scale subsidy for low-income 

beneficiaries with incomes above the poverty level 

should be provided (for example, between 100-200 

percent of the poverty level) to purchase long-term 

care insurance. (Excerpt, Financing Long-Term Care 

Benefits) 

Commission on long-term care: 

The Commission shall develop a plan for the 

establishment, implementation, and financing of a 

comprehensive, coordinated, and high-quality system 

that ensures the availability of long-term services and 

supports for individuals in need of such services and 

supports, including elderly individuals, individuals 

with substantial cognitive or functional limitations, 

other individuals who require assistance to perform 

activities of daily living, and individuals desiring to 

plan for future long-term care needs. 

 

The Commission shall be composed of 15 members, to 

be appointed not later than 30 days after the date of 

enactment of this Act.  The Commission must develop 

recommendations, vote on them and pass them (by a 

majority) within six months of the Commission 

members having been appointed. If passed by the 

Commission, those recommendations are then 

submitted to certain members of the Executive and 

Legislative branches and then considered by Congress, 

via a process described in the Act. 

While ACP has no specific policy on the 

establishment of a long-term care commission, this 

provision is generally consistent with the intent of 

ACP policy to facilitate greater availability of long 

term care coverage and, as a result, enhanced access to 

long term care services. 

Consumer Operated and Oriented Plan program ACP has long supported efforts to make health 
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contingency fund: 

The measure creates a new CO-OP Program 

Contingency Fund and redirects 10% of the 

unobligated funds provided under the CO-OP Program 

created by the health care overhaul. The measure 

rescinds the remaining funds provided to the earlier 

CO-OP Program. The program was intended to 

encourage the development of nonprofit entities to 

provide health insurance coverage. 

coverage affordable to all Americans. Health 

insurance exchanges will help consumers navigate the 

complex health insurance marketplace by providing 

understandable, objective information such as plan 

benefits, cost-sharing requirements, and provider 

participation. The CO-OP Program would have given 

some people access to a CO-OP insurance plan both 

within and outside of the exchanges.  

 

Other Provisions of Interest  

Delays sequestration: 

The bill delays for two months the automatic spending 

cuts (sequestration) currently scheduled to occur this 

month pursuant to the 2011 Budget Control Act (PL 

112-25) and replaces those two months of cuts with a 

combination of other spending cuts and revenue 

increases. That 2011 budget law provided for $2.1 

trillion in deficit reduction by setting 10- year caps on 

discretionary spending (for a savings of $917 billion) 

and — after Congress was unable to enact another 

$1.2 trillion in savings — the backup sequester 

mechanism for automatic cuts to discretionary and 

mandatory spending for nine years, beginning in 

January 2013, with half to come from defense. 

Under the measure, the sequester for FY 2013 would 

be implemented on March 27, the same day that the 

current six-month continuing resolution (PL 112-175) 

funding the government expires; the White House 

would be required to release its sequester report and 

order the cuts on March 1. And the total automatic cut 

for FY 2013, currently estimated at $109 billion, 

would be reduced by $24 billion, thereby reducing to 

$85 billion the required sequester of discretionary and 

mandatory spending for FY 2013. 

 

The bill offsets that $24 billion reduction by 

decreasing the current statutory caps on 

discretionary spending set for FY 2013 and FY 2014 

by a total of $12 billion ($4 billion from FY 2013 and 

$8 billion from FY 2014, split evenly each year 

between security and non-security spending), and by 

raising $12.2 billion in revenue over 10 years by 

making it easier for individuals with certain tax-

deferred retirement accounts to transfer those funds 

to a Roth IRA. 

 

(Individuals switching from traditional tax-deferred 

IRAs to a Roth IRA must pay tax on the funds 

ACP has strongly advocated that sequestration, or 

across-the-board cuts, will compromise essential 

programs to improve the access, quality and safety of 

health care in the United States and must not be 

allowed to stand. Across-the-board cuts, which do not 

take into consideration the importance or effectiveness 

of any particular program or activity, are not an 

appropriate method of addressing the national deficit. 

Instead, policymakers should embrace an alternative 

approach, like the one put forth by ACP, which 

addresses the true cost drivers behind rising health 

care costs. They should work to improve the 

effectiveness of care provided, make necessary and 

appropriate changes in entitlement programs, 

including Medicare cost-sharing, reform payment and 

delivery systems, reform our medical liability system, 

and support the proven value of primary care. 
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transferred since eventual distributions from Roth 

IRAs are not taxable, unlike distributions from 

traditional IRAs. By allowing individuals with tax-

deferred IRAs to switch to a Roth IRA at any time, 

rather than in limited circumstances as under current 

law, more people are expected to make such taxable 

transactions.) 

Unemployment insurance:  

The bill extends for one year — through Dec 31, 2013 

— long-term federal unemployment insurance (UI) 

benefits for laid-off workers. 

 

The measure maintains the restructured benefit tiers 

enacted under last February's benefit extension (PL 

112-96), which reduced the maximum number of 

weeks an individual could receive benefits from 99 

weeks to 73 weeks: 47 weeks of federal benefits 

on top of 26 weeks of state benefits. That law also 

imposed job search requirements on beneficiaries and 

authorized states to drug-test beneficiaries in cases 

where their employment was terminated for unlawful 

drug use. 

 

The bill also extends through Dec. 31, 2013, the 

availability of railroad extended unemployment 

benefits. It would apply to workers who received 

normal benefits for days of unemployment during the 

period beginning July 1, 2008, and ending on June 30, 

2013. Finally, the measure extends the current 

authorization of appropriations for federal aid to help 

states carry out re-employment services through FY 

2014, at a rate of $85 per individual receiving such 

services. 

No policy. 

Bush-era tax cuts: 

The measure permanently extends Bush-era income 

and other tax cuts for taxable income up to $400,000 

for individuals and $450,000 for couples — but allows 

tax rates to rise from 35% to 39.6% on income over 

that level. It increases tax rates for capital gains and 

dividends on such income from 15% to 20%, and 

increases the estate tax from 35% to 40%. It also 

includes a permanent "patch" for the alternative 

minimum tax. 

No policy. 

 

Sources: 

The American Taxpayer Relief Act of 2012, H.R. 8 

Congressional Quarterly Fact Sheet on the Fiscal Cliff Agreement 

Congressional Budget Office Cost Estimate: American Taxpayer Relief Act of 2012, H.R. 8 


