.

CMS-1488-P-1251

Submitter : Dr. Mathew Stiles Date: 06/12/2006
Organization:  Private Practice Family Physician
Category : Physician
Issue Areas/Comments
GME Payments
GME Payments

As a family physician, I appreciate the opportunity to comment on the Centers for Medicare & Medicaid Services (CMS or the Agency) proposed rule entitled
Medicare Program; Proposed Changes to the Hospital Inpatient Prospective Payment Systems and Fiscal Year 2007 Rates. 71 Fed. Reg. 23996 (April 25, 2006).

1 strongly urge CMS to rescind the language in the proposed rule that sets up an artificial dichotomy between resident training time spent in didactic activities and
time spent in patient care activities. The effect of the proposed rule is to exclude medical resident time spent in didactic activities in the calculation of Medicare
direct graduate medical education (DGME) and indirect medical education (IME) payments.

Background

The proposed rule cites journal clubs, classroom lectures, and seminars as examples of didactic activities that must be excluded when determining the full-time
equivalent resident counts for all IME payments (regardless of setting), and for DGME payments when the activities occur in a nonhospital setting, such as a
physician s office or affiliated medical school. The stated rationale for the exclusion of this time is that the time is not related to patient care .

This position reverses the Agency s position expressed as recently as 1999, at which time the Director of Acute Care wrote in correspondence that patient care
activities should be interpreted broadly to include scholarly activities, such as educational seminars, classroom lectures . . . and presentation of papers and research
results to fellow residents, medical students, and faculty. [September 24, 1999 Letter from Tzvi Hefter, Director, Division of Acute Care to Scott McBride, Vinson
& Elkins]. I support the Agency s 1999 position. The activities cited in the 1999 letter and cited again in this proposal are an integral component of the patient care
activities engaged in by residents during their residency programs.

Residency Program Activities and Patient Care

I firmly believe that with the possible exception of extended time for bench research, there is no residency experience that is not related to patient care activities.
The learning model used in graduate medical education (GME) is delivery of care to patients under the supervision of fully-trained physicians. Everything thata
resident physician learns as part of an approved residency training program is built upon the delivery of patient care and the resident physician s educational
development into an autonomous practitioner.

To separate out CMS s newly defined patient care time from didactic sessions in which general issues devolve to discussions of particular patients seems an
exercise in futility. Moreover, as a family physician, I believe this policy would require additional staff that would be responsible for sitting in on each of these
didactic sessions and keep count of patient care time. Such documentation requirements are unreasonable and would add an extremely large and unnecessary
administrative burden.

Turge CMS to rescind its clarification in the proposed rule relating to the counting of didactic time for purposes of DGME and IME payments and recognize the
integral nature of these activities to the patient care experiences of residents during their residency progr
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CMS-1488-P-1252

Submitter ; Dr. Elizabeth Naumburg : Date: 06/12/2006
Organization:  University of Rochester
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

As a faculty member in a department of family medicine, I appreciate the opportunity to comment on the Centers for Medicare & Medicaid Services (CMS or the
Agency) proposed rule entitled Medicare Program; Proposed Changes to the Hospital Inpatient Prospective Payment Systems and Fiscal Year 2007 Rates. 71 Fed.
Reg. 23996 (April 25, 2006).

I strongly urge CMS to rescind the language in the proposed rule that sets up an artificial dichotomy between resident training time spent in didactic activities and
time spent in patient care activities. The effect of the proposed rule is to exclude medical resident time spent in didactic activities in the calculation of Medicare
direct graduate medical education (DGME) and indirect medical education (IME) payments.

Background

The proposed rule cites journal clubs, classroom lectures, and seminars as examples of didactic activities that must be excluded when determining the full-time
equivalent resident counts for all IME payments (regardless of setting), and for DGME payments when the activities occur in a nonhospital setting, such as a
physician s office or affiliated medical school. The stated rationale for the exclusion of this time is that the time is not related to patient care .

This position reverses the Agency s position expressed as recently as 1999, at which time the Director of Acute Care wrote in correspondence that patient care
activities should be interpreted broadly to include scholarly activities, such as educational seminars, classroom lectures . . . and presentation of papers and research
results to fellow residents, medical students, and faculty. [September 24, 1999 Letter from Tzvi Hefter, Director, Division of Acute Care to Scott McBride, Vinson
& Elkins]. I support the Agency s 1999 position. The activities cited in the 1999 letter and cited again in this proposal are an integral component of the patient care
activities engaged in by residents during their residency programs.

Residency Program Activities and Patient Care

1 firmly believe that with the possible exception of extended time for bench research, there is no residency experience that is not related to patient care activities.
The learning model used in graduate medical education (GME) is delivery of care to patients under the supervision of fully-trained physicians. Everything that a
resident physician learns as part of an approved residency training program is built upon the delivery of patient care and the resident physician s educational
development into an autonomous practitioner.

In addition, I cannot conceive of how I would be able to administratively comply with this requirement. It would require documentation that would be extremely
burdensome, if possible at all. To separate out CMS s newly defined patient care time from didactic sessions in which general issues devolve to discussions of
particular patients seems an exercise in futility. Where am I to find the funding to pay for the staff person that would be needed to sit in on each of these didactic
sessions and keep count of patient care time? The documentation requirements that this position would necessitate are unreasonable and would cause an extremely
large administrative burden.

To reiterate, I urge CMS to rescind its clarification in the proposed rule relating to the counting of didactic time for purposes of DGME and IME payments and
recognize the integral nature of these activities to the patient care experiences of residents during their residency programs.

Until the government determines the best way to provide its citizens with excellence in health care, continuing to chip away at the current system is only likely to
erode the system of medical education. I urge the congress to take a step back and look comprehensively about how to fulfill the goal of training excellent
physicians which are an integral part of qualtiy care for all.

Sincerely,
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CMS-1488-P-1253

Submitter : Dr. Joseph Blonski . Date: 06/12/2006
Organization :  St. Cloud Hospital/Mayo Family Medicine Residency
Category : Physician
Issue Areas/Comments
GME Payments
GME Payments

As a family medicine residency program director, 1 appreciate the opportunity to comment on the Centers for Medicare & Medicaid Services' (CMS or the Agency)
proposed rule entitled "Medicare Program; Proposed Changes to the Hospital Inpatient Prospective Payment Systems and Fiscal Year 2007 Rates.” 71 Fed. Reg.
23996 (April 25, 2006). 1 strongly urge CMS to rescind the language in the proposed rule that sets up an artificial dichotomy between resident training time spent
in didactic activities and time spent in "patient care activities." The effect of the proposed rule is to exclude medical resident time spent in didactic activities in the
calculation of Medicare direct graduate medical education (DGME) and indirect medical education (IME) payments. Background: The proposed rule cites journal
clubs, classroom lectures, and seminars as examples of didactic activities that must be excluded when determining the full-time equivalent resident counts for all
IME payments (regardless of setting), and for DGME payments when the activities occur in a nonhospital setting, such as a physician's office or affiliated medical
school. The stated rationale for the exclusion of this time is that the time is not “related to patient care”. This position reverses the Agency's position expressed as
recently as 1999, at which time the Director of Acute Care wrote in correspondence that patient care activities should be interpreted broadly to include "scholarly
activities, such as educational seminars, classroom lectures . . . and presentation of papers and research results to fellow residents, medical students, and faculty."
[September 24, 1999 Letter from Tzvi Hefter, Director, Division of Acute Care to Scott McBride, Vinson & Elkins). I support the Agency's 1999 position. The
activities cited in the 1999 letter and cited again in this proposal are an integral component of the patient care activities engaged in by residents during their
residency

programs. I firmly believe that with the possible exception of extended time for "bench research," there is no residency experience that is not related to patient care
activities. The learning model used in graduate medical education (GME) is delivery of care to patients under the supervision of fully-trained physicians. Everything
that a resident physician learns as part of an approved residency training program is built upon the delivery of patient care and the resident physician's educational
development into an autonomous practitioner. In addition, as director of this program, I cannot conceive of how I would be able to administratively comply with
this requirement. It would require documentation that would be extremely burdensome, if possible at all. To separate out CMS's newly defined “patient care time"
from didactic sessions in which general issues devolve to discussions of particular patients seems an exercise in futility. Where am I to find the funding to pay for
the staff person that would be needed to sit in on each of these didactic sessions and keep count of patient care time? The documentation requirements that this
position would necessitate are unreasonable and would cause an extremely large administrative burden. To reiterate, I urge CMS to rescind its clarification in the
proposed rule relating to the counting of didactic time for purposes of DGME and IME payments and recognize the integral nature of these activities to the patient
care experiences of residents during their residency

programs.
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CMS-1488-P-1254

Submitter : Dr. Lori Carnsew Date: 06/12/2006
Organization:  Dr. Lori Carnsew
Category : Physician
Issue Areas/Comments
GME Payments
GME Payments

As a family physician, I appreciate the opportunity to comment on the Centers for Medicare & Medicaid Services (CMS or the Agency) proposed rule entitled
Medicare Program; Proposed Changes to the Hospital Inpatient Prospective Payment Systems and Fiscal Year 2007 Rates., 71 Fed. Reg. 23996 (April 25, 2006).

I strongly urge CMS to rescind the language in the proposed rule that sets up an artificial dichotomy between resident training time spent in didactic activities and
time spent in patient care activities. The effect of the proposed rule is to exclude medical resident time spent in didactic activities in the calculation of Medicare
direct graduate medical education (DGME) and indirect medical education (IME) payments. :

Background

The proposed rule cites journal clubs, classroom lectures, and seminars as examples of didactic activities that must be excluded when determining the full-time
equivalent resident counts for all IME payments (regardless of setting), and for DGME payments when the activities occur in a nonhospital setting, such as a
physician's office or affiliated medical school. The stated rationale for the exclusion of this time is that the time is not "related to patient care”.

This position reverses the Agency's position expressed as recently as 1999, at which time the Director of Acute Care wrote in correspondence that patient care
activities should be interpreted broadly to include "scholarly activities, such as educational seminars, classroom lectures . . . and presentation of papers and research
results to fellow residents, medical students, and faculty." [September 24, 1999 Letter from Tzvi Hefter, Director, Division of Acute Care to Scott McBride,
Vinson & Elkins]. I support the Agency's 1999 position. The activities cited in the 1999 letter and cited again in this proposal are an integral component of the
patient care activities engaged in by residents during their residency programs. ‘

Residency Program Activities and Patient Care

I firmly believe that with the possible exception of extended time for bench research, there is no residency experience that is not related to patient care activities. The
learning model used in graduate medical education (GME) is delivery of care to patients under the supervision of fully-trained physicians. Everything that a resident
physician learns as part of an approved residency training program is built upon the delivery of patient care and the resident physician's educational development
into an autonomous practitioner.

To separate out CMS's newly defined "patient care time" from didactic sessions in which general issues devolve to discussions of particular patients seems an
exercise in futility. Moreover, as a family physician, I believe this policy would require additional staff that would be responsible for sitting in on each of these
didactic sessions and keep count of patient care time. Such documentation requirements are unreasonable and would add an extremely large and unnecessary
administrative burden. '

Turge CMS to rescind its clarification in the proposed rule relating to the counting of didactic time for purposes of DGME and IME payments and recognize the
integral nature of these activities to the patient care experiences of residents during their residency programs,

Sincerely,

Lori R, Carnsew, MD
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CMS-1488-P-1255

Submitter : Dr. Brian Wells Date: 06/12/2006
Organization:  Dr. Brian Wells
Category : Physician
Issue Areas/Comments
GME Payments
GME Payments

As a family physician, I appreciate the opportunity to comment on the Centers for Medicare & Medicaid Services (CMS or the Agency) proposed rule entitled
Medicare Program; Proposed Changes to the Hospital Inpatient Prospective Payment Systems and Fiscal Year 2007 Rates. 71 Fed. Reg. 23996 (April 25, 2006).

I strongly urge CMS to rescind the language in the proposed rule that sets up an artificial dichotomy between resident training time spent in didactic activities and
time spent in patient care activities. The effect of the proposed rule is to exclude medical resident time spent in didactic activities in the calculation of Medicare
direct graduate medical education (DGME) and indirect medical education (IME) payments.

Background

The proposed rule cites journal clubs, classroom lectures, and seminars as examples of didactic activities that must be excluded when determining the full-time
equivalent resident counts for all IME payments (regardless of setting), and for DGME payments when the activities occur in a nonhospital setting, such as a
physician s office or affiliated medical school. The stated rationale for the exclusion of this time is that the time is not related to patient care .

This position reverses the Agency s position expressed as recently as 1999, at which time the Director of Acute Care wrote in correspondence that patient care
activities should be interpreted broadly to include scholarly activities, such as educational seminars, classroom lectures . . . and presentation of papers and research
results to fellow residents, medical students, and faculty. [September 24, 1999 Letter from Tzvi Hefter, Director, Division of Acute Care to Scott McBride, Vinson
& Elkins]. Isupport the Agency s 1999 position. The activities cited in the 1999 letter and cited again in this proposal are an integral component of the patient care
activities engaged in by residents during their residency programs.

Residency Program Activities and Patient Care

I firmly believe that with the possible exception of extended time for bench research, there is no residency experience that is not related to patient care activities.
The learning model used in graduate medical education (GME) is delivery of care to patients under the supervision of fully-trained physicians. Everything that a
resident physician learns as part of an approved residency training program is built upon the delivery of patient care and the resident physician s educational
development into an autonomous practitioner.

To separate out CMS s newly defined patient care time from didactic sessions in which general issues devolve to discussions of particular patients seems an
exercise in futility. Moreover, as a family physician, I believe this policy would require additional staff that would be responsible for sitting in on each of these
didactic sessions and keep count of patient care time. Such documentation requirements are unreasonable and would add an extremely large and unnecessary
administrative burden.

Turge CMS to rescind its clarification in the proposed rule relating to the counting of didactic time for purposes of DGME and IME payments and recognize the
integral nature of these activities to the patient care experiences of residents during their residency programs. [ believe that patient care is best learned through
interaction between physicians and students and didactic experience tends to be the most beneficial besides simple knowledge.
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CMS-1488-P-1256

Submitter : Dr. claudia daly Date: 06/12/2006
Organization :  Dr. claudia daly
Category : Individual
Issue Areas/Comments
GME Payments
GME Payments

As a family physician, I appreciate the opportunity to comment on the Centers for Medicare & Medicaid Services' (CMS or the Agency) proposed rule entitled
"Medicare Program; Proposed Changes to the Hospital Inpatient Prospective Payment Systems and Fiscal Year 2007 Rates.” 71 Fed. Reg. 23996 (April 25, 2006).

I'strongly urge CMS to rescind the language in the proposed rule that sets up an artificial dichotomy between resident training time spent in didactic activities and
time spent in "patient care activities.” The effect of the proposed rule is to exclude medical resident time spent in didactic activities in the calculation of Medicare
direct graduate medical education (DGME) and indirect medical education (IME) payments.

Background The proposed rule cites journal clubs, classroom lectures and seminars as examples of didactic activitics that must be excluded when determining the
full-time equivalent resident counts for all IME payments (regardless of setting), and for DGME payments when the activities occur in a non-hospital setting, such
as a physician's office or affiliated medical school. The stated rationale for the exclusion of this time is that the time is not "related to patient care."

This position reverses the Agency's position expressed as recently as 1999, at which time the Director of Acute Care wrote in correspondence that patient care
activities should be interpreted broadly to include "scholarly activities, such as educational seminars, classroom lectures . . . and presentation of papers and research
results to fellow residents, medical students and faculty." [September 24, 1999 Letter from Tzvi Hefier, Director, Division of Acute Care to Scott McBride, Vinson
& Elkins]. I support the Agency_s 1999 position. The activities cited in the 1999 letter and cited again in this proposal are an integral component of the patient carc
activities engaged in by residents during their residency programs.

Residency Program Activities and Patient Care I firmly believe that with the possible exception of extended time for "bench research,” there is no residency
experience that is not related to patient care activities. The leaming model used in graduate medical education (GME} is delivery of care to patients under the
supervision of fully-trained physicians. Everything that a resident physician learns as part of an approved residency training program is built upon the delivery of
patient care and the resident physician's educational development into an autonomous practitioner.

To separate out CMS's newly defined "patient care time” from didactic sessions in which general issues devolve to discussions of particular patients seems an
exercise in futility. Moreover, as a family physician, I believe this policy would require additional staff that would be responsible for sitting in on each of these
didactic sessions and keep count of patient care time. Such documentation requirements are unreasonable and would add an extremely large and unnecessary
administrative burden.

T'urge CMS to rescind its clarification in the proposed rule relating to the counting of didactic time for purposes of DGME and IME payments and recognize the
integral nature of these activities to the patient care experiences of residents during their residency programs.

Sincerely,
(Your name here)
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CMS-1488-P-1257

Submitter : Dr. Kyle Parish Date: 06/12/2006
Organization:  Dr, Kyle Parish
Category : Physician
Issue Areas/Comments
GME Payments
GME Payments

As a family physician, I appreciate the opportunity to comment on the Centers for Medicare & Medicaid Services (CMS or the Agency) proposed rule entitled
Medicare Program; Proposed Changes to the Hospital Inpatient Prospective Payment Systems and Fiscal Year 2007 Rates. 71 Fed. Reg. 23996 (April 25, 2006).

I strongly urge CMS to rescind the language in the proposed rule that sets up an artificial dichotomy between resident training time spent in didactic activities and
time spent in patient care activities. The effect of the proposed rule is to exclude medical resident time spent in didactic activities in the calculation of Medicare
direct graduate medical education (DGME) and indirect medical education (IME) payments,

Background

The proposed rule cites journal clubs, classroom lectures, and seminars as examples of didactic activities that must be excluded when determining the full-time
equivalent resident counts for all IME payments (regardless of setting), and for DGME payments when the activities occur in a nonhospital setting, such as a
physician s office or affiliated medical school. The stated rationale for the exclusion of this time is that the time is not related to patient care .

This position reverses the Agency s position expressed as recently as 1999, at which time the Director of Acute Care wrote in correspondence that patient care
activities should be interpreted broadly to include scholarly activities, such as educational seminars, classroom lectures . . . and presentation of papers and research
results to fellow residents, medical students, and faculty. [September 24, 1999 Letter ffom Tzvi Hefter, Director, Division of Acute Care to Scott McBride, Vinson
& Elkins]. Isupport the Agency s 1999 position. The activities cited in the 1999 letter and cited again in this proposal are an integral component of the patient care
activities engaged in by residents during their residency programs.

Residency Program Activities and Patient Care

I firmly believe that with the possible exception of extended time for bench research, there is no residency experience that is not related to patient care activities.
The learning model used in graduate medical education (GME) is delivery of care to patients under the supervision of fully-trained physicians. Everything that a
resident physician learns as part of an approved residency training program is built upon the delivery of patient care and the resident physician s educational
development into an autonomous practitioner.

To separate out CMS s newly defined patient care time from didactic sessions in which general issues devolve to discussions of particular patients seems an
exercise in futility. Moreover, as a family physician, I believe this policy would require additional staff that would be responsible for sitting in on each of these
didactic sessions and keep count of patient care time. Such documentation requirements are unreasonable and would add an extremely large and unnecessary
administrative burden.

T'urge CMS to rescind its clarification in the proposed rule relating to the counting of didactic time for purposes of DGME and IME payments and recognize the
integral nature of these activities to the patient care experiences of residents during their residency programs.
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CMS-1488-P-1258

Submitter : " Mr. Mark George Date: 06/12/2006

Organization:  Robert Wood Johnson University Hospital
Category : Hospital
Issue Areas/Comments

GENERAL

GENERAL

See Attachment

CMS-1488-P-1258-Attach-1.DOC

CMS-1488-P-1258-Attach-2.DOC
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June 12, 2006

Centers for Medicare and Medicaid Services
Department of Health and Senior Services
Attention: CMS-1488-P

7500 Security Boulevard

Baltimore, MD 21244-1850

Subject: Comments: “Medicare Program; Proposed Changes to the Hospital Inpatient
Prospective Payment Systems (IPPS) and Fiscal Year 2007 Rates.” 71 Fed. Reg. 23996
(April 25, 2006).

Dear Administrator McClellan:

Robert Wood Johnson University Hospital, a premier academic health center and
tertiary/quaternary referral source located in New Brunswick, NJ, respectfully submits the
following comments regarding the CMS “Proposed Changes to the Hospital Inpatient
Prospective Payment Systems and Fiscal Year 2007 Rates”. We have outlined our concerns
below for your review and consideration. Moreover, one must also keep in mind that many
Medicaid and private sector payers follow Medicare’s payment methodology. This ripple
effect reinforces the imperative that significant changes to the Medicare system, like the
DRG weighting and classification changes must be subjected to comprehensive and thorough
analysis to ensure that the goals of the intended policy change are met without undue stress to
the system.

CMS Proposed Rule, FY 2007

Under the proposed rule, in FY 2007, Medicare would move to a “hospital-specific relative
value cost center” (HSRVcc) DRG weighting methodology. In FY 2008 (“if not earlier”
according to the proposed rule) the current 526 DRGs would be replaced by 861
“consolidated severity adjusted DRGs” (CS-DRGs). According to the proposed rule press
release, these two proposals represent the “first significant revision of the Inpatient
Prospective Payment System (IPPS) since its implementation in 1983.”

In an effort to reduce the economic incentives for physician-owned specialty hospitals and
improve overall payment accuracy, CMS has proposed an overhaul of the Medicare DRG
system that would reduce funding for cardiology services as much as 33% compared to FY
2006. The proposal is misguided, provides the wrong incentives for patient care, and does
not accomplish CMS’ goal of improving payment accuracy. In addition, because the
proposal is based on questionable methods, it is impossible for hospitals to understand the




O

potential impact of cost-based weights until these irregularities have been thoroughly
evaluated and corrected.

If implemented as proposed, the policy would reduce overall funding for cardiac stent DRGs
by - $1.3 billion, ICD implants by - $524 million and pacemaker implants by - $225 million.
As a matter of fact, the top 19 DRG losers are in MDC 5 (Diseases and Disorders of the
Circulatory System), with total losses amounting to - $2.7 billion. Some of the winners
include Pneumonia (+ $376 million), Septicemia (+ $376 million), Psychoses (+ $241
million or 96%), COPD (+ $236 million), and Heart Failure and Shock (+ $211 million).
More detail on the proposed rule is provided in Appendix A.

Call to Action

The sweeping changes CMS proposes will have a significant impact on hospitals. Because
the CMS’ proposal is fundamentally flawed, any fix that is proposed should not be
implemented without the benefit of a full and thorough analysis along with adequate
comment period. It should also be phased in slowly to allow hospitals adequate time to plan
for and adjust to proposed changes.

¢ The new proposed DRG weights would be based on cost data that are 3-5 years old.
These data are neither current nor accurate and do not include the costs associated
with many important and commonly used technologies such as drug eluting stents.
There must be a way to use more current data so that new technology can be
incorporated into the rate structure.

¢ In addition, the manner in which costs are derived from charges assumes that higher
cost devices like implantable devices are marked up to the same extent as low-cost
items. This is well known to not be the case.

e The hospital charges are not weighted by volume: a small hospital of 50 beds would
carry as much weight as a 1,000-bed hospital. This is unprecedented.

e The technical errors and data trimming methods used, most notably the exclusion of
25% of hospital charges when deriving the cost-to-charge ratios, are indefensible and
should be corrected.

e Severity adjustments have potential, but must account for both complexity and
severity, not just severity. CMS is currently proposing to implement these changes in
FY 2008, but has solicited comment on this aspect as well. Hospitals must be given
appropriate information on the method and impact of any new severity adjustment
system and be given appropriate time to evaluate and comment on future proposals.
The impact of adopting cost-based methods and severity adjustment at different times
should be fully understood since the changes that ensue may “whipsaw” hospitals by
shifting dollars in opposite directions in succeeding years.

e The potential impact of these changes is so great, even when corrected, that they
should be phased in gradually over several years.




Basing DRG relative weights on estimated costs instead of charges

In its recommendations to move to a cost-based relative weight methodology, MedPAC
suggested application of hospital-specific relative value units (HSRVs) to weight DRGs on
estimated hospital-specific costs using individual claims data. In the proposal, however,
CMS suggests this methodology is too complex and difficult to implement in a timely
manner. CMS developed a modified proposal to reform the DRG system that is based on
creation of 10 cost centers that are weighted by a national cost-to-charge ratio (CCR) and
applied to each DRG. Each cost center is scaled across all cost centers and summed to
determine the DRG relative weight.

Independent analyses of the proposed cost-based methods suggest a number of technical
errors or questionable decisions in constructing the rule. For instance, in constructing the
CCRs to establish the DRGs, CMS failed to adjust for hospital volume, allowing small
hospitals to have as much weight as large. The statistical trimming used in calculating the
CCRs also eliminated about a quarter of routine day charges (mostly large hospitals), leading -
to higher than expected values for this cost center. Combined with charge compression
(where high cost items are marked up less than lower cost items) associated with technology-
intensive procedures, these decisions uniformly bias weights downward for these procedures,
leading to reduced payments.

Severity Adjusted DRGs

CMS believes accounting for severity of illness within the DRG system will more accurately
align payments to costs. There are descriptions of two potential severity-adjusted DRG
alternatives outlined in the proposed rule. CMS seems to favor a refinement of the all patient
refined diagnosis-related group system (APR-DRG) system currently in use in Maryland.
These systems are both similar to the current CMS DRG system in that they use the same
ICD-9-CM diagnosis and procedure codes to determine DRG assignment. The APR-DRG
system, although currently in use by many hospitals to better understand case mix, was
developed for all payers, and some DRGs may not adequately account for resource use in the
Medicare population. The consolidated system uses factors such as high severity of illness or
base CMS DRG similarities to keep the number and mix of DRGs parsimonious.

Both severity-adjusted DRG systems have some shortcomings, particularly in accounting for
complexity of care such as costly technologies.

Resultant changes to case-mix index and outlier threshold

The proposed adoption of the HSRV methodology shifts case mix to reduce surgical
payments by 5.7% and increase medical payments by 6%, mostly due to higher costs
being reported in the low CCR ancillary cost centers for surgical DRGs. CMS’ proposed
change to cost-based weights tends to shift payments from large urban and teaching hospitals
to smaller urban and rural hospitals. The effect of adopting the consolidated severity-
adjusted DRGs, however, tends to shift payments in the opposite direction based on case mix




shifts. Since CMS is only proposing to adopt cost-based weights in FY 2007, the overall
impact to hospitals of the CMS proposed rule is a clear reallocation of resources from large,
urban and teaching to small, rural and non-teaching hospitals. There is also a significant
reallocation of payments from complex and high-tech to longer-stay cases, or from surgical
to medical.

Conclusion

We appreciate the proposed rule’s request for comments regarding a transition period (71
Fed. Reg. 24028).

Historically, Medicare changes of significant magnitude have included some type of
transition period. For example, the move to a PPS for capital was transitioned in over a 10
year period. Other changes that were accompanied by transitions include: implementation of
the operating IPPS (four years), eliminating day outliers (four years), and removing the costs
of teaching physicians and residents in the calculation of the wage index (four years).

While it is unclear what an appropriately devised new DRG classification and wei ghting
system might look like, it is obvious that such a change will still involve the redistribution of
hundreds of millions of dollars. Accordingly a significant transition period must accompany
any final changes.

Thank you again for the opportunity to comment on the proposed regulations.
Sincerely Yours.

Mark D. George
Director of Budget and Reimbursement

Appendix A
Proposed Payment Reductions for Coronary Stent and Related DRGs
DRG Description % change v.
' FY 2006
555 Percutaneous Cardiovascular Procedures with MCV -21%
556 Bare Metal Stent without MCV -34.1%
557 Drug Eluting Stent with MCV -23.5%
558 Drug Eluting Stent without MCV - 33.4%
518 EP Procedures without Stent - 28.9%
Proposed Payment Reductions for ICD and Pacemaker Implant DRGs
DRG Description % change v.
FY 2006
515 | ICD implant without Cardiac Catheterization - 22.6%
535 ICD Implant with Cardiac Catheterization with -23.8%




—<—

AMI/HF/Shock
536 ICD implant with Cardiac Catheterization without -22.2%
AMI/HF/Shock
551 Pacemaker implant with MCV - 12.5%
552 Pacemaker Implant without MCV -13.3%
Proposed Payment Reductions for CABG DRGs
DRG Description % change v.
FY 2006
547 CABG with Cardiac Catheterization with MCV -5.4%
548 CABG with Cardiac Catheterization without MCV -8.8%
549 CABG without Cardiac Catheterization with MCV -1.3%
550 CABG without Cardiac Catheterization without MCV | - 1.4%
Proposed Payment Reductions for Non-Coronary Vascular DRGs
DRG Description % change v.
FY 2006
479 Other Vascular Procedures w/out CC -9.2%
553 Other Vascular Procedures with CC and MCV - 5.6%
554 Other Vascular Procedures with CC without MCV -3.1%
533 Extracranial Procedures with CC -2.6%
534 Extracranial Procedures without CC -2.3%
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June 12, 2006

Centers for Medicare and Medicaid Services
Department of Health and Senior Services
Attention: CMS-1488-P

7500 Security Boulevard

Baltimore, MD 21244-1850

Subject: Comments: “Medicare Program; Proposed Changes to the Hospital Inpatient
Prospective Payment Systems (IPPS) and Fiscal Year 2007 Rates.” 71 Fed. Reg. 23996
(April 25, 2006). ‘

Dear Administrator McClellan:

Robert Wood Johnson University Hospital, a premier academic health center and
tertiary/quaternary referral source located in New Brunswick, NJ, respectfully submits the
following comments regarding the CMS “Proposed Changes to the Hospital Inpatient
Prospective Payment Systems and Fiscal Year 2007 Rates”. We have outlined our concerns
below for your review and consideration. Moreover, one must also keep in mind that many
Medicaid and private sector payers follow Medicare’s payment methodology. This ripple
effect reinforces the imperative that significant changes to the Medicare system, like the
DRG weighting and classification changes must be subjected to comprehensive and thorough
analysis to ensure that the goals of the intended policy change are met without undue stress to
the system.

CMS Proposed Rule, FY 2007

Under the proposed rule, in FY 2007, Medicare would move to a “hospital-specific relative
value cost center” (HSRVcc) DRG weighting methodology. In FY 2008 (“if not earlier”
according to the proposed rule) the current 526 DRGs would be replaced by 861
“consolidated severity adjusted DRGs” (CS-DRGs). According to the proposed rule press
release, these two proposals represent the “first significant revision of the Inpatient
Prospective Payment System (IPPS) since its implementation in 1983.”

In an effort to reduce the economic incentives for physician-owned specialty hospitals and
improve overall payment accuracy, CMS has proposed an overhaul of the Medicare DRG
system that would reduce funding for cardiology services as much as 33% compared to FY
2006. The proposal is misguided, provides the wrong incentives for patient care, and does
not accomplish CMS’ goal of improving payment accuracy. In addition, because the
proposal is based on questionable methods, it is impossible for hospitals to understand the
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potential impact of cost-based weights until these irregularities have been thoroughly
evaluated and corrected.

If implemented as proposed, the policy would reduce overall funding for cardiac stent DRGs
by - $1.3 billion, ICD implants by - $524 million and pacemaker implants by - $225 million.
As a matter of fact, the top 19 DRG losers are in MDC 5 (Diseases and Disorders of the
Circulatory System), with total losses amounting to - $2.7 billion. Some of the winners
include Pneumonia (+ $376 million), Septicemia (+ $376 million), Psychoses (+ $241
million or 96%), COPD (+ $236 million), and Heart Failure and Shock (+ $211 million).
More detail on the proposed rule is provided in Appendix A.

Call to Action

The sweeping changes CMS proposes will have a significant impact on hospitals. Because
the CMS’ proposal is fundamentally flawed, any fix that is proposed should not be
implemented without the benefit of a full and thorough analysis along with adequate
comment period. It should also be phased in slowly to allow hospitals adequate time to plan
for and adjust to proposed changes.

* The new proposed DRG weights would be based on cost data that are 3-5 years old.
These data are neither current nor accurate and do not include the costs associated
with many important and commonly used technologies such as drug eluting stents.
There must be a way to use more current data so that new technology can be
incorporated into the rate structure.

¢ In addition, the manner in which costs are derived from charges assumes that higher
cost devices like implantable devices are marked up to the same extent as low-cost
items. This is well known to not be the case. '

* The hospital charges are not weighted by volume: a small hospital of 50 beds would
carry as much weight as a 1,000-bed hospital. This is unprecedented.

* The technical errors and data trimming methods used, most notably the exclusion of
25% of hospital charges when deriving the cost-to-charge ratios, are indefensible and
should be corrected.

e Severity adjustments have potential, but must account for both complexity and
severity, not just severity. CMS is currently proposing to implement these changes in
FY 2008, but has solicited comment on this aspect as well. Hospitals must be given
appropriate information on the method and impact of any new severity adjustment
system and be given appropriate time to evaluate and comment on future proposals.
The impact of adopting cost-based methods and severity adjustment at different times
should be fully understood since the changes that ensue may “whipsaw” hospitals by
shifting dollars in opposite directions in succeeding years.

* The potential impact of these changes is so great, even when corrected, that they
should be phased in gradually over several years.




Basing DRG relative weights on estimated costs instead of charges

In its recommendations to move to a cost-based relative weight methodology, MedPAC
suggested application of hospital-specific relative value units (HSRVs) to weight DRGs on
estimated hospital-specific costs using individual claims data. In the proposal, however,
CMS suggests this methodology is too complex and difficult to implement in a timely
manner. CMS developed a modified proposal to reform the DRG system that is based on
creation of 10 cost centers that are weighted by a national cost-to-charge ratio (CCR) and
applied to each DRG. Each cost center is scaled across all cost centers and summed to
determine the DRG relative weight.

Independent analyses of the proposed cost-based methods suggest a number of technical
errors or questionable decisions in constructing the rule. For instance, in constructing the
CCRs to establish the DRGs, CMS failed to adjust for hospital volume, allowing small
hospitals to have as much weight as large. The statistical trtmming used in calculating the
CCRes also eliminated about a quarter of routine day charges (mostly large hospitals), leading
to higher than expected values for this cost center. Combined with charge compression
(where high cost items are marked up less than lower cost items) associated with technology-
intensive procedures, these decisions uniformly bias weights downward for these procedures,
leading to reduced payments.

Severity Adjusted DRGs

CMS believes accounting for severity of illness within the DRG system will more accurately
align payments to costs. There are descriptions of two potential severity-adjusted DRG
alternatives outlined in the proposed rule. CMS seems to favor a refinement of the all patient
refined diagnosis-related group system (APR-DRG) system currently in use in Maryland.
These systems are both similar to the current CMS DRG system in that they use the same
ICD-9-CM diagnosis and procedure codes to determine DRG assignment. The APR-DRG
system, although currently in use by many hospitals to better understand case mix, was
developed for all payers, and some DRGs may not adequately account for resource use in the
Medicare population. The consolidated system uses factors such as high severity of illness or
base CMS DRG similarities to keep the number and mix of DRGs parsimonious.

Both severity-adjusted DRG systems have some shortcomings, particularly in accounting for
complexity of care such as costly technologies.

Resultant changes to case-mix index and outlier threshold

The proposed adoption of the HSRV methodology shifts case mix to reduce surgical
payments by 5.7% and increase medical payments by 6%, mostly due to higher costs
being reported in the low CCR ancillary cost centers for surgical DRGs. CMS’ proposed
change to cost-based weights tends to shift payments from large urban and teaching hospitals
to smaller urban and rural hospitals. The effect of adopting the consolidated severity-
adjusted DRGs, however, tends to shift payments in the opposite direction based on case mix
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shifts. Since CMS is only proposing to adopt cost-based weights in FY 2007, the overall
impact to hospitals of the CMS proposed rule is a clear reallocation of resources from large,
urban and teaching to small, rural and non-teaching hospitals. There is also a significant
reallocation of payments from complex and high-tech to longer-stay cases, or from surgical
to medical.

Conclusion

We appreciate the proposed rule’s request for comments regarding a transition period (71
Fed. Reg. 24028).

Historically, Medicare changes of significant magnitude have included some type of
transition period. For example, the move to a PPS for capital was transitioned in over a 10
year period. Other changes that were accompanied by transitions include: implementation of
the operating IPPS (four years), eliminating day outliers (four years), and removing the costs
of teaching physicians and residents in the calculation of the wage index (four years).

While it is unclear what an appropriately devised new DRG classification and weighting
system might look like, it is obvious that such a change will still involve the redistribution of
hundreds of millions of dollars. Accordingly a significant transition period must accompany
any final changes.

Thank you again for the opportunity to comment on the proposed regulations.
Sincerely Yours.

Mark D. George
Director of Budget and Reimbursement

Appendix A
Proposed Payment Reductions for Coronary Stent and Related DRGs
DRG Description % change v.
FY 2006
555 Percutaneous Cardiovascular Procedures with MCV -21%
556 Bare Metal Stent without MCV - 34.1%
557 Drug Eluting Stent with MCV -23.5%
558 Drug Eluting Stent without MCV - 33.4%
518 EP Procedures without Stent - 28.9%
Proposed Payment Reductions for ICD and Pacemaker Implant DRGs
DRG Description % change v.
FY 2006
515 ICD implant without Cardiac Catheterization -22.6%
535 ICD Implant with Cardiac Catheterization with -23.8%




AMI/HF/Shock
536 ICD implant with Cardiac Catheterization without -22.2%
AMI/HF/Shock
551 Pacemaker implant with MCV - 12.5%
552 Pacemaker Implant without MCV -13.3%
Proposed Payment Reductions for CABG DRGs
DRG Description % change v.
FY 2006
547 CABG with Cardiac Catheterization with MCV - 5.4%
548 CABG with Cardiac Catheterization without MCV -8.8%
549 CABG without Cardiac Catheterization with MCV -1.3%
550 CABG without Cardiac Catheterization without MCV | - 1.4%
Proposed Payment Reductions for Non-Coronary Vascular DRGs
DRG Description % change v.
FY 2006
479 Other Vascular Procedures w/out CC -9.2%
553 Other Vascular Procedures with CC and MCV -5.6%
554 Other Vascular Procedures with CC without MCV -3.1%
533 Extracranial Procedures with CC -2.6%
534 Extracranial Procedures without CC -2.3%




CMS-1488-P-1259

Submitter : Mrs. Sara Roughton Date: 06/12/2006
Organization :  Sentara Healthcare
Category: - Hospital
Issue Areas/Comments
GENERAL
GENERAL

I'am writing in regards to the proposed changes to implement APRDRG's this year. There are several factors with this change that will be a large burden to
facilities. First, the time frame for this implementation is a major concern. First, we will have to train ourselves to understand the changes and then teach our 70+
coders in our 7 hospital system. Our IT department already has schedule projects ongoing and this change and this will disrupt their procedures as they will need to
reschedule and organize this large task. We feel we need another year to get prepared for this major change and hope this letter will help entice you to do so,

thank you
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Submitter : Mr. Harry Kotlarz Date: 06/12/2006
Organization:  DePuy Orthopaedics Inc., a Johsnon & Johnson compa
Category : Device Industry
Issue Areas/Comments
GENERAL
" GENERAL
See attachment
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June 8, 2006

Centers for Medicare & Medicaid Services
Department of Health and Human Services
Attention: CMS-1427-FC

P.O. Box 8010

Baltimore, MD 21244-8018

Re: Proposed changes to orthopaedic DRGs 544 and 545 - “Medicare Program;
Proposed Changes to the Hospital Inpatient Prospective Payment Systems and Fiscal
Year 2007 Rates; Proposed Rule” April 25, 2006 [CMS-1488-P]

DePuy Orthopaedics, Inc., a Johnson & Johnson company, is a driver of
transformational change in orthopaedic care, with a focused commitment to help
surgeons achieve excellence in surgical practice. DePuy Orthopaedics is committed to
the development of innovative therapies and treatments to enhance patient care.

In response to the Centers for Medicare and Medicaid Services’ (CMS) proposal to a)
change the current charge-based method used to develop the annual DRG weighting
factors to a hospital-specific, relative-value (HSRV), cost-based system and, b) modify
the DRG system to "consolidated severity adjusted DRGs," DePuy Orthopaedics
respectfully submits the following comments.

Deletion of DRG 209 and Creation of DRGs 544 and 545. In'the FY 2006 final rule
(70 FR 47303), CMS deleted DRG 209 (Major Joint and Limb Reattachment
Procedures of Lower Extremity) and created new DRGs 544 (Major Joint Replacement
or Reattachment of Lower Extremity) and 545 (Revision of Hip or Knee Replacement).
The establishment of two new DRGs was intended to more appropriately compensate
hospitals that perform revisions of joint replacements since the revision procedures are
more resource intensive than original replacement procedure. While this change
represented a major modification to the reimbursement methodology for these
procedures, we applaud CMS for taking the initiative to adjust the payment
discrepancies that may have existed under DRG 209.

Reduction in Reimbursement for DRGs 544 and 545. We are greatly concerned by
the two proposals put forth in the proposed rule which will result in a reduction in
reimbursement for DRGs 544 and 545, a mere seven months after the initiation of the
new DRGs. The new HSRVcc and consolidated severity adjusted DRGs would result in
an overall decrease in reimbursement to hospitals for DRGs 544 and 545. The analysis
contained in the rule projects a payment reduction of 13.0% for DRG 545 (Revision of
Hip or Knee Replacement).’

' CMS-1488-P (Display Copy) “Table I.--Payment Impact from HSRVcc and Consolidated Severity-Adjusted DRGs by
Selected High Volume DRGs.” Pgs 99-100. -
. 2. Bozic K, Katz P, Cisternas M, Ono L, Ries M, Showstack J. Hospital resource utilization for primary and revision

1




Payment Impact from HSRVcc and Consolidated Severity-Adjusted DRGs by
Selected High Volume DRGs

Percent Change in Percent Change in Discharge Weighted
CMS DRG Number | Relative Weight Due to Average Weight Due to Consolidated Total Impact
CMS DRG Vv23.0 Description of Cases HSRVcc Severity-Adjusted DRGs All Changes
544 REATTACHMENT |
OF LOWER 407,310 -4.0% -1.0% -5.0%
EXTREMITY
545 REVISION OF HIP 41,021 -3.0% -10.0% -13.0%
OR KNEE
REPLACEMENT

Creation of DRG 545 was intended as stated in the FY05 IPPS final rule, (page 47305)
to “replace payment issues for hospitals that perform the more difficult revisions of joint
replacements.” We feel it is premature to propose a payment reduction within less than
a year of implementation and that claims data are insufficient to understand the true
financial impact to hospitals.

Data Submission by Massachusetts General Hospital, the Mayo Clinic and the
University of California at San Francisco. This group of researchers completed two
studies on hospital resource utilization in total joint arthroplasty (TJA). A pilot study
compared detailed resource utilization (using activity-based costing methodology)
between primary and all types of revision total hip arthroplasty (THA) procedures at
UCSF.? The second, a multi-center study involving more than 10,000 patient clinical and
financial records from all three institutions, compared relative resource utilization among
primary, single component and both component revision THA and total knee
arthroplasty (TKA).®

The findings were consistent with those of previous investigators *® who demonstrated
significant differences in operative time, length of stay, complication rates and overall
resource utilization between primary and different types of revision TJA procedures.

The April 25 2005 Federal Register contained an announcement from CMS splitting
DRG 209 into two separate DRGs: DRG 544 (Primary Hip and Knee Replacement) and
DRG 545 (Revision Hip and Knee Replacement). In explaining its decision, CMS cited
the importance of the input from the American Academy of Orthopaedic Surgeons
(AAOS) and orthopaedic surgeons, stating, “We agree with the commenters and the
AAQS that the creation of a new DRG for revisions of hip and knee replacements
should resolve payment issues for hospitals that perform the more difficult revisions of
joint replacements.”

total hip arthroplasty. J Bone Joint Surg Am. 2005;87(3):570-576.

3. Bozic K, Durbhakhala S, Berry D, et al. Differences in Patient Characteristics, Procedures Characteristics, and
Hospital Resource Utilization in Primary and Revision TJA. J Arthroplasty (Accepted for Publication, March. 2005).

4. lorio R, Healy W, Richards J. Comparison of the hospital cost of primary and revision total hip arthroplasty after
cost containment. Orthopedics 1999;22(2):195-199.

5. Lavernia C, Drakeford M, Tsao A, Gittelsohn A, Krackow K, Hungerford D. Revision and primary hip and knee
arthroplasty. A cost analysis. Clin Orthop 1995 Feb;(311):136-141.

6. Barrack RL, Sawhney J, Hsu J, Cofield RH. Cost analysis of revision total hip arthroplasty. A 5-year followup study.
Clin Orthop 1999 Dec;(369):175-178.



CMS also noted that the data they received on differences in resource utilization in
primary and revision TJA were most convincing. “The commenters reported on a
recently completed study comparing detailed hospital resource utilization and clinical
characteristics in over 10,000 primary and revision hip and knee replacement
procedures at three high-volume institutions: the Massachusetts General Hospital, the
Mayo Clinic, and the University of California at San Francisco.”

CMS credited the importance of input and collaboration with members of the AAOS and
AAHKS in helping it understand the issues related to coding deficiencies and
reimbursement discrepancies related to TJA procedures.

Consolidated Severity-Adjusted DRGs by Selected High Volume DRGs

It is documented that the creation of DRG 545 last year took into account the financial
burden to hospitals for this procedure and was the result of detailed claims and cost
reporting analysis. Such an immediate reduction in reimbursement would place
hospitals performing revision procedures at a further financial disadvantage. In addition,
we are concerned that the hospitals currently performing the complex, resource
intensive revision procedures may choose to limit access to this procedure, due to the
reductions in payment. Consolidating the severity-adjusted DRGs would undo this
change, and assign revisions together with initial replacements. Essentially CMS is
undoing the payment adjustment made in 2006 to reflect the greater resource utilization
seen with revision hip and knee surgeries.

We suggest that the relative weight of DRG 545 be maintained at the FY 2006 level until
a sufficient amount of claims data is available to determine the true financial impact to
hospitals.

Several health care groups including the American Hospital Association and the Heart
Rhythm Society (HRS) support at least a one-year delay of CMS’s proposed changes to
the Inpatient Prospective Payment System.

We appreciate your consideration of the above comments. Please contact the
undersigned if you have any questions.

Best Regards,

DePuy Orthopaedics, Inc.
a Johnson & Johnson company

Harry J. Kotlarz, MBA

Director, Health Economics and Reimbursement
700 Orthopaedic Drive

Warsaw, IN 46581-0988

406-542-9300 phone

406-542-9302 fax

612-590-9446 cell

hkotlar@dpyus.jnj.com



Submitter : Mr. Charles Cataline
Organization:  The Ohio Hospital Association
Category : Hospital
Issue Areas/Comments

GENERAL

GENERAL

See Attachment
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June 12, 2006

Mark McClellan, MD, PhD

Administrator

Centers for Medicare & Medicaid Services
ATTN: CMS-1488-P

P.O. Box 8010

Baltimore MD, 21244-1850

Dear Dr. McClellan:

On behalf of its 170+ hospital and health system members, the Ohio Hospital
Association is commenting on CMS’ proposed rule on the PPS for Inpatient Hospital
Services Proposed Rule for 2007 Fiscal Year, published in the April 25, 2006, Federal
Register. ‘

The proposed rule would establish inpatient hospital payments rates for federal fiscal
year 2007 and includes two significant proposed changes, first to shift the methodology
for calculating Medicare Inpatient Hospital Prospective Payment System (IHPPS)
diagnosis-related group (DRG) relative weights from hospital charges to costs, and
second, to refine IHPPS DRGs so CMS can more specifically base inpatient hospital
Medicare payments on each patient's severity of illness or injury.

OHA joins the American Hospital Association (AHA) in its support of improvements to
the Medicare IHPPS that create an equal opportunity for return across DRGs and
provides an equal incentive for hospitals to treat all types of patients and conditions, and
OHA applauds CMS for its attempts to answer industry concerns with such far-reaching
policy and payment initiatives.

However, OHA is very concerned about the payment implications of an
implementation of either of the two major IHPPS payment methodology revisions
as early as October 2006. OHA recommends that if they are ultimately adopted as
conceived, it be done in tandem, no earlier than October 2007, with an at least
three-year transition.

OHA recommends the delayed, dual implementation and transition based on projections
of the wide-ranging effect on Medicare payments from hospital to hospital, and on the
need for some hospitals to budget for payment decreases, and determine whether they
can continue to provide services most impacted by the hospital-specific relative value
(HSRV) cost-based DRG weighting methodology and severity-adjusted DRGs.

155 East Broad Street, Floor 15 Columbus, Ohio 43215-3620 www.ohanet.org 614.221.7614  614.221.4771 fax
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ATTN: CMS-1488-P
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Specifically, OHA supports:

» A Simultaneous Adoption of Any Changes to Weights and Classifications

CMS is moving forward with its policy and payment changes to answer industry
and Congressional criticism that the current IHPPS system easily permits some
hospitals to focus on specialized conditions and DRGs in order to maximize
Medicare reimbursement.

Many hospitals that do not specialize face the unintended consequence of
payment cuts so large they will be pushed into financial crises that could force
them to reconsider which services they can deliver to their communities. This
uncertainty about Medicare reimbursement will be made worse if CMS adopts a
two-step implementation.

However well analyzed—and most industry experts agree CMS’ research and
policy recommendations need additional work—the updates redistribute a great
deal of Medicare reimbursement in a very short timeframe. Most hospitals are
not financially prepared to weather the swings in Medicare payments two major
payment policy start-ups would cause. As such, CMS should combine the two
policy changes to provide better predictability and to eliminate as much as
possible any swings in reimbursement from one year to the next.

* An at least one-year delay in the implementation of any major payment

policy change

As outlined above, CMS is poised to move too aggressively on a pair of major
policy shifts that require additional study. Because of the enormous amount of
money the policies redistribute, hospitals need additional time to absorb the
financial impact and provide the necessary staff education and training.

OHA is concerned that the potential for wide swings in Medicare payment will be
made worse by the as-yet unknown effects of the implementation of the 100%
occupational mix adjustment, scheduled by court order for Oct. 1, 2006.

In addition, OHA is aware of serious concerns on the part of the AHA and other
major industry experts on the methodologies CMS has employed to arrive at its
proposals.

155 East Broad Street, Floor 15  Columbus, Obio 43215-3620  www. ohanet.org 614.221.7614 614.221.4771 fax
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Mark McClellan, MD, PhD
ATTN: CMS-1488-P
Page Three

OHA joins the AHA in its support of the move to cost-based DRG weights but
believes CMS’ proposed method is flawed. More work is needed to determine
the best way to create cost-based weights.

To permit hospitals sufficient time to plan and to allow CMS and the industry
additional time to fine tune the policies and supporting data, CMS should not
adopt either of the proposals to reweigh or refine the IHPPS DRGs until
federal fiscal year 2008, at the earliest.

o Three-year Transition

At no time since the inception of the IHPPS, has CMS implemented a major
change in payment policy without an at least-three year transition from the old to
the new payment rates. Given the magnitude of payment redistribution
across DRGs and hospitals’ need to budget for it, any changes CMS
implements should be transitioned over no less than three years.

o Expansion of Hospital Quality Data Indicators

The proposed rule states that to qualify for the full 3.4 percent market basket
update, hospitals would have to pledge to submit data on discharges back to
January 1, 2006, on 21 quality measures, not all of which are currently included
in the data set reported to the Quality Improvement Organization Clinical
Warehouse. Hospitals that don’t report the full set of data by August 15 would
receive an inpatient update equal to the market basket minus two percentage
points.

All Ohio hospitals support the reporting of quality data but the proposed rule
would force them to re-abstract discharges, renegotiate agreements with the
vendors that assist collecting and processing the required information, and
resubmitting data to the warehouse. OHA recommends CMS require
hospitals that want a full market basket update to pledge to submit the data
for all 21 quality measures starting with discharges on or after July 1.

o Resident Time in Patient Activities

CMS proposes to clarify the rule to exclude the medical resident time spent in
didactic activities from the calculation of Medicare direct graduate medical
education (DGME) and indirect medical education (IME) payments.

155 East Broad Street, Floor 15  Columbus, Ohio 43215-3620 www.ohanet.org 614.221.7614 614.221.4771 fax
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The stated rationale is they not related to patient care. The proposed rule cites
journal clubs, classroom lectures, and seminars as examples of didactic activities
that must be excluded when determining the full-time equivalent resident counts
for all indirect medical education payments (regardless of setting), and for direct
graduate medical education payments when the activities occur in a non-hospital
setting, such as a physician’s office or affiliated medical school.

The proposed clarification is inappropriate, in that the activities cited are an
integral component of the patient care activities engaged in by residents during
their residency programs, and it reverses long-standing CMS opinion that patient
care activities should be interpreted broadly to include scholarly activities, such
as educational seminars, classroom lectures, and presentation of papers and
research results to fellow residents, medical students, and faculty. OHA
recommends CMS rescind the clarification that excludes medical resident
time spent in didactic activities in the calculation of Medicare direct
graduate medical education and indirect medical education payments

e Availability of the DRG Grouper

The proprietary nature of the proposed CS-DRG Grouper is of great concern to
OHA. The current DRG Grouper logic has been in the public domain since the
start of the PPS, and without the new Grouper logic, it is virtually impossible for
anyone to analyze the proposed PPS changes and comment on the patient
classifications and Medicare payments that result. In addition, potentially high
price to purchase new software from a vendor with a monopoly on its distribution
will add significantly to the administrative cost of implementing the proposed
changes. OHA recommends CMS make any new DRG classification system
widely available to the public.

OHA appreciates the opportunity to comment. You may feel free to contact me at any
time if you have any questions or concerns at 614.221.7614 or electronically at
charlesc@ohanet.org.

Sincerely,

Charles Cataline
Senior Director, Health Policy
cc/

155 East Broad Street, Floor 15 Co/umbus, Ohio 43215-3620 www.ohanet.org 614.221.7614 614.221.4771 fax
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" Submitter : Dr. Susan Bidigare Date: 06/12/2006
Organization :  Dr. Susan Bidigare
Category : Individual
Issue Areas/Comments
GME Payments
GME Payments

As a family physician, I appreciate the opportunity to comment on the Centers for Medicare & Medicaid Services (CMS or the Agency) proposed rule entitled
Medicare Program; Proposed Changes to the Hospital Inpatient Prospective Payment Systems and Fiscal Year 2007 Rates. 71 Fed. Reg. 23996 (April 25, 2006).

I strongly urge CMS to rescind the language in the proposed rule that sets up an artificial dichotomy between resident training time spent in didactic activities and
time spent in patient care activities. The effect of the proposed rule is to exclude medical resident time spent in didactic activities in the calculation of Medicare
direct graduate medical education (DGME) and indirect medical education (IME) payments.

Background

The proposed rule cites journal clubs, classroom lectures, and seminars as examples of didactic activities that must be excluded when determining the full-time
equivalent resident counts for all IME payments (regardless of setting), and for DGME payments when the activities occur in a nonhospital setting, such as a
physician s office or affiliated medical school. The stated rationale for the exclusion of this time is that the time is not related to patient care .

This position reverses the Agency s position expressed as recently as 1999, at which time the Director of Acute Care wrote in correspondence that patient care
activities should be interpreted broadly to include scholarly activities, such as educational seminars, classroom lectures . . . and presentation of papers and research
results to fellow residents, medical students, and faculty. [September 24, 1999 Letter from Tzvi Hefter, Director, Division of Acute Care to Scott McBride, Vinson
& Elkins]. I support the Agency s 1999 position. The activities cited in the 1999 letter and cited again in this proposal are an integral component of the patient care
activities engaged in by residents during their residency programs.

Residency Program Activities and Patient Care

I firmly believe that with the possible exception of extended time for bench research, there is no residency experience that is not related to patient care activities.
The learning model used in graduate medical education (GME) is delivery of care to patients under the supervision of fully-trained physicians. Everything that a
resident physician learns as part of an approved residency training program is built upon the delivery of patient care and the resident physician s educational
development into an autonomous practitioner.

To separate out CMS s newly defined patient care time from didactic sessions in which general issues devolve to discussions of particular patients seems an
exercise in futility. Moreover, as a family physician, I believe this policy would require additional staff that would be responsible for sitting in on each of these

didactic sessions and keep count of patient care time. Such documentation requirements are unreasonable and would add an extremely large and unnecessary
administrative burden.

Turge CMS to rescind its clarification in the proposed rule relating to the counting of didactic time for purposes of DGME and IME payments and recognize the
integral nature of these activities to the patient care experiences of residents during their residency programs.

Sincerely,
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Submitter : Dr. James Kroeze Date: 06/12/2006
Organization:  Southwestern Medical Clinic
Category : Physician
Issue Areas/Comments
GME Payments
GME Payments

As a family physician, I appreciate the opportunity to comment on the Centers for Medicare & Medicaid Services (CMS or the Agency) proposed rule entitled
Medicare Program; Proposed Changes to the Hospital Inpatient Prospective Payment Systems and Fiscal Year 2007 Rates. 71 Fed. Reg. 23996 (April 25, 2006).

I strongly urge CMS to rescind the language in the proposed rule that sets up an artificial dichotomy between resident training time spent in didactic activities and
time spent in patient care activities. The effect of the proposed rule is to exclude medical resident time spent in didactic activities in the caiculation of Medicare
direct graduate medical education (DGME) and indirect medical education (IME) payments.

Background

The proposed rule cites journal clubs, classroom lectures, and seminars as examples of didactic activities that must be excluded when determining the full-time
equivalent resident counts for all IME payments (regardless of setting), and for DGME payments when the activities occur in a nonhospital setting, such as a
physician s office or affiliated medical school. The stated rationale for the exclusion of this time is that the time is not related to patient care .

This position reverses the Agency s position expressed as recently as 1999, at which time the Director of Acute Care wrote in correspondence that patient care
activities should be interpreted broadly to include scholarly activities, such as educational seminars, classroom lectures . . . and presentation of papers and research
results to fellow residents, medical students, and faculty. [September 24, 1999 Letter from Tzvi Hefter, Director, Division of Acute Care to Scott McBride, Vinson
& Elkins]. I support the Agency s 1999 position. The activities cited in the 1999 letter and cited again in this proposal are an integral component of the patient care
activities engaged in by residents during their residency programs.

Residency Program Activities and Patient Care

I firmly believe that with the possible exception of extended time for bench research, there is no residency experience that is not related to patient care activities.
The learning model used in graduate medical education (GME) is delivery of care to patients under the supervision of fully-trained physicians. Everything that a
resident physician learns as part of an approved residency training program is built upon the delivery of patient care and the resident physician s educational
development into an autonomous practitioner.

To separate out CMS s newly defined patient care time from didactic sessions in which general issues devolve to discussions of particular patients seems an
exercise in futility. Moreover, as a family physician, [ believe this policy would require additional staff that would be responsible for sitting in on each of these
didactic sessions and keep count of patient care time. Such documentation requirements are unreasonable and would add an extremely large and unnecessary
administrative burden.

T'urge CMS to rescind its clarification in the proposed rule relating to the counting of didactic time for purposes of DGME and IME payments and recognize the
integral nature of these activities to the patient care experiences of residents during their residency programs.

Sincerely,

Dr. Kroeze
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Submitter : Dr. Lee Radosh Date: 06/12/2006
Organization:  The Reading Hospital and Medical Center
Category : Physician
Issue Areas/Comments
GME Payments
GME Payments

As a family physician, I appreciate the opportunity to comment on the Centers for Medicare & Medicaid Services (CMS or the Agency) proposed rule entitled
Medicare Program; Proposed Changes to the Hospital Inpatient Prospective Payment Systems and Fiscal Year 2007 Rates. 71 Fed. Reg. 23996 (April 25, 2006).

I strongly urge CMS to rescind the language in the proposed rule that sets up an artificial dichotomy between resident training time spent in didactic activities and.
time spent in patient care activities. The effect of the proposed rule is to exclude medical resident time spent in didactic activities in the calculation of Medicare
direct graduate medical education (DGME) and indirect medical education (IME) payments.

Background

The proposed rule cites journal clubs, classroom lectures, and seminars as examples of didactic activities that must be excluded when determining the full-time
equivalent resident counts for all IME payments (regardless of setting), and for DGME payments when the activities occur in a nonhospital setting, such as a
physician s office or affiliated medical school. The stated rationale for the exclusion of this time is that the time is not related to patient care .

This position reverses the Agency s position expressed as recently as 1999, at which time the Director of Acute Care wrote in correspondence that patient care
activities should be interpreted broadly to include scholarly activities, such as educational seminars, classroom lectures . . . and presentation of papers and research
results to fellow residents, medical students, and faculty. [September 24, 1999 Letter from Tzvi Hefter, Director, Division of Acute Care to Scott McBride, Vinson
& Elkins]. I support the Agency s 1999 position. The activities cited in the 1999 letter and cited again in this proposal are an integral component of the patient care
activities engaged in by residents during their residency programs.

Residency Program Activities and Patient Care

I firmly believe that with the possible exception of extended time for bench research, there is no residency experience that is not related to patient care activities.
The learning model used in graduate medical education (GME) is delivery of care to patients under the supervision of fully-trained physicians. Everything that a
resident physician learns as part of an approved residency training program is built upon the delivery of patient care and the resident physician s educational
development into an autonomous practitioner.

To separate out CMS s newly defined patient care time from didactic sessions in which general issues devolve to discussions of particular patients seems an
exercise in futility. Moreover, as a family physician, I believe this policy would require additional staff that would be responsible for sitting in on each of these
didactic sessions and keep count of patient care time. Such documentation requirements are unreasonable and would add an extremely large and unnecessary
administrative burden.

Turge CMS to rescind its clarification in the proposed rule relating to the counting of didactic time for purposes of DGME and IME payments and recognize the
integral nature of these activities to the patient care experiences of residents during their residency programs.

Sincerely,

Lee Radosh, MD
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Submitter : Date: 06/12/2006
Organization :

Category : Individual

Issue Areas/Comments

GENERAL

GENERAL

As a family physician, I appreciate the opportunity to comment on the Centers for Medicare & Medicaid Services (CMS or the Agency) proposed rule entitled
Medicare Program; Proposed Changes to the Hospital Inpatient Prospective Payment Systems and Fiscal Year 2007 Rates. 71 Fed. Reg. 23996 (April 25, 2006).

I strongly urge CMS to rescind the language in the proposed rule that sets up an artificial dichotomy between resident training time spent in didactic activities and
time spent in patient care activities. The effect of the proposed rule is to exclude medical resident time spent in didactic activities in the calculation of Medicare
direct graduate medical education (DGME) and indirect medical education (IME) payments.

Background

The proposed rule cites journal clubs, classroom lectures, and seminars as examples of didactic activities that must be excluded when determining the full-time
equivalent resident counts for all IME payments (regardless of sctting), and for DGME payments when the activities occur in a non-hospital setting, such as a
physician s office or affiliated medical school. The stated rationale for the exclusion of this time is that the time is not related to patient care .

This position reverses the Agency s position expressed as recently as 1999, at which time the Director of Acute Care wrote in correspondence that patient care
activities should be interpreted broadly to include scholarly activities, such as educational seminars, classroom lectures . . . and presentation of papers and research
results to fellow residents, medical students, and faculty. [September 24, 1999 Letter from Tzvi Hefter, Director, Division of Acute Care to Scott McBride, Vinson
& Elkins]. Isupport the Agency s 1999 position. The activities cited in the 1999 letter and cited again in this proposal are an integral component of the patient care
activities engaged in by residents during their residency programs.

Residency Program Activities and Patient Care

I firmly believe that with the possible exception of extended time for bench research, there is no residency experience that is not related to patient care activities.
The learning model used in graduate medical education (GME) is delivery of care to patients under the supervision of fully-trained physicians. Everything that a
resident physician leams as part of an approved residency training program is built upon the delivery of patient care and the resident physician s educational
development into an autonomous practitioner.

To separate out CMS s newly defined patient care time from didactic sessions in which general issues devolve to discussions of particular patients seems an
exercise in futility. Moreover, as a family physician, I believe this policy would require additional staff that would be responsible for sitting in on each of these
didactic sessions and keep count of patient care time. Such documentation requirements are unreasonable and would add an extremely large and unnecessary
administrative burden.

T urge CMS to rescind its clarification in the proposed rule relating to the counting of didactic time for purposes of DGME and IME payments and recognize the
integral nature of these activities to the patient care experiences of residents during their residency programs.

Page 14 of 587 June 132006 11:57 AM




CMS-1488-P-1266

Submitter : Dr. Kevin Piggott Date: 06/12/2006
Organization :  MGH Family Medicine Residency
Category : Individual
Issue Areas/Comments
GME Payments
GME Payments

As a family physician, I appreciate the opportunity to comment on the Centers for Medicare & Medicaid Services (CMS or the Agency) proposed rule entitled
Medicare Program; Proposed Changes to the Hospital Inpatient Prospective Payment Systems and Fiscal Year 2007 Rates. 71 Fed. Reg. 23996 (April 25, 2006).

I strongly urge CMS to rescind the language in the proposed rule that sets up an artificial dichotomy between resident training time spent in didactic activities and
time spent in patient care activities. The effect of the proposed rule is to exclude medical resident time spent in didactic activities in the calculation of Medicare
direct graduate medical education (DGME) and indirect medical education (IME) payments.

Background

The proposed rule cites journal clubs, classroom lectures, and seminars as examples of didactic activities that must be excluded when determining the full-time
equivalent resident counts for all IME payments (regardless of setting), and for DGME payments when the activities occur in a nonhospital setting, such as a
physician s office or affiliated medical school. The stated rationale for the exclusion of this time is that the time is not related to patient care .

This position reverses the Agency s position expressed as recently as 1999, at which time the Director of Acute Care wrote in correspondence that patient care
activities should be interpreted broadly to include scholarly activities, such as educational seminars, classroom lectures . . . and presentation of papers and research
results to fellow residents, medical students, and faculty. [September 24, 1999 Letter from Tzvi Hefter, Director, Division of Acute Care to Scott McBride, Vinson
& Elkins]. I support the Agency s 1999 position. The activities cited in the 1999 letter and cited again in this proposal are an integral component of the patient care
activities engaged in by residents during their residency programs.

Residency Program Activities and Patient Care

I firmly believe that with the possible exception of extended time for bench research, there is no residency experience that is not related to patient care activities.
The learning model used in graduate medical education (GME) is delivery of care to patients under the supervision of fully-trained physicians. Everything that a
resident physician learns as part of an approved residency training program is built upon the delivery of patient care and the resident physician s educational
development into an autonomous practitioner.

To separate out CMS s newly defined patient care time from didactic sessions in which general issues devolve to discussions of particular patients seems an
exercise in futility. Moreover, as a family physician, I believe this policy would require additional staff that would be responsible for sitting in on each of these

didactic sessions and keep count of patient care time. Such documentation requirements are unreasonable and would add an extremely large and unnecessary
administrative burden.

T'urge CMS to rescind its clarification in the proposed rule relating to the counting of didactic time for purposes of DGME and IME payments and recognize the
integral nature of these activities to the patient care experiences of residents during their residency programs.

Sincerely,

Kevin L. Piggott, MD FAAFP
Assistant Director, MGH Family Medicine Residency
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Submitter : Dr. Donald Quest Date: 06/12/2006
Organization:  American Association of Neurological Surgeons
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Please see attached comments from the American Association of Neurological Surgeons and the Congress of Neurological Surgeons

CMS-1488-P-1267-Attach-1.PDF
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June 12, 2006

Mark B. McClellan, MD, PhD

Administrator

Centers for Medicare and Medicaid Services
Department of Health and Human Services
Attention: CMS-1488-P

P.O. Box 8011

Baltimore, Maryland 21244-1850

RE:  Proposed Changes to the Hospital Inpatient Prospective Payment Systems and
Fiscal Year 2007 Rates; CMS-1488-P

Dear Dr. McClellan:

The American Association of Neurological Surgeons (AANS) and the Congress of Neurological
Surgeons (CNS), representing over 4,000 neurosurgeons in the United States, appreciate the
opportunity to comment on the above referenced Notice of Proposed Ruiemaking (NPRM)
published in the Federal Register on April 25, 2006.

The subjects on which we are commenting include:

* Changes to the DRG Methodology. The AANS and the CNS recommend that CMS
delay the implementation of the new DGR payment methodology for at least one-year to
give the agency additional time to correct some serious methodological flaws and allow
hospitals, physicians and other providers affected by the changes a better opportunity to
work with CMS to implement an improved hospital payment system.

* DRG Severity Adjustments. The AANS and CNS support delaying the implementation
of severity adjusted DRGs until at least FY 2008. Additionally, if CMS moves to a
severity adjusted payment system, we support implementing the cost-based payment
system and the severity adjusted DRGs at the same time.

* Neurosurgical Procedures. The AANS and CNS are concerned about reductions in
hospital payments for several neurosurgical procedures, including acute ischemic stroke,
spine fusion, deep brain stimulation and carotid stents and urge CMS to carefully review
these procedures to ensure adequate hospital reimbursement so Medicare patients
continue to have access to these vital services.
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*= EMTALA. The AANS and CNS support the recommendations of the EMTALA Technical
Advisory Group (TAG) regarding emergency care provided by specialty hospitals, and
we commend CMS for including these in the proposed regulation.

* Graduate Medical Education. The AANS and CNS support the recommendation of the
American Association of Medical Colleges (AAMC) asking CMS to maintain its 1999
definition of patient care for purposes of the GME payment calculations.

CHANGES TO THE DRG METHODOLOGY

The AANS and CNS certainly support the basic goal of accurate payment for hospital care.
However, given the breadth and complexity of the proposed changes to the hospital payment
system, we urge CMS to delay implementation of the new methodology for at least one-year.
Although we realize that the agency is under enormous pressure to move to a system whereby
the Diagnosis Related Groups (DRGs) are based on hospital specific costs, rather than hospital
charges, we are concerned about the ramifications that such sweeping changes may have on
patient care. The proposal is the most significant revision of the DRG system since the
inception of the Inpatient Prospective Payment System (IPPS) in 1983 and therefore requires
CMS and healthcare providers enough time to more thoroughly examine the proposal. The 60-
day comment period, followed by only a few months for CMS to consider all the comments and
recommendations before implementing this new payment system on October 1, 2006, is simply
not an adequate timeframe to conduct this review.

We understand that several health policy experts have identified significant flaws in the
methodology used by CMS to determine the cost based DRG system. First, in “trimming” the
data for the calculation of the cost-based DRG weights, CMS has excluded 260 large hospitals
with high costs from the cost center calculations. By omitting this data, the results of the
proposed changes are significantly different than if these hospitals were included. Secondly,
the use of hospital weighting rather than discharge weighting of the cost to charge ratios has led
to a bias against larger facilities that provide more intense and expensive care. We urge CMS
to correct these fundamental methodological flaws before the new payment system is
implemented.

DRG SEVERITY ADJUSTMENTS

CMS has proposed delaying implementation of severity adjustments until FY 2008, “if not
sooner”, noting that it will replace the current 526 DRGs with either 861 consolidated severity-
adjusted DRGs or an alternative severity adjusted DRG system. The agency notes that it is
delaying implementation of the severity-adjusted DRGs because it is concerned about the
impact such changes would have if implemented concurrently with the changes resulting from
the move to a cost-based system.

If CMS moves forward with a severity-adjusted DRG payment system, the AANS and CNS
concur that it should not be implemented for at least another year. Based on initial
considerations of the impact of the new system neurosurgical patients, we urge CMS to delay
implementation of severity adjusted DRGs until a thorough analysis of the impact has been
conducted and presented to the public in a clear and understandable manner in order for
meaningful comments to be developed.
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We also agree with MedPAC’s recommendation that CMS implement the severity changes
concurrently with the new hospital specific cost-based weights. Implementing these two major
changes to the hospital payment system separately will only cause greater confusion and angst
among hospitals and other healthcare providers.

NEUROSURGICAL PROCEDURES.

The AANS and CNS are concerned about reductions in hospital payments for several
neurosurgical procedures, including acute ischemic stroke, spine fusion, deep brain stimulation
and carotid stents and urge CMS to carefully review these procedures to ensure adequate
hospital reimbursement so Medicare patients continue to have access to these vital services.

1. Acute Ischemic Stroke. The AANS and CNS agree with the concept that DRGs should
reflect patient severity of illness. However, we are concerned about the unintended impact
the severity adjustments may have on DRGs that were recently established. In the
Medicare Hospital IPPS Final Rule published on August 12, 2005, CMS created the new
DRG 559 Acute ischemic stroke with the use of thrombolytic agemnt, to reflect the higher
inpatient costs associated with the administration of the reperfusion drug, tissue
plasminogen activator (tPA). This change was a result of several years of discussions with
CMS and organizations supporting stroke patients and the professionals who care for them.

However, based on initial calculations by the American Stroke Association using the 3-M
algorithm website provided by CMS in the NPRM, we understand that the proposed severity
adjustment system would eliminate DRG 559 and place stroke cases in one of the three
ischemic stroke DRGs in the consolidated APR-DRG system (DRGs 56-58). The DRGs
described are all weighted less than the current weight for DGR 559, and therefore, do not
adequately compensate hospitals for the higher costs associated with stroke patients who
receive a reperfusion agent. In addition, the majority of cases using tPA would be assigned
to the lowest of the three proposed new DRGs for ischemic stroke, further compounding the
difference between the current DRG 559 and the proposed new system. While we
appreciate CMS making available the 3-M algorithm, we believe that more scrutiny of the
consequences of the changes is warranted and we support modification of the APR-DRGs
that would include a DRG to specifically describe the use of tPA in the treatment of stroke.

2. Spine Fusion. We are particularly concerned about initial analyses showing that under the
new cost-based system there is a significant decrease in the payment for DRGs for Spinal
Fusion. Some estimates show that the proposed repricing methodology results in
reductions of as much as 8.07% for DRG 497 Spinal Fusion with Complication or
Comorbidity (CC) and up to 9.8% reductions in DRG 498 Spinal Fusion without (CC). All
together, the impact on surgical DRGs could be a reduction of almost 7%. In addition, DRG
546 Spinal Fusion except Cervical with Curvature of the Spine or Malignancy may not
sufficiently address clinical severity and resource difference among spinal fusion cases that
involve fusing multiple levels of the spine.

3. Implantation of Intracranial Neurostimulator System for Deep Brain Stimulation (DBS). The

AANS and CNS understand that Medtronic has expressed concerns that if CMS assigns its
Kinetra implantable dual array neurostimulator pulse generator to DRG 1 Craniotomy Age >
17 with CC or DRG 2 Craniotomy Age > 17 without CC that the device will be inadequately
reimbursed. Medtronic has recommended that the device be assigned to DRG 543
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Craniotomy with Implant of Chemo Agent or Acute Complex CNS Principal Diagnosis. In
the proposed rule, CMS concludes that the issue will be better addresses when CMS has
finalized its consolidated severity-adjusted DRGs. The AANS and CNS urge you to carefuily
review this matter to ensure adequate reimbursement under the new payment system.

4. Carotid Artery Stents. CMS states that it has been contacted by manufacturer
representatives who have suggested that all carotid artery stenting cases be assigned to
DRG 533 Extracranial Procedures with CC rather than the lower paying DRG 534
Extracranial Procedures without CC. CMS concluded that carotid artery cases would be
better addressed in the consolidated severity-adjusted DRG system than through a change
in the current DRG assignment. This is a perfect example of why CMS should develop a
single system -- cost-based, severity adjusted DRGs -- all at once (and no earlier than 2008)
to ensure that hospital reimbursement is accurate. The AANS and CNS urge you to
carefully review this matter to ensure adequate reimbursement under the new payment
system.

EMTALA

Based on advice from the Emergency Medical Treatment and Labor Act (EMTALA) Technical
Advisory Group (TAG), CMS does not currently intend to require that all hospitals have an
emergency department as a condition of Medicare participation. In addition, CMS is not
proposing regulatory changes regarding on-call requirements. However, the agency is
proposing to require that all Medicare-participating hospitals (including specialty hospitals) with
specialized capabilities must accept appropriate transfers of unstable individuals, regardless of
whether the hospital with specialized capabilities has an emergency department. CMS has
stated that it expects that this clarification of current policy may result in an increase in the
number of specialty hospitals accepting transfers of emergency patients on nights and
weekends.

The AANS and CNS support the recommendations of the EMTALA Technical Advisory Group
(TAG). There is nothing in EMTALA that requires hospitals to have an emergency department,
so CMS is correct not to place such a requirement on Medicare-participating hospitals.
Furthermore, it is entirely appropriate for specialty hospitals that have the capability and
capacity to accept patients in transfer if they have specialized capabilities that the transferring
hospitals lack. We commend CMS for including adopting the EMTALA TAG recommendations,
which have gone through a very thorough review process.

GRADUATE MEDICAL EDUCATION

The AANS and CNS share the concern of the Association of American Medical Colleges
(AAMC) and others regarding the CMS proposal to exclude medical resident time spent in
didactic activities in the calculation of Medicare direct GME (DGME) and indirect medical
education (IME) payments. This “clarification” contradicts a policy stated in a September 1999
letter from Tzvi Hefter, Director, Division of Acute Care, which stated that patient care activities
should be interpreted broadly and include “scholarly activities, such as educational seminars,
classroom lectures. . . and presentation of papers and research results to fellow residents,
medical students, and faculty.” These activities cited are an integral part of the patient care
activities of residents and we urge CMS to withdraw its “clarification” and reaffirm the position
stated in 1999.
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CONCLUSION

The AANS and CNS are concerned that the enormity of proposed changes in the NPRM
requires more time and accurate data to fully assess the impact on hospital operations and
patient care. The limited time to review and adjust to such monumental changes by October
2006 could have a far reaching negative impact on patients, hospitals, physicians, and their
communities. We urge CMS to delay implementation of the DRG recalculations until the flaws
in the proposal are corrected and all stakeholders have had ample opportunity to assess the
expected results. |n addition, we ask that CMS provide at least a 3-year transition period when
it does implement this new payment system.

Thank you for the opportunity to comment on these important issues.

Sincerely,
} /7% el
ﬁw C Z’l“”‘{//f/ " {f,/,”/w.’
Donald O. Quest, MD, President Richard G. Ellenbogen, MD, President

American Association of Neurological Surgeons  Congress of Neurological Surgeons

Staff Contact

Catherine Jeakle Hill

Senior Manager of Regulatory Affairs
AANS/CNS Washington Office

725 15" Street, NW

Suite 800

Washington, DC 20005

Office: 202-628-2072

Fax: 202-628-5264

Email: chill@neurosurgery.org
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Submitter : Dr. Kenneth Stillman Date: 06/12/2006
Organization:  Dr. Kenneth Stillman
Category : Individual
Issue Areas/Comments
GME Payments
GME Payments

As a family physician, I appreciate the opportunity to comment on the Centers for Medicare & Medicaid Services (CMS or the Agency) proposed rule entitled
Medicare Program; Proposed Changes to the Hospital Inpatient Prospective Payment Systems and Fiscal Year 2007 Rates. 71 Fed. Reg. 23996 (April 25, 2006).

I strongly urge CMS to rescind the language in the proposed rule that sets up an artificial dichotomy between resident training time spent in didaétic activities and
time spent in patient care activities. The effect of the proposed rule is to exclude medical resident time spent in didactic activities in the calculation of Medicare
direct graduate medical education (DGME) and indirect medical education (IME) payments.

Background

The proposed rule cites journal clubs, classroom lectures, and seminars as examples of didactic activities that must be excluded when determining the full-time
equivalent resident counts for all IME payments (regardless of setting), and for DGME payments when the activities occur in a nonhospital setting, such as a
physician s office or affiliated medical school. The stated rationale for the exclusion of this time is that the time is not related to patient care .

This position reverses the Agency s position expressed as recently as 1999, at which time the Director of Acute Care wrote in correspondence that patient care
activities should be interpreted broadly to include scholarly activities, such as educational seminars, classroom lectures . . . and presentation of papers and research
results to fellow residents, medical students, and faculty. [September 24, 1999 Letter from Tzvi Hefter, Director, Division of Acute Care to Scott McBride, Vinson
& Elkins]. I support the Agency s 1999 position. The activities cited in the 1999 letter and cited again in this proposal are an integral component of the patient care
activities engaged in by residents during their residency programs.

Residency Program Activities and Patient Care

I firmly believe that with the possible exception of extended time for bench research, there is no residency experience that is not related to patient care activities.
The learning model used in graduate medical education (GME) is delivery of care to patients under the supervision of fully-trained physicians. Everything that a
resident physician learns as part of an approved residency training program is built upon the delivery of patient care and the resident physician s educational
development into an autonomous practitioner.

To separate out CMS s newly defined patient care time from didactic sessions in which general issues devolve to discussions of particular patients seems an
exercise in futility. Moreover, as a family physician, I believe this policy would require additional staff that would be responsible for sitting in on each of these
didactic sessions and keep count of patient care time. Such documentation requirements are unreasonable and would add an extremely large and unnecessary
administrative burden.

Turge CMS to rescind its clarification in the proposed rule relating to the counting of didactic time for purposes of DGME and IME payments and recognize the
integral nature of these activities to the patient care experiences of residents during their residency programs.

Sincerely,

Ken Stillman, MD
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Submitter : Dr. Sean McCloy - Date: 06/12/2006
Organization:  Maine Integrative Wellness
Category : Individual
Issue Areas/Comments
GME Payments
GME Payments

As a family physician, I appreciate the opportunity to comment on the Centers for Medicare & Medicaid Services' (CMS or the Agency) proposed rule entitled
"Medicare Program; Proposed Changes to the Hospital Inpatient Prospective Payment Systems and Fiscal Year 2007 Rates.” 71 Fed. Reg. 23996 (April 25, 2006).

I strongly urge CMS to rescind the language in the proposed rule that sets up an artificial dichotomy between resident training time spent in didactic activities and
time spent in "patient care activities." The effect of the proposed rule is to exclude medical resident time spent in didactic activities in the calculation of Medicare
direct graduate medical education (DGME) and indirect medical education (IME) payments.

Background

The proposed rule cites journal clubs, classroom lectures, and seminars as examples of didactic activities that must be excluded when determining the full-time
equivalent resident counts for all IME payments (regardless of setting), and for DGME payments when the activities occur in a nonhospital setting, such as a
physician's office or affiliated medical school. The stated rationale for the exclusion of this time is that the time is not "related to patient care".

This position reverses the Agency's position expressed as recently as 1999, at which time the Director of Acute Care wrote in correspondence that patient care
activities should be interpreted broadly to include "scholarly activities, such as educational seminars, classroom lectures . . . and presentation of papers and research
results to fellow residents, medical students, and faculty." [September 24, 1999 Letter from Tzvi Hefter, Director, Division of Acute Care to Scott McBride, Vinson
& Elkins]. I support the Agency's 1999 position. The activities cited in the 1999 letter and cited again in this proposal are an integral component of the patient care
activities engaged in by residents during their residency programs.

Residency Program Activities and Patient Care

I firmly believe that with the possible exception of extended time for "bench research," there is no residency experience that is not related to patient care activities.
The learning model used in graduate medical education (GME) is delivery of care to patients under the supervision of fully-trained physicians. Everything that a
resident physician learns as part of an approved residency training program is built upon the delivery of patient care and the resident physician's educational
development into an autonomous practitioner. ’

To separate out CMS's newly defined "patient care time" from didactic sessions in which general issues devolve to discussions of particular patients seems an
exercise in futility. Moreover, as a family physician, [ believe this policy would require additional staff that would be responsible for sitting in on each of these

~ didactic sessions and keep count of patient care time. Such documentation requirements are unreasonable and would add an extremely large and unnecessary
administrative burden. )

[ urge CMS to rescind its clarification in the proposed rule relating to the counting of didactic time for purposes of DGME and IME payments and recognize the
integral nature of these activities to the patient care experiences of residents during their residency programs.

Sincerely,

Sean McCloy, MD MPH
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Category : Individual
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As a family physician, I appreciate the opportunity to comment on the Centers for Medicare & Medicaid Services (CMS or the Agency) proposed rule entitled
Medicare Program; Proposed Changes to the Hospital Inpatient Prospective Payment Systems and Fiscal Year 2007 Rates. 71 Fed. Reg. 23996 (April 25, 2006).

I strongly urge CMS to rescind the language in the proposed rule that sets up an artificial dichotomy between resident training time spent in didactic activities and
time spent in patient care activities. The effect of the proposed rule is to exclude medical resident time spent in didactic activities in the calculation of Medicare
direct graduate medical education (DGME) and indirect medical education (IME) payments.

Background

The proposed rule cites journal clubs, classroom lectures, and seminars as examples of didactic activities that must be excluded when determining the full-time
equivalent resident counts for all IME payments (regardless of setting), and for DGME payments when the activities occur in a nonhospital setting, such as a
physician s office or affiliated medical school. The stated rationale for the exclusion of this time is that the time is not related to patient care .

This position reverses the Agency s position expressed as recently as 1999, at which time the Director of Acute Care wrote in correspondence that patient care
activities should be interpreted broadly to include scholarly activities, such as educational seminars, classroom lectures . . . and presentation of papers and research
results to fellow residents, medical students, and faculty. [September 24, 1999 Letter from Tzvi Hefter, Director, Division of Acute Care to Scott McBride, Vinson
& Elkins]. Isupport the Agency s 1999 position. The activities cited in the 1999 letter and cited again in this proposal are an integral component of the patient care
activities engaged in by residents during their residency programs.

Residency Program Activities and Patient Care

1 firmly believe that with the possible exception of extended time for bench research, there is no residency experience that is not related to patient care activities.
The learning model used in graduate medical education (GME) is delivery of care to patients under the supervision of fully-trained physicians. Everything that a
resident physician leamns as part of an approved residency training program is built upon the delivery of patient care and the resident physician s educational
development into an autonomous practitioner.

To separate out CMS s newly defined patient care time from didactic sessions in which general issues devolve to discussions of particular patients seems an
exercise in futility. Moreover, as a family physician, I believe this policy would require additional staff that would be responsible for sitting in on each of these
didactic sessions and keep count of patient care time. Such documentation requirements are unreasonable and would add an extremely large and unnecessary
administrative burden.

Turge CMS to rescind its clarification in the proposed rule relating to the counting of didactic time for purposes of DGME and IME payments and recognize the
integral nature of these activities to the patient care experiences of residents during their residency programs.

Sincerely,

Dr. Kathleen Macken

Program Director

United Family Medicine Residency PRogram
545 W. 7th St.

ST. Paul, MN 55102

651-241-1002
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Submitter : Dr. Cherolee Trembath ) Date: 06/12/2006
Organization:  Providence Hospital
Category : Association
Issue Areas/Comments
GME Payments
GME Payments

1 appreciate the oppportunity to comment on theCMS rule 71 Fed. Reg. 23996 (April 25, 2006.)Department of Family Medicine at Providence Hospital in
Southfield, ML I have participated in training residents for 25 years. Much is being said about physician shortage in general and Primary Care physicians
specifically. By trimming the payments for time spent in didactic activities under this rule, we will severely handicap our educational system. In fact, it is often
difficult to distinguish didactics from patient care as they happen together in a seamless fashion most frequently. Also all resident didactics contribute to increased
quality of care as seen in the generally significant higher quality measurements seen at teaching institutions. I stongly urge CMS to rescind this clarification of the
proposed rule, relating to the counting of didactic time for purposes of DGME and IME payments. We need to recognize the integral and vital nature of these
activities to patient care experiences for residents as well as their importance to maintaining a long term supply of primary care physicians through complete and
scholarly training.
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Submitter : Dr. Tad Venn
Organization:  Palmetto Health-USC Family Medicine
Category : Individual
Issue Areas/Comments
GME Payments
GME Payments

As a family physician, I appreciate the opportunity to comment on the

Centers for Medicare & Medicaid Services (CMS or the Agency) proposed rule
entitled Medicare Program; Proposed Changes to the Hospital Inpatient
Prospective Payment Systems and Fiscal Year 2007 Rates., 71 Fed. Reg. 23996
(April 25, 2006).

1 strongly urge CMS to rescind the language in the proposed rule that sets
up an artificial dichotomy between resident training time spent in didactic
activities and time spent in patient care activities. The effect of the
proposed rule is to exclude medical resident time spent in didactic
activities in the calculation of Medicare direct graduate medical education
(DGME) and indirect medical education (IME) payments.

Background

The proposed rule cites journal clubs, classroom lectures, and seminars as
examples of didactic activities that must be excluded when determining the
full-time equivalent resident counts for all IME payments (regardless of
setting), and for DGME payments when the activities occur in a nonhospital
setting, such as a physician's office or affiliated medical school. The

stated rationale for the exclusion of this time is that the time is not

“related to patient care".

This position reverses the Agency's position expressed as recently as 1999,
at which time the Director of Acute Care wrote in correspondence that
patient care activities should be interpreted broadly to include "scholarly
activities, such as educational seminars, classroom lectures . .. and
presentation of papers and research results to fellow residents, medical
students, and faculty." [September 24, 1999 Letter from Tzvi Hefter,
Director, Division of Acute Care to Scott McBride, Vinson & Elkins]. I
support the Agency's 1999 position. The activities cited in the 1999 letter
and cited again in this proposal are an integral component of the patient

care activities engaged in by residents during their residency programs.

Residency Program Activities and Patient Care

[ firmly believe that with the possible exception of extended time for bench
research, there is no residency experience that is not related to patient

care activities. The learning model used in graduate medical education (GME)
is delivery of care to patients under the supervision of fully-trained
physicians. Everything that a resident physician learns as part of an

approved residency training program is built upon the delivery of patient

care and the resident physician's educational development into an autonomous
practitioner.

To separate out CMS's newly defined "patient care time" from didactic

sessions in which general issues devolve to discussions of particular

patients seems an exercise in futility. Moreover, as a family physician,

believe this policy would require additional staff that would be responsible

for sitting in on each of these didactic sessions and keep count of patient

care time. Such documentation requirements are unreasonable and would add an
extremely large and unnecessary administrative burden.
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I urge CMS to rescind its clarification in the proposed rule relating to the
counting of didactic time for purposes of DGME and IME payments and
recognize the integral nature of these activities to the patient care
experiences of residents during their residency programs.

Sincerely,

Tad A. Venn, MD
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CMS-1488-P-1273

Submitter : Dr. Joseph Brock Date: 06/12/2006
Organization:  Norton Family Practice
Category : Physician
Issue Areas/Comments
GME Payments
GME Payments
Please fund GME activitics at current levels. Proposed cutbacks will have a devastating impact on the operational funding in Family Medicine Training Centers.
Sincerely,
Joseph Brock MD
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Submitter : William Morgan Date: 06/12/2006
Organization : William Morgan
Category : Individual
Issue Areas/Comments
GME Payments
GME Payments

As a family physician, I appreciate the opportunity to comment on the Centers for Medicare & Medicaid Services (CMS or the Agency) proposed rule entitled
Medicare Program; Proposed Changes to the Hospital Inpatient Prospective Payment Systems and Fiscal Year 2007 Rates. 71 Fed. Reg. 23996 (April 25, 2006).

I strongly urge CMS to rescind the language in the proposed rule that sets up an artificial dichotomy between resident training time spent in didactic activities and
time spent in patient care activities. The effect of the proposed rule is to exclude medical resident time spent in didactic activities in the calculation of Medicare
direct graduate medical education (DGME) and indirect medical education (IME) payments.

Background

The proposed rule cites journal clubs, classroom lectures, and seminars as examples of didactic activities that must be excluded when determining the full-time
equivalent resident counts for all IME payments (regardless of setting), and for DGME payments when the activities occur in a non-hospital setting, such as a
physician s office or affiliated medical school. The stated rationale for the exclusion of this time is that the time is not related to patient care .

This position reverses the Agency s position expressed as recently as 1999, at which time the Director of Acute Care wrote in correspondence that patient care
activities should be interpreted broadly to include scholarly activities, such as educational seminars, classroom lectures . . . and presentation of papers and research
results to fellow residents, medical students, and faculty. [September 24, 1999 Letter from Tzvi Hefter, Director, Division of Acute Care to Scott McBride, Vinson
& Elkins). I support the Agency s 1999 position. The activities cited in the 1999 letter and cited again in this proposal are an integral component of the patient care
activities engaged in by residents during their residency programs.

Residency Program Activities and Patient Care

I firmly believe that with the possible exception of extended time for bench research, there is no residency experience that is not related to patient care activities.
The learning model used in graduate medical education (GME) is delivery of care to patients under the supervision of fully-trained physicians. Everything that a
resident physician leams as part of an approved residency training program is built upon the delivery of patient care and the resident physician s educational
development into an autonomous practitioner.

To separate out CMS s newly defined patient care time from didactic sessions in which general issues devolve to discussions of particular patients seems an
exercise in futility. Moreover, as a family physician, I believe this policy would require additional staff that would be responsible for sitting in on each of these
didactic sessions and keep count of patient care time. Such documentation requirements are unreasonable and would add an extremely large and unnecessary
administrative burden.

Turge CMS to rescind its clarification in the proposed rule relating to the counting of didactic time for purposes of DGME and IME payments and recognize the
integral nature of these activities to the patient care experiences of residents during their residency programs.
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Submitter : Dr. Ted Haland Date: 06/12/2006
Organization :  United Family Medicine Residency Program
Category : Physician
Issue Areas/Comments
GME Payments
GME Payments

As a family physician, I appreciate the opportunity to comment on the Centers for Medicare & Medicaid Services (CMS or the Agency) proposed rule entitled
Medicare Program; Proposed Changes to the Hospital Inpatient Prospective Payment Systems and Fiscal Year 2007 Rates. 71 Fed. Reg. 23996 (April 25, 2006).

I strongly urge CMS to rescind the language in the proposed rule that sets up an artificial dichotomy between resident training time spent in didactic activities and
time spent in patient care activities. The effect of the proposed rule is to exclude medical resident time spent in didactic activities in the calculation of Medicare
direct graduate medical education (DGME) and indirect medical education (IME) payments.

Background

The proposed rule cites journal clubs, classroom lectures, and seminars as examples of didactic activities that must be excluded when determining the full-time
equivalent resident counts for all IME payments (regardless of setting), and for DGME payments when the activities occur in a nonhospital setting, such as a
physicians office or affiliated medical school. The stated rationale for the exclusion of this time is that the time is not related to patient care.

This position reverses the Agency s position expressed as recently as 1999, at which time the Director of Acute Care wrote in correspondence that patient care
activities should be interpreted broadly to include scholarly activities, such as educational seminars, classroom lectures . . . and presentation of papers and research
results to fellow residents, medical students, and faculty. [September 24, 1999 Letter from Tzvi Hefter, Director, Division of Acute Care to Scott McBride, Vinson
& Elkins]. Isupport the Agency's 1999 position. The activities cited in the 1999 letter and cited again in this proposal are an integral component of the patient care
activities engaged in by residents during their residency programs.

Residency Program Activities and Patient Care

I firmly believe that with the possible exception of extended time for bench research, there is no residency experience that is not related to patient care activities.
The learning model used in graduate medical education (GME) is delivery of care to patients under the supervision of fully-trained physicians. Everything that a
resident physician learns as part of an approved residency training program is built upon the delivery of patient care and the resident physician's educational
development into an autonomous practitioner.

To separate out CMS's newly defined patient care time from didactic sessions in which general issues devolve to discussions of particular patients seems an
exercise in futility. Moreover, as a family physician, I believe this policy would require additional staff that would be responsible for sitting in on each of these
didactic sessions and keep count of patient care time. Such documentation requirements are unreasonable and would add an extremely large and unnecessary
administrative burden.

Turge CMS to rescind its clarification in the proposed rule relating to the counting of didactic time for purposes of DGME and IME payments and recognize the
integral nature of these activities to the patient care experiences of residents during their residency programs.

Sincerely,

Ted Haland, M.D.

Family Medicine Resident - PGY3

United Family Medicine Residency Program
545 W. Tth St.

St. Paul, MN 55102

651-241-1001
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Submitter : Mrs. Shirley Bishop
Organization:  Clarian Health Partners, Inc.
Category : Hospital
Issue Areas/Comments

GENERAL

GENERAL

Various comments - See attachment

CMS-1488-P-1276-Attach-1.DOC
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June 8, 2006

Mark McClellan, M.D., Ph.D.
Administrator

Centers for Medicare & Medicaid Services
Department of Health & Human Services
Attention: CMS-1488-P

P. O. Box 8011

Baltimore, MD 21244-1850

Re: CMS-1488-P and P2, Medicare Program; Proposed Changes to the Hospital
Inpatient Perspective Payment systems and Fiscal Year 2007 Rates; Proposed Rule

Dear Dr. McClellan:

On behalf of Clarian Health Partners, Inc., I appreciate the opportunity to submit
comments to the Centers for Medicare & Medicaid Services (CMS) on the fiscal year
(FY) 2007 inpatient prospective payment system (IPPS).

Clarian Health Partners, Inc. supports meaningful changes to the IPPS, however, we have
concerns regarding proposed changes related to:

DRG Changes

Methodology utilized in developing HSRVecc

Severity of Illness classifications

Proposed changes in “allowable” rotations of Medical Residents
Future Changes related to Quality Measure & Reporting

We appreciate the opportunity to comment on the proposed changes and your
consideration of those comments.

Attached, please find detailed comments.

Sincerely,

Shirley W. Bishop

Director, Revenue, Reimbursement & Government Programs

enclosures




, Clarian Health Partners, Inc.
Comments on the FY 2004 IPPS Proposed Rule

Proposed Changes

HSRYV Weights

We support the move to a cost based weighting system. However, the approach utilized
by CMS aggregates the costing into 10 “national” cost centers (routine day, intensive care
days, and eight ancillary cost centers); this is an over simplification of a hospital’s
operations and we believe could lead to increased variation as cost of services available
only at high acuity facilities, such as tertiary and/or teaching facilities are “‘normalized”
into 8 ancillary categories and thus factor into payment to providers that do not offer such
services while harming those that do by diluting a “cost center” by defining too broadly.
Review of cost center and related cost report line subscripting as they relate will reflect
the variation of services and related cost.

More time is needed to determine a “best methodology” for cost-based weights. Clarian
Health Partners is willing to work with CMS, as we believe most providers would be, to
develop sound changes relative to such a conversion.

New Patient Classification: Severity of Illness

We support the move to a more refined DRG system which recognizes severity of the
individual patient. However, we are concerned that implementing proposed changes to
specialty DRG’s, as proposed for FY 2007, without implementation of severity will
further harm those general acute care facilities from which the “specialty” facilities
diverted the less severe patients in those DRG’s.

Additionally, we are concerned that another grouping system has been developed. We
would suggest simply utilizing the APR DRG system that is already developed, and
addresses severity issues and does not add more expense and administrative burden for
many facilities.

Resident Time in Patient Activities

We strongly urge the Agency to rescind the purported “clarification” in the proposed rule
that excludes medical resident time spent in didactic activities in the calculation of
Medicare direct graduate medical education (DGME) and indirect medical education
(IME) payments. The stated rationale for the exclusion of time devoted to these activities
is that they are not “related to patient care”. The proposed rule cites journal clubs,
classroom lectures, and seminars as examples of didactic activities that must be excluded
when determining the full time equivalent resident counts for all IME payments
(regardless of setting), and for DGME payments when the activities occur in a non-
hospital setting, such as a physician’s office or affiliated medical school.




The proposed rule position is in stark contrast to the Agency’s position as recently as
1999, at which time the Director of Acute Care wrote in correspondence that patient care
activities should be interpreted broadly to include “scholarly activities, such as
educational seminars, classroom lectures...and presentation of papers and research results
to fellow residents, medical students, and faculty.” [September 24, 1999 Letter from Tzvi
Hefter, Director, Division of Acute Care to Scott McBride, Vinson & Elkins].

We support the Agency’s 1999 position. The activities cited are an integral component
of the patient care activities engaged in by residents during their residency programs. We
urge CMS to withdraw its clarification in the proposed rule relating to the counting of
didactic time for purposes of DGME and IME payments and recognize the integral nature
of these activities to the patient care experiences of residents during their residency
programs.

Other Future Concepts (Transparency of Health Care Information, Hospital Value-
based Purchasing, Information Technology, Hospital-acquired Infections

We support the movement to such transparency and reporting, however we believe the
comment period was too short to adequately evaluate and comment on such broad
sweeping ideas and urge continued dialogue with providers and industry experts to
develop these important measures.



e ——————

CMS-1488-P-1277

Submitter : Martyn Hotvedt Date: 06/12/2006
Organization :  St. John Health
Category : Hospital

Issue Areas/Comments
GME Payments

GME Payments
CMS-1448-p
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CMS-1488-P-1278

Submitter : : Date: 06/12/2006
Organization :
Category : Individual

Issue Areas/Comments
GME Payments

GME Payments

As a family physician, I appreciate the opportunity to comment on the Centers for Medicare & Medicaid Services (CMS or the Agency) proposed rule entitled
Medicare Program; Proposed Changes to the Hospital Inpatient Prospective Payment Systems and Fiscal Year 2007 Rates. 71 Fed. Reg. 23996 (April 25, 2006).

I strongly urge CMS to rescind the language in the proposed rule that sets up an artificial dichotomy between resident training time spent in didactic activities and
time spent in patient care activities. The effect of the proposed rule is to exclude medical resident time spent in didactic activities in the calculation of Medicare
direct graduate medical education (DGME) and indirect medical education (IME) payments.

Background

The proposed rule cites journal clubs, classroom lectures, and seminars as examples of didactic activities that must be excluded when determining the full-time
equivalent resident counts for all IME payments (regardless of setting), and for DGME payments when the activities occur in a nonhospital setting, such as a
physician s office or affiliated medical school. The stated rationale for the exclusion of this time is that the time is not related to patient care .

This position reverses the Agency s position expressed as recently as 1999, at which time the Director of Acute Care wrote in correspondence that patient care
activities should be interpreted broadly to include scholarly activities, such as educational seminars, classroom lectures . . . and presentation of papers and research
results to fellow residents, medical students, and faculty. [September 24, 1999 Letter from Tzvi Hefter, Director, Division of Acute Care to Scott McBride, Vinson
& Elkins]. Isupport the Agency s 1999 position. The activities cited in the 1999 letter and cited again in this proposal are an integral component of the patient care
activities engaged in by residents during their residency programs.

Residency Program Activities and Patient Care

1 firmly believe that with the possible exception of extended time for bench research, there is no residency experience that is not related to patient care activities.
The learning model used in graduate medical education (GME) is delivery of care to patients under the supervision of fully-trained physicians. Everything that a
resident physician learns as part of an approved residency training program is built upon the delivery of patient care and the resident physician s educational
development into an autonomous practitioner.

To separate out CMS s newly defined patient care time from didactic sessions in which general issues devolve to discussions of particular patients seems an
exercise in futility. Moreover, as a family physician, I believe this policy would require additional staff that would be responsible for sitting in on each of these
didactic sessions and keep count of patient care time. Such documentation requirements are unreasonable and would add an extremely large and unnecessary
administrative burden.

T'urge CMS to rescind its clarification in the proposed rule relating to the counting of didactic time for purposes of DGME and IME payments and recognize the
integral nature of these activities to the patient care experiences of residents during their residency programs.

Sincerely,

Kathleen Macken, M.D.

Program Director

United Family Medicine Residency Program
545 7th Street West

St. Paul, MN 55102

Phone: 651-241-1002

Fax: 651-241-1116
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Submitter : Dr. Eric Henley Date: 06/12/2006
Organization : U of Ilinois College of Medicine at Rockford
Category : Academic
Issue Areas/Comments
GME Payments
GME Payments

To reiterate, I urge CMS to rescind its clarification in the proposed rule relating to the counting of didactic time for purposes of DGME and IME payments and
recognize the integral nature of these activities to the patient care experiences of residents during their residency programs.

Sincerely,

Eric Henley MD, MPH
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Submitter : Mr. Joseph Cramer Date: 06/12/2006
Organization:  Appalachian Regional Healthcare

Category : Hospital

Issue Areas/Comments

Rural Referral Centers

Rural Referral Centers

Refer to the section regarding discharge criteria for initial RRC status. This section states:

"Therefore, we are proposing that, in addition to meeting other criteria, a hospital, if it is to qualify for initial rural referral center status for cost reporting periods
beginning on or after October 1, 2006, must have as the number of discharges for its cost reporting period that began during FY2003 a figure that is at least -
5,000 (3000 for an osteopathic hospital); or .....

The problem with this section is that CMS does NOT administer initial RRC applications based on this language. If you refer to the regulation on this issue (42
CFR 412.96(c)(2)(i), the language 'most recently completed cost reporting period' defines the cost reporting period to be used to determine if the discharge criteria is
met. If you refer to the CMS RRC Fact Sheet on the CMS web-site and other CMS publications, the discharge count is defined as coming from the 'latest

available cost report data'.

While it may be reasonable to interpret 'most recently completed', 'latest available', and a specific year referenced in these Final Rules as being consistent wording,
CMS staff does NOT adjudicate initial RRC applications this way. Meaning that the specific year referenced in the Final Rule is not used by CMS staff to count
discharges for initial RRC applications. Instead, CMS staff interpret the Final Rule language as being in conflict with CFR 412,96 and do not use the specific year
referenced in the Final Rule. For example, for a hospital with a June 30 year-end, the 2007 Final Rule specifies that the hospital should use the discharge count
from the FYE 6/30/04 cost report. Based on our experience, if a hospital submits an application in June 2007, CMS will not use FYE 6/30/04 but will instead
indicate that the FYE 6/30/06 is the ‘'most recent’ and will use that year instead.

This is of little consequence if the hospital always has over 5000 discharges. However, our hospital met the discharge criteria specified in the Final Rule but did
not meet the discharge criteria in the subsequent year specified by CMS staff. So the application was denied. For the 2007 Final Rule, we believe that the language
needs to be changed to indicate that the 'most recently completed cost reporting period' is indeed the cost reporting period that began during FY2003. Meaning that
the language in the Final Rule must use the SAME 'most recently completed’ language as that contained in CFR 412.96. Otherwise, hospitals will continue to get
caught up in what appear to be wrongfully denied applications with no way to get relief other than a lengthy and expensive PRRB process.

CMS-1488-P-1280-Attach-1.PDF
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Medicare

Part A Intermediary/Part B Carrier

Beneficiary ~ 1-800-MEDICARE
CEWTERS for MEDKCARE & MEDICAID SERVICES Part A Provider - 1-866-419-9457

Part B Provider — 1-866-250-5665

August 12, 2005

Robert Hankinson

Director of Reimbursement

Appalachian Regional Healthcare

2285 Executive Drive Suite 400 PO Box 8086
Lexington KY 40505

RE: Harlan ARH Hospital
Rural Referral Center Request

Dear Mr. Hankinson:

On June 30, 2005 you submitted an application for Rural Referral Center status. In the application
you pointed out a difference in Regulation 412.96(c)(2) and the August 11, 2004 Federal Register
regarding the year to be used to determine if the hospital meets the 5,000 discharge requirement.
Based on the Regulation the most recently completed cost report should be used while the Federal
Register indicates the 6/30/2002 cost report should be used. We have been informed by CMS that
the Regulations have precedence over the Federal Register. Since there were 4,335 discharges on
the 6/30/2004 cost report, Harlan ARH does not meet the 5,000 discharge requirement, therefore the
request is denied.

If you have any questions, please call Gary McDowell at (502) 423-2630.

Sincerely,

4 W ﬁ/&,
Rayndond Bale, Director

Medicare Audit and Reimbursement

i
1
4

AdminaStar Federal o PO Box 35190 e« Louisville, Kentucky 40233-5190
A CMS Contracted Carrier/Fiscal Intermediary




CMS-1488-P-1281

Submitter : Dr. Rocio Quintero Date: 06/12/2006
Organization :  University of Miami, Dept of Family Medicine
Category : Physician
Issue Areas/Comments
GME Payments
GME Payments

As a family medicine residency attending, I appreciate the opportunity to comment on the Centers for Medicare & Medicaid Services (CMS or the Agency)
proposed rule entitled Medicare Program; Proposed Changes to the Hospital Inpatient Prospective Payment Systems and Fiscal Year 2007 Rates. 71 Fed. Reg.
23996 (April 25, 2006).

I strongly urge CMS to rescind the language in the proposed rule that sets up an artificial dichotomy between resident training time spent in didactic activities and
time spent in patient care activities. The effect of the proposed rule is to exclude medical resident time spent in didactic activities in the calculation of Medicare
direct graduate medical education (DGME) and indirect medical education (IME) payments.

Background

The proposed rule cites journal clubs, classroom lectures, and seminars as examples of didactic activities that must be excluded when determining the full-time
equivalent resident counts for all IME payments (regardless of setting), and for DGME payments when the activities occur in a nonhospital setting, such as a
physician s office or affiliated medical school. The stated rationale for the exclusion of this time is that the time is not related to patient care .

This position reverses the Agency s position expressed as recently as 1999, at which time the Director of Acute Care wrote in correspondence that patient care
activities should be interpreted broadly to include scholarly activities, such as educational seminars, classroom lectures .. . and presentation of papers and research
results to fellow residents, medical students, and faculty. [September 24, 1999 Letter from Tzvi Hefter, Director, Division of Acute Care to Scott McBride, Vinson
& Elkins]. I support the Agency s 1999 position. The activities cited in the 1999 letter and cited again in this proposal are an integral component of the patient care
activities engaged in by residents during their residency programs.

Residency Program Activities and Patient Care

I firmly believe that with the possible exception of extended time for bench research, there is no residency experience that is not related to patient care activities.
The learning mode! used in graduate medical education (GME) is delivery of care to patients under the supervision of fully-trained physicians. Everything that a
resident physician learns as part of an approved residency training program is built upon the delivery of patient care and the resident physician s educational
development into an autonomous practitioner.

In addition, as director of this program, I cannot conceive of how I would be able to administratively comply with this requirement. It would require documentation
that would be extremely burdensome, if possible at all. To separate out CMS s newly defined patient care time from didactic sessions in which general issues
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devolve to discussions of particular patients seems an exercise in futility. Where am I to find the funding to pay for the staff person that would be needed to sit in
on each of these didactic sessions and keep count of patient care time? The documentation requirements that this position would necessitate are unreasonable and
would cause an extremely large administrative burden.

To reiterate, I urge CMS to rescind its clarification in the proposed rule relating to the counting of didactic time for purposes of DGME and IME payments and
recognize the integral nature of these activities to the patient care experiences of residents during their residency programs.

Sincerely,

Rocio Quintero MD

Family Medicine - Attending
University of Miami

Dept. of Family Medicine
PO BOX 016700 R700
Miami, Florida 33101
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CMS-1488-P-1282

Submitter : Dr. Aaron Shives Date: 06/12/2006
Organization:  South Dakota Academy of Family Physicians
Category : Physician
Issue Areas/Comments
GME Payments
GME Payments

As a family physician, I appreciate the opportunity to comment on the Centers for Medicare & Medicaid Services (CMS or the Agency) proposed rule entitled
Medicare Program; Proposed Changes to the Hospital Inpatient Prospective Payment Systems and Fiscal Year 2007 Rates. 71 Fed. Reg. 23996 (April 25, 2006).

I strongly urge CMS to rescind the language in the proposed rule that sets up an artificial dichotomy between resident training time spent in didactic activities and
time spent in patient care activities. The effect of the proposed rule is to exclude medical resident time spent in didactic activities in the calculation of Medicare
direct graduate medical education (DGME) and indirect medical education (IME) payments.

Background

The proposed rule cites journal clubs, classroom lectures, and seminars as examples of didactic activities that must be excluded when determining the full-time
equivalent resident counts for all IME payments (regardless of setting), and for DGME payments when the activities occur in a nonhospital setting, such as a
physician s office or affiliated medical school. The stated rationale for the exclusion of this time is that the time is not related to patient care .

This position reverses the Agency s position expressed as recently as 1999, at which time the Director of Acute Care wrote in correspondence that patient care
activities should be interpreted broadly to include scholarly activities, such as educational seminars, classroom lectures . . . and presentation of papers and research
results to fellow residents, medicat students, and faculty. [September 24, 1999 Letter from Tzvi Hefter, Director, Division of Acute Care to Scott McBride, Vinson
& Elkins]. I support the Agency s 1999 position. The activities cited in the 1999 letter and cited again in this proposal are an integral component of the patient care
activities engaged in by residents during their residency programs.

Residency Program Activities and Patient Care

I firmly believe that with the possible exception of extended time for bench research, there is no residency experience that is not related to patient care activities.
- The learning model used in graduate medical education (GME) is delivery of care to patients under the supervision of fully-trained physicians. Everything thata _

resident physician learns as part of an approved residency training program is built upon the delivery of patient care and the resident physician s educational

development into an autonomous practitioner.

To separate out CMS s newly defined patient care time from didactic sessions in which general issues devolve to discussions of particular patients seems an
exercisc in futility. Moreover, as a family physician, I believe this policy would require additional staff that would be responsible for sitting in on each of these
didactic sessions and keep count of patient care time. Such documentation requirements are unreasonable and would add an extremely large and unnecessary
administrative burden.

L urge CMS to rescind its clarification in the proposed rule relating to the counting of didactic time for purposes of DGME and IME payments and recognize the
integral nature of these activities to the patient care experiences of residents during their residency programs.

Sincerely, .
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Submitter : Dr. Diana Curran Date: 06/12/2006
Organization:  Hendersonville Family Practice Residency
Category : Physician
Issue Areas/Comments
GME Payments
GME Payments

As a family physician, I appreciate the opportunity to comment on the Centers for Medicare & Medicaid Services' (CMS or the Agency) proposed rule entitled
"Medicare Program; Proposed Changes to the Hospital Inpatient Prospective Payment Systems and Fiscal Year 2007 Rates." 71 Fed. Reg. 23996 (April 25, 2006).

1 strongly urge CMS to rescind the language in the proposed rule that sets up an artificial dichotomy between resident training time spent in didactic activities and
time spent in "patient care activities.” The effect of the proposed rule is to exclude medical resident time spent in didactic activities in the calculation of Medicare
direct graduate medical education (DGME) and indirect medical education (IME) payments.

Background The proposed rule cites journal clubs, classroom lectures and seminars as examples of didactic activities that must be excluded when determining the
full-time equivalent resident counts for all IME payments (regardless of setting), and for DGME payments when the activities occur in a non-hospital setting, such
as a physician's office or affiliated medical school. The stated rationale for the exclusion of this time is that the time is not "related to patient care.”

This position reverses the Agency's position expressed as recently as 1999, at which time the Director of Acute Care wrote in correspondence that patient care
activities should be interpreted broadly to include "scholarly activities, such as educational seminars, classroom lectures . . . and presentation of papers and research
results to fellow residents, medical students and faculty." [September 24, 1999 Letter from Tzvi Hefter, Director, Division of Acute Care to Scott McBride, Vinson
& Elkins). I support the Agency's 1999 position. The activities cited in the 1999 letter and cited again in this proposal are an integral component of the patient care
activities engaged in by residents during their residency programs.

Residency Program Activities and Patient Care I firmly believe that with the possible exception of extended time for "bench research,” there is no residency
experience that is not related to patient care activities. The learning model used in graduate medical education (GME) is delivery of care to patients under the
supervision of fully-trained physicians. Everything that a resident physician learns as part of an approved residency training program is built upon the delivery of
patient care and the resident physician's educational development into an autonomous practitioner.

To separate out CMS's newly defined "patient care time" from didactic sessions in which general issues devolve to discussions of particular patients seems an
exercise in futility. Moreover, as a family physician, I believe this policy would require additional staff that would be responsible for sitting in on each of these
didactic sessions and keep count of patient care time. Such documentation requirements are unreasonable and would add an extremely large and unnecessary
administrative burden.

I urge CMS to rescind its clarification in the proposed rule relating to the counting of didactic time for purposes of DGME and IME payments and recognize the
integral nature of these activities to the patient care experiences of residents during their residency programs.

Sincerely,
Diana Curran, MD
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Submitter : Dr. Robert Nold Date: 06/12/2006
Organization:  Kentucky Academy of Family Physicians '
Category : Physician
Issue Areas/Comments
GME Payments
GME Payments

As a family physician, I appreciate the opportunity to comment on the Centers for Medicare and Medicaid Services (CMS or the Agency) proposed rule entitled
Medicare Program; Proposed Changes to the Hospital Inpatient Prospective Payment Systems and Fiscal Year 2007 Rates. 71 Fed. Reg. 23996 (April 25, 2006).

I strongly urge CMS to rescind the language in the proposed rule that stes up an artificial dichotomy between resident training time spent in didactic activities and
time spent in patient care activities. The effect of the proposed rule is to exclude medical resident time spent in didactic activities in the calculation of Medicare
direct graduate medical education (DGME) and indirect medical education (IME) payments.

Background

The proposed rule cites journal clubs, classroom lectures, and seminars as examples of didactic activities that must be excluded when determining the full-time
equivalent resident counts for all IME payments (regardless of setting), and for DGME payments when the activities occur in a nonhospital setting, such as a
physicians office or affiliated medical school. The stated rationale for the exclusion of this time is that the time is not related to patient care.

This position reverses the Agencys position expressed as recently as 1999, at which time the Director of Acute Care wrote in correspondence that patient care
activities should be interpreted broadly to include scholarly activities, such as educational seminars, classroom lectures...and presentation of papers and research
results to fellow resident, medical students, and faculty. [September 24, 1999 Letter from Tzvi Hefter, Director, Division of Acute Care to Scott McBride, Vinson
& Elkins]. Isuppoort the Agencys 1999 position. The activities cited in the 1999 letter and cited again in this proposal arc an integral component of the patient
care activities engaged in by residents during their residency programs.

Redidency Program Activities and Patient Care

I fimly believe that with the possible exception of extended time for bench research, there is no residency experience that is not related to patient care activities. The
leamning model used in graduate medical education (GME) is delivery of care to patients under the supervision of fully-trained physicians. Everything that a
resident physician learns as part of any approved residency training program is built upon the delivery of patient care and the resident physicians educational
development into an autonomous practitioner.

To separate out CMSs newly defined patient care time from didactic sessions in which general issures devolve to disssussions of particular patients seems an
exercise in futility. Moreover, as a family physician, I believe this policy would require additional staff that would be responsible for sitting in on each of these
didactic sessions and keep count of patient care time. Such documentation requirements are unreasonable and wuld add an extremely large and unnecessary
administrative burden.

I urge CMS to rescind its clarification in the proposed rule relating to the couting of didactic time for purposes of DGME and IME payments and recognize the
integral nature of these activities to the patient care experiences of residents during their residency programs.
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Submitter : Dr. Timothy Rumsey Date: 06/12/2006
Organization :  United Family Medicine Residency Program
Category : Physician
Issue Areas/Comments
GME Payments
GME Payments

As a family physician, [ appreciate the opportunity to comment on the Centers for Medicare & Medicaid Services (CMS or the Agency) proposed rule entitled
Medicare Program; Proposed Changes to the Hospital Inpatient Prospective Payment Systems and Fiscal Year 2007 Rates. 71 Fed. Reg. 23996 (April 25, 2006).

I strongly urge CMS to rescind the language in the proposed rule that sets up an artificial dichotomy between resident training time spent in didactic activities and
time spent in patient care activities. The effect of the proposed rule is to exclude medical resident time spent in didactic activities in the calculation of Medicare
direct graduate medical education (DGME) and indirect medical education (IME) payments.

Background

The proposed rule cites journal clubs, classroom lectures, and seminars as examples of didactic activities that must be excluded when determining the full-time
equivalent resident counts for all IME payments (regardless of setting), and for DGME payments when the activities occur in a nonhospital setting, such as a
physicians office or affiliated medical school. The stated rationale for the exclusion of this time is that the time is not related to patient care.

This position reverses the Agency s position expressed as recently as 1999, at which time the Director of Acute Care wrote in correspondence that patient care
activities should be interpreted broadly to include scholarly activities, such as educational seminars, classroom lectures . . . and presentation of papers and research
results to fellow residents, medical students, and faculty. [September 24, 1999 Letter from Tzvi Hefter, Director, Division of Acute Care to Scott McBride, Vinson
& Elkins]. Isupport the Agency's 1999 position. The activities cited in the 1999 letter and cited again in this proposal are an integral component of the patient care
activities engaged in by residents during their residency programs.

Residency Program Activities and Patient Care

I firmly believe that with the possible exception of extended time for bench research, there is no residency experience that is not related to patient care activities.
The learning model used in graduate medical education (GME) is delivery of care to patients under the supervision of fully-trained physicians. Everything that a
resident physician learns as part of an approved residency training program is built upon the delivery of patient care and the resident physician's educational
development into an autonomous practitioner.

To separate out CMS's newly defined patient care time from didactic sessions in which general issues devolve to discussions of particular patients seems an
exercise in futility. Moreover, as a family physician, I believe this policy would require additional staff that would be responsible for sitting in on each of these
didactic sessions and keep count of patient care time. Such documentation requirements are unreasonable and would add an extremely large and unnecessary
administrative burden.

[urge CMS to rescind its clarification in the proposed rule relating to the counting of didactic time for purposes of DGME and IME payments and recognize the
integral nature of these activities to the patient care experiences of residents during their residency programs.

Sincerely,

Timothy Rumsey, M.D.
Teaching/Supervising Faculty

United Family Medicine Residency Program
545 W. 7th St.

St. Paul, MN 55102

651-241-1001
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Submitter : Dr. Jim L. Wilson Date: 06/12/2006
Organization :  Dr. Jim L. Wilson
Category : Individual
Issue Areas/Comments
GME Payments
GME Payments

As a family physician, I appreciate the opportunity to comment on the Centers for Medicare & Medicaid Services (CMS or the Agency) proposed nule entitled
Medicare Program; Proposed Changes to the Hospital Inpatient Prospective Payment Systems and Fiscal Year 2007 Rates. 71 Fed. Reg. 23996 (April 25, 2006).

I strongly urge CMS to rescind the language in the proposed rule that sets up an artificial dichotomy between resident training time spent in didactic activities and
time spent in . patient care activities. The effect of the proposed rule is to exclude medical resident time spent in didactic activities in the calculation of Medicare
direct graduate medical education (DGME) and indirect medical education (IME) payments.

Background

The proposed rule cites journal clubs, classroom lectures, and seminars as examples of didactic activities that must be excluded when determining the full-time
equivalent resident counts for all IME payments (regardless of setting), and for DGME payments when the activities occur in a nonhospital setting, such as a
physician s office or affiliated medical school. The stated rationale for the exclusion of this time is that the time is not related to patient care .

This position reverses the Agency s position expressed as recently as 1999, at which time the Director of Acute Care wrote in correspondence that patient care
activities should be interpreted broadly to include scholarly activities, such as educational seminars, classroom lectures . . . and presentation of papers and research
results to fellow residents, medical students, and faculty. [September 24, 1999 Letter from Tzvi Hefter, Director, Division of Acute Care to Scott McBride, Vinson
& Elkins]. I support the Agency s 1999 position. The activities cited in the 1999 letter and cited again in this proposal are an integral component of the patient care
activities engaged in by residents during their residency programs. '

Residency Program Activities and Patient Care

1 firmly believe that with the possible exception of extended time for bench research, there is no residency experience that is not related to patient care activities.
The learning model used in graduate medical education (GME) is delivery of care to patients under the supervision of fully-trained physicians. Everything that a
resident physician learns as part of an approved residency training program is built upon the delivery of patient care and the resident physician s educational
development into an autonomous practitioner.

To separate out CMS s newly defined patient care time from didactic sessions in which general issues devolve to discussions of particular patients seems an
exercise in futility. Moreover, as a family physician, | believe this policy would require additional staff that would be responsible for sitting in on each of these
didactic sessions and keep count of patient care time. Such documentation requirements are unreasonable and would add an extremely large and unnecessary
administrative burden.

T urge CMS to rescind its clarification in the proposed rule relating to the counting of didactic time for purposes of DGME and IME payments and recognize the
integral nature of these activities to the patient care experiences of residents during their residency programs.

Sincerely,

Jim L. Wilson
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Submitter : Dr. Jimmie Browning Date: 06/12/2006
Organization :  United Family Medicine Residency Program
Category : Physician
Issue Areas/Comments
GME Payments
GME Payments

As a family physician, I appreciate the opportunity to comment on the Centers for Medicare & Medicaid Services (CMS or the Agency) proposed rule entitled
Medicare Program; Proposed Changes to the Hospital Inpatient Prospective Payment Systems and Fiscal Year 2007 Rates. 71 Fed. Reg. 23996 (April 25, 2006).

I strongly urge CMS to rescind the language in the proposed rule that sets up an artificial dichotomy between resident training time spent in didactic activities and
time spent in patient care activities. The effect of the proposed rule is to exclude medical resident time spent in didactic activities in the calculation of Medicare
direct graduate medical education (DGME) and indirect medical education (IME) payments.

Background

The proposed rule cites journal clubs, classroom lectures, and seminars as examples of didactic activities that must be excluded when determining the full-time
equivalent resident counts for all IME payments (regardless of setting), and for DGME payments when the activities occur in a nonhospital setting, such as a
physicians office or affiliated medical school. The stated rationale for the exclusion of this time is that the time is not related to patient care.

This position reverses the Agency s position expressed as recently as 1999, at which time the Director of Acute Care wrote in correspondence that patient care
activities should be interpreted broadly to include scholarly activities, such as educational seminars, classroom lectures . . . and presentation of papers and research
results to fellow residents, medical students, and faculty. [September 24, 1999 Letter from Tzvi Hefter, Director, Division of Acute Care to Scott McBride, Vinson
& Elkins]. Isupport the Agency's 1999 position. The activities cited in the 1999 letter and cited again in this proposal are an integral component of the patient care
activities engaged in by residents during their residency programs.

Residency Program Activities and Patient Care

I firmly believe that with the possible exception of extended time for bench research, there is no residency experience that is not related to patient care activities.
The learning model used in graduate medical education (GME) is delivery of care to patients under the supervision of fully-trained physicians. Everything that a
resident physician learns as part of an approved residency training program is built upon the delivery of patient care and the resident physician's educational
development into an autonomous practitioner.

To separate out CMS's newly defined patient care time from didactic sessions in which general issues devolve to discussions of particular patients seems an
exercise in futility. Moreover, as a family physician, I believe this policy would require additional staff that would be responsible for sitting in on each of these
didactic sessions and keep count of patient care time. Such documentation requirements are unreasonable and would add an extremely large and unnecessary
administrative burden.

I urge CMS to rescind its clarification in the proposed rule relating to the counting of didactic time for purposes of DGME and IME payments and recognize the
integral nature of these activities to the patient care experiences of residents during their residency programs.

Sincerely,

Jimmie Browning, M.D.

Family Medicine

Faculty Physician

United Family Medicine Residency Program
545 W, 7th St.

St. Paul, MN 55102

651-241-1001
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Submitter : Dr. Joseph Tribuna Date: 06/12/2006
Organization :  Overlook Family Practice Residency Program
Category : Physician
Issue Areas/Comments
GME Payments
GME Payments

To whom it may concern,

As a family physician, [ appreciate the opportunity to comment on the

Centers for Medicare & Medicaid Services (CMS or the Agency) proposed rule
entitled Medicare Program; Proposed Changes to the Hospital Inpatient
Prospective Payment Systems and Fiscal Year 2007 Rates. 71 Fed. Reg. 23996
(April 25, 2006).

[ strongly urge CMS to rescind the language in the proposed rule that sets
up an artificial dichotomy between resident training time spent in didactic
activities and time spent in Outpatient care activities. The effect of the
proposed rule is to exclude medical resident time spent in didactic
activities in the calculation of Medicare direct graduate medical education
(DGME) and indirect medical education (IME) payments.

Background

The proposed rule cites journal clubs, classroom lectures, and seminars as
examples of didactic activities that must be excluded when determining the
full-time equivalent resident counts for all IME payments (regardless of
setting), and for DGME payments when the activities occur in a nonhospital
setting, such as a physician s office or affiliated medical school. The

stated rationale for the exclusion of this time is that the time is not

related to patient care.

This position reverses the Agency's position expressed as recently as 1999,
at which time the Director of Acute Care wrote in correspondence that
patient care activities should be interpreted broadly to include scholarly
activities, such as educational seminars, classroom lectures . .. and
presentation of papers and research results to fellow residents, medical
students, and faculty. [September 24, 1999 Letter from Tzvi Hefter,
Director, Division of Acute Care to Scott McBride, Vinson & Elkins]. I
support the Agency's 1999 position. The activities cited in the 1999 letter
and cited again in this proposal are an integral component of the patient
care activities engaged in by residents during their residency programs.

Residency Program Activities and Patient Care

[ firmly believe that with the possible exception of extended time for

bench research, there is no residency experience that is not related to
patient care activities. The learning model used in graduate medical
education (GME) is delivery of care to patients under the supervision of
fully-trained physicians. Everything that a resident physician learns as

part of an approved residency training program is built upon the delivery of
patient care and the resident physician's educational development into an
autonomous practitioner.

To separate out CMS's newly defined "patient care time" from didactic

sessions in which general issues devolve to discussions of particular

patients seems an exercise in futility. Moreover, as a family physician, I

believe this policy would require additional staff that would be responsible

for sitting in on each of these didactic sessions and keep count of patient

care time. Such documentation requirements are unreasonable and would add an
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extremely large and unnecessary administrative burden.

T urge CMS to rescind its clarification in the proposed rule relating to the
counting of didactic time for purposes of DGME and IME payments and
recognize the integral nature of these activities to the patient care
experiences of residents during their residency programs.

Sincerely,

Joseph Tribuna MD
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Submitter : Mr. lan Jamieson Date: 06/12/2006
Organization :  Shands Transplant Cntr at University of Floridia
Category : Hospital
Issue Areas/Comments
GENERAL
GENERAL

Am concerned about the negative financial impact to transplant centers for lung transplantation, specifically bilateral transplantation-which is becoming more
common (approx. 60% of all cases). The new DRG payment system is projected to decrease reimbursement for lung transplantation by 14.4% and this may
ultimately limit patient access to lung transplant programs.
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Submitter : Date: 06/12/2006
Organization :

Category : Individual

Issue Areas/Comments

GME Payments

GME Payments

As a family physician, I appreciate the opportunity to comment on the Centers for Medicare & Medicaid Services' (CMS or the Agency) proposed rule entitled
"Medicare Program; Proposed Changes to the Hospital Inpatient Prospective Payment Systems and Fiscal Year 2007 Rates.” 71 Fed. Reg. 23996 (April 25, 2006).

I strongly urge CMS to rescind the language in the proposed rule that sets up an artificial dichotomy between resident training time spent in didactic activities and
time spent in "patient care activities." The effect of the proposed rule is to exclude medical resident time spent in didactic activities in the calculation of Medicare
direct graduate medical education (DGME) and indirect medical education (IME) payments.

Background

The proposed rule cites journal clubs, classroom lectures, and seminars as examples of didactic activities that must be excluded when determining the full-time
equivalent resident counts for all IME payments (regardless of setting), and for DGME payments when the activities occur in a nonhospital setting, such as a
physician's office or affiliated medical school. The stated rationale for the exclusion of this time is that the time is not "related to patient care”.

This position reverses the Agency's position expressed as recently as 1999, at which time the Director of Acute Care wrote in correspondence that patient care
activities should be interpreted broadly to include "scholarly activities, such as educational seminars, classroom lectures . . . and presentation of papers and research
results to fellow residents, medical students, and faculty.” [September 24, 1999 Letter from Tzvi Hefter, Director, Division of Acute Care to Scott McBride,

Vinson & Elkins). Isupport the Agency's 1999 position. The activities cited in the 1999 letter and cited again in this proposal are an integral component of the
patient care activities engaged in by residents during their residency programs.

Residency Program Activities and Patient Care

I firmly believe that with the possible exception of extended time for "bench research,” there is no residency experience that is not related to patient care activities.
The learning model used in graduate medical education (GME) is delivery of care to patients under the supervision of fully-trained physicians. Everything that a
resident physician learns as part of an approved residency training program is built upon the delivery of patient care and the resident physician's educational
development into an autonomous practitioner.

To separate out CMS's newly defined "patient care time" from didactic sessions in which general issues devolve to discussions of particular patients seems an
exercise in futility. Moreover, as a family physician, I believe this policy would require additional staff that would be responsible for sitting in on each of these
didactic sessions and keep count of patient care time. Such documentation requirements are unreasonable and would add an extremely large and unnecessary
administrative burden.

T'urge CMS to rescind its clarification in the proposed rule relating to the counting of didactic time for purposes of DGME and IME payments and recognize the
integral nature of these activities to the patient care experiences of residents during their residency programs.
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Submitter : Mr. David Buckley Date: 06/12/2006
Organization :  St. John Health
Category : Health Care Professional or Association

Issue Areas/Comments
Update Factors

Update Factors
"See attached Comment letter”
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE AND MEDICAID SERIVICES
OFFICE OF STRATEGIC OPERATIONS & REGULATORY AFFAIRS

Please note: We did not receive the attachment that was cited in
this comment. We are not able to receive attachments that have been
prepared in excel or zip files. Also, the commenter must click the
yellow “Attach File” button to forward the attachment.
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CMS-1488-P-1292

Submitter : Dr. Wendy Beyer Date: 06/12/2006
Organization:  Memorial Hospital of Rhode Island
Category : Individual
Issue Areas/Comments
GME Payments
GME Payments

As a family physician, I appreciate the opportunity to comment on the
Centers for Medicare & Medicaid Services' (CMS or the Agency) proposed .
rule entitled "Medicare Program; Proposed Changes to the Hospital
Inpatient Prospective Payment Systems and Fiscal Year 2007 Rates." 71
Fed. Reg. 23996 (April 25, 2006).

I strongly urge CMS to rescind the language in the proposed rule that
sets up an artificial dichotomy between resident training time spent
in didactic activities and time spent in "patient care activities." The
effect of the proposed rule is to exclude medical resident time spent
in didactic activities in the calculation of Medicare direct graduate
medical education (DGME) and indirect medical education (IME)
payments.

Background

The proposed rule cites journal clubs, classroom lectures, and

seminars as examples of didactic activities that must be excluded when
determining the full-time equivalent resident counts for all IME
payments (regardless of setting), and for DGME payments when the
activities occur in a nonhospital setting, such as a physician's

office or affiliated medical school. The stated rationale for the exclusion
of this time is that the time is not "related to patient care".

This position reverses the Agency's position expressed as recently as
1999, at which time the Director of Acute Care wrote in correspondence
that patient care activities should be interpreted broadly to include
"scholarly activitics, such as educational seminars, classroom

lectures . . . and presentation of papers and research results to

fellow residents, medical students, and faculty.” [September 24, 1999
Letter from Tzvi Hefier, Director, Division of Acute Care to Scott
McBride, Vinson & Elkins]. I support the Agency's 1999 position. The
activities cited in the 1999 letter and cited again in this proposal

are an integral component of the patient care activities engaged in by
residents during their residency programs.

Residency Program Activities and Patient Care

1 firmly believe that with the possible exception of extended time for
"bench research," there is no residency experience that is not

related to patient care activities. The learning model used in

graduate medical education (GME) is delivery of care to patients under the
supervision of fully-trained physicians. Everything that a resident
physician learns as part of an approved residency training program is

built upon the delivery of patient care and the resident physician's
educational development into an autonomous practitioner.

To separate out CMS's newly defined "patient care time" from didactic
sessions in which general issues devolve to discussions of particular
patients seems an exercise in futility. Moreover, as a family

physician, I believe this policy would require additional staff that
would be

responsible for sitting in on each of these didactic sessions and keep
count of patient care time. Such documentation requirements are
unreasonable and would add an extremely large and unnecessary
administrative burden. :

I urge CMS to rescind its clarification in the proposed rule relating

to the counting of didactic time for purposes of DGME and IME payments
and recognize the integral nature of these activities to the patient

care experiences of residents during their residency programs.
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Sincerely,
Wendy Beyer
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CMS-1488-P-1293

Submitter : Dr. Samuel Adkins Date: 06/12/2006
Organization :  Austin Medical Education Program
Category : Physician
Issue Areas/Comments
GME Payments
GME Payments

As a family physician, I appreciate the opportunity to comment on the Centers for Medicare & Medicaid Services' (CMS or the Agency) proposed rule entitled
"Medicare Program; Proposed Changes to the Hospital Inpatient Prospective Payment Systems and Fiscal Year 2007 Rates.” 71 Fed. Reg. 23996 (April 25, 2006).

I strongly urge CMS to rescind the language in the proposed rule that sets up an artificial dichotomy between resident training time spent in didactic activities and
time spent in "patient care activities." The effect of the proposed rule is to exclude medical resident time spent in didactic activities in the calculation of Medicare
direct graduate medical education (DGME) and indirect medical education (IME) payments.

Background

The proposed rule cites journal clubs, classroom lectures, and seminars as examples of didactic activities that must be excluded when determining the full-time
equivalent resident counts for all IME payments (regardless of setting), and for DGME payments when the activities occur in a nonhospital setting, such as a
physician's office or affiliated medical school. The stated rationale for the exclusion of this time is that the time is not "related to patient care”.

This position reverses the Agency's position expressed as recently as 1999, at which time the Director of Acute Care wrote in correspondence that patient care

" activities should be interpreted broadly to include "scholarly activities, such as educational seminars, classroom lectures . . . and presentation of papers and research
results to fellow residents, medical students, and faculty." [September 24, 1999 Letter from Tzvi Hefter, Director, Division of Acute Care to Scott McBride,
Vinson & Elkins]. I support the Agency's 1999 position. The activities cited in the 1999 letter and cited again in this proposal are an integral component of the
patient care activities engaged in by residents during their residency programs.

Residency Program Activities and Patient Care

I firmly believe that with the possible exception of extended time for "bench research,” there is no residency experience that is not related to patient care activities.
The learning model used in graduate medical education (GME) is delivery of care to patients under the supervision of fully-trained physicians. Everything that a
resident physician learns as part of an approved residency training program is built upon the delivery of patient care and the resident physician's educational
development into an autonomous practitioner.

To separate out CMS's newly defined "patient care time" from didactic sessions in which general issues devolve to discussions of particular patients seems an
exercise in futility. Moreover, as a family physician, I believe this policy would require additional staff that would be responsible for sitting in on each of these
didactic sessions and keep count of patient care time. Such documentation requirements are unreasonable and would add an extremely large and unnecessary
administrative burden.

T'urge CMS to rescind its clarification in the proposed rule relating to the counting of didactic time for purposes of DGME and IME payments and recognize the
integral nature of these activities to the patient care experiences of residents during their residency programs
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Submitter : Mr. Jerry Adair Date: 06/12/2006
Organization :  Good Shepherd Health System
Category : Heospital
Issue Areas/Comments
DRG Weights
DRG Weights
June 8, 2006

Centers for Medicare and Medicaid Services
Department of Health and Human Services
Attention: CMS-1488-P

Mailstop: C4-26-05

7500 Security Boulevard

Baltimore, MD 21244-1850

Re: CMS-1488-P; Proposed Changes to the Hospital Inpatient Prospective Payment System

On behalf of Good Shepherd Medical Center, a non-profit, 412-bed comprehensive hospital in Longview, Texas, I appreciate the opportunity to submit comments
to the Centers for Medicare and Medicaid Services on the proposed changes to the hospital inpatient prospective payment system.

Good Shepherd supports CMS s intent to improve the accuracy of the hospital payment system. I understand that the proposed revision will lead to better
incentives for hospital quality and efficiency, and will ensure that payment rates relate more closely to patient resource needs. I encourage carly adoption of the new
payment classification system as well as the new DRG-weighting methodology, as this will reduce the incentive that specialty hospitals have by treating only the
most profitable patients.

Forty-eight percent of the Good Shepherd s patients are Medicare beneficiaries, for which Medicare reimbursement does not cover the costs of treating those
patients. Further revision to the Medicare payment system must be favorable to general/medical facilities such as Good Shepherd. The alternative would be to
further erode the hospital s small operating margin and sacrifice the efforts made to provide nationally-ranked quality to the residents of east Texas. I encourage the
leadership of CMS to act expeditiously to implement the proposed changes to the prospective payment system to correct the current inequities.

1 appreciate the opportunity to submit these comments. If you have any questions about my remarks, please contact me at jadair@gsmc.org.
Respectfully,

Jerry D. Adair

President and CEOQ

Good Shepherd Health System
Longview, Texas
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Submitter : Dr. Jennifer Mullendore Date: 06/12/2006
Organization:  Moses Cone Family Medicine Residency Program
Category : Physician
Issue Areas/Comments
GME Payments
GME Payments

As a family physician who is finishing her residency this month, I appreciate the opportunity to comment on the Centers for Medicare & Medicaid Services' (CMS
or the Agency) proposed rule entitled "Medicare Program; Proposed Changes to the Hospital Inpatient Prospective Payment Systems and Fiscal Year 2007 Rates."
71 Fed. Reg. 23996 (April 25, 2006).

I strongly urge CMS to rescind the language in the proposed rule that sets up an artificial dichotomy between resident training time spent in didactic activities and
time spent in "patient care activities." The effect of the proposed rule is to exclude medical resident time spent in didactic activities in the calculation of Medicare
direct graduate medical education (DGME) and indirect medical education (IME) payments.

Background: The proposed rule cites journal clubs, classroom lectures and seminars as examples of didactic activities that must be excluded when determining the
full-time equivalent resident counts for all IME payments (regardless of setting), and for DGME payments when the activities occur in a non-hospital setting, such
as a physician's office or affiliated medical school. The stated rationale for the exclusion of this time is that the time is not "related to patient care."

This position reverses the Agency's position expressed as recently as 1999, at which time the Director of Acute Care wrote in correspondence that patient care
activities should be interpreted broadly to include "scholarly activities, such as educational seminars, classroom lectures . . . and presentation of papers and research
results to fellow residents, medical students and faculty." [September 24, 1999 Letter from Tzvi Hefter, Director, Division of Acute Care to Scott McBride, Vinson
& Elkins]. I support the Agency_s 1999 position. The activities cited in the 1999 letter and cited again in this proposal are an integral component of the patient care
activities engaged in by residents during their residency programs.

Residency Program Activities and Patient Care: I firmly believe that with the possible exception of extended time for "bench research,” there is no residency
experience that is not refated to patient care activities. The learning model used in graduate medical education (GME) is delivery of care to patients under the
supervision of fully-trained physicians. Everything that a resident physician learns as part of an approved residency training program is built upon the delivery of
patient care and the resident physician's educational development into an autonomous practitioner.

To separate out CMS's newly defined "patient care time" from didactic sessions in which general issues devolve to discussions of particular patients seems an
exercise in futility. Moreover, as a family physician, [ believe this policy would require additional staff that would be responsible for sitting in on each of these
didactic sessions and keep count of patient care time. Such documentation requirements are unreasonable and would add an extremely large and unnecessary
administrative burden.

T'urge CMS to rescind its clarification in the proposed rule relating to the counting of didactic time for purposes of DGME and IME payments and recognize the
integral nature of these activities to the patient care experiences of residents during their residency programs.

Sincerely,

Jennifer Mullendore MD
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CMS-1488-P-1296

Submitter : Mr. David Buckley Date: 06/12/2006
Organization:  St. John Health
Category : Health Care Professional or Association

Issue Areas/Comments
DRG Weights
DRG Weights

See attached comment letter
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CMS-1488-P-1297

Submitter : Dr. Marianne McKennett Date: 06/12/2006
Organization:  Scripps Mercy Family Medicine Residency Program
Category : Physician
Issue Areas/Comments
GME Payments
GME Payments
6-11-06

To: CMS Director,

As a Program Director of a residency program in family medicine, I appreciate the opportunity to comment on the Centers for Medicare & Medicaid Services (CMS
or the Agency) proposed rule entitled Medicare Program; Proposed Changes to the Hospital Inpatient Prospective Payment Systems and Fiscal Year 2007 Rates.
71 Fed. Reg. 23996 (April 25, 2006).

I strongly urge CMS to rescind the language in the proposed rule that sets up an artificial dichotomy between resident training time spent in didactic activities and
time spent in patient care activities. The effect of the proposed rule is to exclude medical resident time spent in didactic activities in the calculation of Medicare
direct graduate medical education (DGME) and indirect medical education (IME) payments.

Background

The proposed rule cites journal clubs, classroom lectures, and seminars as examples of didactic activities that must be excluded when determining the full-time
equivalent resident counts for all IME payments (regardless of setting), and for DGME payments when the activities occur in a nonhospital setting, such as a
physician s office or affiliated medical school. The stated rationale for the exclusion of this time is that the time is not related to patient care .

This position reverses the Agency s position expressed as recently as 1999, at which time the Director of Acute Care wrote in correspondence that patient care
activities should be interpreted broadly to include scholarly activities, such as educational seminars, classroom lectures . . . and presentation of papers and research
results to fellow residents, medical students, and faculty. {September 24, 1999 Letter from Tzvi Hefter, Director, Division of Acute Care to Scott McBride, Vinson
& Elkins]. I support the Agency s 1999 position. The activities cited in the 1999 letter and cited again in this proposal are an integral component of the patient care
activities engaged in by residents during their residency programs.

Residency Program Activities and Patient Care

Ifirmly believe that with the possible exception of extended time for bench research, there is no residency experience that is not related to patient care activities.
The learning model used in graduate medical education (GME) is delivery of care to patients under the supervision of fully-trained physicians. Everything that a
resident physician leams as part of an approved residency training program is built upon the delivery of patient care and the resident physician s educational
development into an autonomous practitioner.

In addition, I cannot conceive of how I would be able to administratively comply with this requirement. It would require documentation that would be extremely
burdensome, if possible at all. To separate out CMS s newly defined patient care time from didactic sessions in which general issues devolve to discussions of
particular patients seems an exercise in futility. Where am I to find the funding to pay for the staff person that would be needed to sit in on each of these didactic
sessions and keep count of patient care time? The documentation requirements that this position would necessitate are unreasonable and would cause an extremely
large administrative burden.

'i‘o reiterate, I urge CMS to rescind its clarification in the proposed rule relating to the counting of didactic time for purposes of DGME and IME payments and
recognize the integral nature of these activities to the patient care experiences of residents during their residency programs.

Sincerely,

Marianne McKennett, M.D.

Program Director

Scripps Family Medicine Residency

Clinical Professor

UC San Diego Department of Family and Preventive Medicine
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CMS-1488-P-1298

Submitter : Dr. Anne Ambarian Date: 06/12/2006
Organization:  The Reading Hospital and Medical Center
Category : Individual
Issue Areas/Comments
GME Payments
GME Payments

As a family physician, I appreciate the opportunity to comment on the Centers for Medicare & Medicaid Services (CMS or the Agency) proposed rule entitled
Medicare Program; Proposed Changes to the Hospital Inpatient Prospective Payment Systems and Fiscal Year 2007 Rates. 71 Fed. Reg. 23996 (April 25, 2006).

I strongly urge CMS to rescind the language in the proposed rule that sets up an artificial dichotomy between resident training time spent in didactic activities and
time spent in patient care activities. The effect of the proposed rule is to exclude medical resident time spent in didactic activities in the calculation of Medicare
direct graduate medical education (DGME) and indirect medical education (IME) payments.

Background

The proposed rule cites journal clubs, classroom lectures, and seminars as examples of didactic activities that must be excluded when determining the full-time
equivalent resident counts for all IME payments (regardless of setting), and for DGME payments when the activities occur in a nonhospital setting, such as a
physician s office or affiliated medical schoo!. The stated rationale for the exclusion of this time is that the time is not related to patient care .

This position reverses the Agency s position expressed as recently as 1999, at which time the Director of Acute Care wrote in correspondence that patient care
activities should be interpreted broadly to include scholarly activities, such as educational seminars, classroom lectures . . . and presentation of papers and research
results to fellow residents, medical students, and faculty. [September 24, 1999 Letter from Tzvi Hefter, Director, Division of Acute Care to Scott McBride, Vinson
& Elkins]. I support the Agency s 1999 position. The activities cited in the 1999 letter and cited again in this proposal are an integral component of the patient care
activities engaged in by residents during their residency programs.

Residency Program Activities and Patient Care .

I firmly believe that with the possible exception of extended time for bench research, there is no residency experience that is not related to patient care activities.
The leamning model used in graduate medical education (GME) is delivery of care to patients under the supervision of fully-trained physicians. Everything that a
resident physician learns as part of an approved residency training program is built upon the delivery of patient care and the resident physician s educational
development into an autonomous practitioner.

To separate out CMS s newly defined patient care time from didactic sessions in which general issues devolve to discussions of particular patients seems an
exercise in futility. Moreover, as a family physician, I believe this policy would require additional staff that would be responsible for sitting in on each of these
didactic sessions and keep count of patient care time. Such documentation requirements are unreasonable and would add an extremely large and unnecessary
administrative burden.

Turge CMS to rescind its clarification in the proposed rule relating to the counting of didactic time for purposes of DGME and IME payments and recognize the
integral nature of these activities to the patient care experiences of residents during their residency programs.

Sincerely,

Anne Ambarian, MD
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CMS-1488-P-1299

Submitter : Date: 06/12/2006
Organization :

Category : Physician

Issue Areas/Comments

GME Payments

GME Payments

As a family physician, I appreciate the opportunity to comment on the Centers for Medicare & Medicaid Services (CMS or the Agency) proposed rule entitled
Medicare Program; Proposed Changes to the Hospital Inpatient Prospective Payment Systems and Fiscal Year 2007 Rates. 71 Fed. Reg. 23996 (April 25, 2006).

1 strongly urge CMS to rescind the language in the proposed rule that sets up an artificial dichotomy between resident training time spent in didactic activities and
time spent in patient care activities. The effect of the proposed rule is to exclude medical resident time spent in didactic activities in the calculation of Medicare
direct graduate medical education (DGME) and indirect medical education (IME) payments.

BACKGROUND

The proposed rule cites journal clubs, classroom lectures, and seminars as examples of didactic activities that must be excluded when determining the full-time
equivalent resident counts for all IME payments (regardless of setting), and for DGME payments when the activities occur in a nonhospital setting, such as a
physician s office or affiliated medical school. The stated rationale for the exclusion of this time is that the time is not related to patient care.

This position reverses the Agency s position expressed as recently as 1999, at which time the Director of Acute Care wrote in correspondence that patient care
activities should be interpreted broadly to include scholarly activities, such as educational seminars, classroom lectures .. and presentation of papers and research
results to fellow residents, medical students, and faculty. [September 24, 1999 Letter from Tzvi Hefter, Director, Division of Acute Care to Scott McBride, Vinson
& Elkins]. I support the Agency s 1999 position. The activities cited in the 1999 letter and cited again in this proposal are an integral component of the patient care
activities engaged in by residents during their residency programs,

RESIDENCY PROGRAM ACTIVITIES AND PATIENT CARE

I firmly believe that with the possible exception of extended time for bench research, there is no residency experience that is not related to patient care activities.
The learing model used in graduate medical education (GME) is delivery of care to patients under the supervision of fully-trained physicians. Everything that a
resident physician learns as part of an approved residency training program is built upon the delivery of patient care and the resident physician s educational
development into an autonomous practitioner,

To separate out CMS s newly defined patient care time from didactic sessions in which general issues devolve to discussions of particular patients seems an
exercise in futility. Moreover, as a family physician, I believe this policy would require additional staff that would be responsible for sitting in on each of these
didactic sessions and keep count of patient care time. Such documentation requirements are unreasonable and would add an extremely large and unnecessary
administrative burden.

Turge CMS to rescind its clarification in the proposed rule relating to the counting of didactic time for purposes of DGME and IME payments and recognize the
integral nature of these activities to the patient care experiences of residents during their residency programs.

Sincerely,
Gail Amison, MD
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CMS-1488-P-1300

Date: 06/12/2006

Submitter : Mr. Christopher Bailey
Organization :  Virginia Hospital
Category : Hospital
Issue Areas/Comments

DRG Weights

DRG Weights

See Attachment

CMS-1488-P-1300-Attach-1.DOC
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June 12, 2006

The Honorable Mark McClellan, M.D., Ph.D.
Administrator

Centers for Medicare & Medicaid Services
Attention: CMS-1488-P and P2

Room 445-G, Hubert H. Humphrey Building
200 Independence Avenue, S.W.
Washington, DC 20201

RE: CMS-1488-P and P2, Medicare Program; Proposed Changes to the Hospital
Inpatient Prospective Payment Systems and Fiscal Year 2007 Rates; Proposed Rule.
Dear Administrator McClellan:

The Virginia Hospital & Healthcare Association (VHHA) appreciates the opportunity to
comment on the Centers for Medicare & Medicaid Services (CMS) fiscal year (FY) 2007
inpatient prospective payment system (IPPS) and occupational mix adjustment proposed
rules. The VHHA includes 61 member health systems and hospitals, representing 99
community, psychiatric and specialty hospitals throughout the Commonwealth of
Virginia. '

The VHHA strongly supports CMS’ goal of meaningful improvements in the hospital
inpatient payment system. Indeed, we believe that CMS and hospitals share the same
basic objectives and principles when it comes to the IPPS — rates that are stable, accurate
(i.e., correspond to patient acuity and underlying delivery costs) and equitable (i.e.,
provide sufficient incentive to treat all types of patients and conditions). We recognize
and commend the significant effort that you and your staff have committed to these ends
in the drafting of this Notice of Proposed Rulemaking (NPRM).

As you know, this NPRM proposes the most substantial changes in the DRG system
since its implementation. The proposed rule describes an approach to cost-based weights
for implementation this year, and also proposes refining the DRG grouper or
classification system to better account for patient severity with implementation likely in
FY 2008. Additionally, the NPRM would institute a variety of other policy changes,
including updating the payment rates, outlier threshold, hospital wage index, and quality
reporting requirements.
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The VHHA has worked with other state hospital associations and the American Hospital
Association (AHA) in our review of this NPRM. We share many of the field’s concerns.
The VHHA fully recognizes that the revised DRG weights and calculations in the NPRM
would provide important assistance to many hospitals that sorely need it. However, the
proposed changes also would result in negative effects for other hospitals. If these
distributional effects were the natural result of a system that fully conformed to the above
principles, we would have no objection. However, while we support the general thrust
toward cost-based weights, analysis has demonstrated that minor changes in method and
underlying data in the weighting calculations have dramatic effect on resulting payments
— in violation of the stability principle. Further, we have serious concerns and questions
about the proposed DRG classification system changes — including the limitation on
coding inputs and apparent shift away from a methodology in the public domain. The
former flaw severely limits the accuracy of the classification system, and the latter
constrains the ability of hospitals to analyze and replicate it. Exerting all due diligence in
ensuring that such substantial changes in public policy appropriately balance the needs
and concerns of all who care for Medicare beneficiaries must be paramount in this
process.

The VHHA supports the AHA’s position that CMS take additional time to fully consider
the technical and policy complexities associated with the NPRM’s proposed changes. We
remain mindful of the potential for improvement that the proposed changes hold,
but believe a one-year delay in implementation is appropriate. We also urge CMS to
implement any finalized changes through a three-year phase-in period. This would
give all hospitals time to adapt to the changes and limit the risk for disruption to patient
care that could result from the proposed policy changes.

Finally, we note that altering the calculation of DRG weights could produce one set of
changes for hospitals to absorb, while adopting the proposed changes to the patient
classification system would produce another. These two sets of changes may help to
counterbalance one another, and at the very least will present challenges at their time of
implementation. If both sets are to be implemented, please do so simultaneously,
transitioning in both sets of changes together over three years. This will help to
preserve predictable, stable payment levels and limit disruption to patient care.

Thank you again for your consideration of these comments. We would be pleased to
answer any questions or help in any way we can.

Sincerely,

Christopher S. Bailey, Senior Vice President



CMS-1488-P-1301

Submitter : Dr. William Moran Date: 06/12/2006
Organization :  Dr. William Moran
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Please do not exclude didactic teaching hours from GME payment calculations. It is not possible to train resident physicians about proper patient care without time
devoted to didactic presentations. Precepting residents is extremely important but the foundations and philosophy of what we do is best taught through lecture and
literature review.
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CMS-1488-P-1302

Submitter : Dr. Gregory O'Donnell : Date: 06/12/2006
Organization:  Research Family Medicine Residency
Category : Individual
Issue Areas/Comments
GME Payments
GME Payments

As a family physician, I appreciate the opportunity to comment on the Centers for Medicare & Medicaid Services (CMS or the Agency) proposed rule entitled
Medicare Program; Proposed Changes to the Hospital Inpatient Prospective Payment Systems and Fiscal Year 2007 Rates. 71 Fed. Reg. 23996 (April 25, 2006).

I strongly urge CMS to rescind the language in the proposed rule that sets up an artificial dichotomy between resident training time spent in didactic activities and
time spent in patient care activities. The effect of the proposed rule is to exclude medical resident time spent in didactic activities in the calculation of Medicare
direct graduate medical education (DGME) and indirect medical education (IME) payments.

Background

The proposed rule cites journal clubs, classroom lectures, and seminars as examples of didactic activities that must be excluded when determining the full-time
equivalent resident counts for all IME payments (regardless of setting), and for DGME payments when the activities occur in a nonhospital setting, such as a
physician s office or affiliated medical school. The stated rationale for the exclusion of this time is that the time is not related to patient care .

This position reverses the Agency s position expressed as recently as 1999, at which time the Director of Acute Care wrote in correspondence that patient care
activities should be interpreted broadly to include scholarly activities, such as educational seminars, classroom lectures . . . and presentation of papers and research
results to fellow residents, medical students, and faculty. [September 24, 1999 Letter from Tzvi Hefter, Director, Division of Acute Care to Scott McBride, Vinson
& Elkins). I support the Agency s 1999 position. The activities cited in the 1999 letter and cited again in this proposal are an integral component of the patient care
activities engaged in by residents during their residency programs.

Residency Program Activities and Patient Care

Ifirmly believe that with the possible exception of extended time for bench research, there is no residency experience that is not related to patient care activities.
The learning mode! used in graduate medical education (GME) is delivery of care to patients under the supervision of fully-trained physicians. Everything that a
resident physician learns as part of an approved residency training program is built upon the delivery of patient care and the resident physician s educational
development into an autonomous practitioner.

To separate out CMS s newly defined patient care time from didactic sessions in which general issues devolve to discussions of particular patients seems an
exercise in futility. Moreover, as a family physician, I believe this policy would require additional staff that would be responsible for sitting in on each of these
didactic sessions and keep count of patient care time. Such documentation requirements are unreasonable and would add an extremely large and unnecessary
administrative burden.

Turge CMS to rescind its clarification in the proposed rule relating to the counting of didactic time for purposes of DGME and IME payments and recognize the
integral nature of these activities to the patient care experiences of residents during their residency programs.

Sincerely,
Gregory P. O'Donnell, M.D.
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CMS-1488-P-1303

Submitter : Dr. Michael Schooff Date: 06/12/2006
Organization :  Dr. Michael Schooff
Category : Physician
Issue Areas/Comments
GME Payments
GME Payments

As a family physician, I appreciate the opportunity to comment on the Centers for Medicare & Medicaid Services (CMS or the Agency) proposed rule entitled
Medicare Program; Proposed Changes to the Hospital Inpatient Prospective Payment Systems and Fiscal Year 2007 Rates. 71 Fed. Reg. 23996 (April 25, 2006).

I 'strongly urge CMS to rescind the language in the proposed rule that sets up an artificial dichotomy between resident training time spent in didactic activities and
time spent in patient care activities. The effect of the proposed rule is to exclude medical resident time spent in didactic activities in the calculation of Medicare
direct graduate medical education (DGME) and indirect medical education (IME) payments.

Background

The proposed rule cites journal clubs, classroom lectures, and seminars as examples of didactic activities that must be excluded when determining the full-time
equivalent resident counts for all IME payments (regardless of setting), and for DGME payments when the activities occur in a nonhospital setting, such as a
physician s office or affiliated medical school. The stated rationale for the exclusion of this time is that the time is not related to patient care .

This position reverses the Agency s position expressed as recently as 1999, at which time the Director of Acute Care wrote in correspondence that patient care
activities should be interpreted broadly to include scholarly activities, such as educational seminars, classroom lectures . . . and presentation of papers and research
results to fellow residents, medical students, and faculty. [September 24, 1999 Letter from Tzvi Hefter, Director, Division of Acute Care to Scott McBride, Vinson
& Elkins]. I support the Agency s 1999 position. The activities cited in the 1999 letter and cited again in this proposal are an integral component of the patient care
activities engaged in by residents during their residency programs.

Residency Program Activities and Patient Care

Ifirmly believe that with the possible exception of extended time for bench research, there is no residency experience that is not related to patient care activities.
The learning model used in graduate medical education (GME) is delivery of care to patients under the supervision of fully-trained physicians. Everything that a
resident physician learns as part of an approved residency training program is built upon the delivery of patient care and the resident physician s educational
development into an autonomous practitioner.

To separate out CMS s newly defined patient care time from didactic sessions in which general issues devolve to discussions of particular patients seems an
exercise in futility. Moreover, as a family physician, I believe this policy would require additional staff that would be responsible for sitting in on each of these
didactic sessions and keep count of patient care time. Such documentation requirements are unreasonable and would add an extremely large and unnecessary
administrative burden.

Turge CMS to rescind its clarification in the proposed rule relating to the counting of didactic time for purposes of DGME and IME payments and recognize the
integral nature of these activities to the patient care experiences of residents during their residency programs.
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CMS-1488-P-1304

Submitter : Dr. Richard L Muller Date: 06/12/2006
Organization:  Dr. Richard L Muller
Category : Physician
Issue Areas/Comments
GME Payments
GME Payments

As a family physician, I appreciate the opportunity to comment on the Centers for Medicare & Medicaid Services' (CMS or the Agency) proposed rule entitled
"Medicare Program; Proposed Changes to the Hospital Inpatient Prospective Payment Systems and Fiscal Year 2007 Rates.” 71 Fed. Reg. 23996 (April 25, 2006).

I strongly urge CMS to rescind the language in the proposed rule that sets up an artificial dichotomy between resident training time spent in didactic activities and
time spent in "patient care activities." The effect of the proposed rule is to exclude medical resident time spent in didactic activities in the calculation of Medicare
direct graduate medical education (DGME) and indirect medical education (IME) payments.

Background

The proposed rule cites journal clubs, classroom lectures, and seminars as examples of didactic activities that must be excluded when determining the full-time
equivalent resident counts for all IME payments (regardless of setting), and for DGME payments when the activities occur in a nonhospital setting, such as a
physician's office or affiliated medical school. The stated rationale for the exclusion of this time is that the time is not "related to patient care."

This position reverses the Agency's position cxpressed as recently as 1999, at which timie the Director of Acute Care wrote in correspondence that patient care
activities should be interpreted broadly to include "scholarly activities, such as educational seminars, classroom lectures . . . and presentation of papers and research
results to fellow residents, medical students, and faculty." [September 24, 1999 Letter from Tzvi Hefter, Director, Division of Acute Care to Scott McBride,

Vinson & Elkins]. Isupport the Agency's 1999 position. The activities cited in the 1999 letter and cited again in this proposal are an integral component of the
patient care activities engaged in by residents during their residency programs.

Residency Program Activities and Patient Care

I firmly believe that with the possible exception of extended time for "bench research,” there is no residency experience that is not related to patient care activities.
The learning model used in graduate medical education (GME) is delivery of care to patients under the supervision of fully-trained physicians. Everything that a
resident physician learns as part of an approved residency training program is built upon the delivery of patient care and the resident physician's educational
development into an autonomous practitioner.

To separate out CMS's newly defined "patient care time” from didactic sessions in which general issues devolve to discussions of particular patients seems an
exercise in futility. Moreover, as a family physician, I believe this policy would require additional staff that would be responsible for sitting in on each of these
didactic sessions and keep count of patient care time. Such documentation requirements are unreasonable and would add an extremely large and unnecessary
administrative burden.

T urge CMS to rescind its clarification in the proposed rule relating to the counting of didactic time for purposes of DGME and IME payments and recognize the
integral nature of these activities to the patient care experiences of residents during their residency programs.

Sincerely,

Richard L. Muller
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CMS-1488-P-1305

Submitter : Dr. Susan Kaye
Organization :  Dr. Susan Kaye
Category : Individual
Issue Areas/Comments

GME Payments

GME Payments

As a family physician, I appreciate the opportunity to comment on the

Centers for Medicare & Medicaid Services (CMS or the Agency) proposed rule
entitled Medicare Program; Proposed Changes to the Hospital Inpatient
Prospective Payment Systems and Fiscal Year 2007 Rates. 71 Fed. Reg. 23996
(April 25, 2006).

I strongly urge CMS to rescind the language in the proposed rule that sets
up an artificial dichotomy between resident training time spent in didactic
activities and time spent in patient care activities. The effect of the
proposed rule is to exclude medical resident time spent in didactic
activities in the calculation of Medicare direct graduate medical education
(DGME) and indirect medical education (IME) payments.

Background

The proposed rule cites journal clubs, classroom lectures, and seminars as
examples of didactic activities that must be excluded when determining the
full-time equivalent resident counts for all IME payments (regardless of
setting), and for DGME payments when the activities occur in a nonhospital
setting, such as a physician s office or affiliated medical school. The

stated rationale for the exclusion of this time is that the time is not

related to patient care .

This position reverses the Agency s position expressed as recently as 1999,
at which time the Director of Acute Care wrote in correspondence that
patient care activities should be interpreted broadly to include scholarly
activities, such as educational seminars, classroom lectures . . . and
presentation of papers and research results to fellow residents, medical
students, and faculty. [September 24, 1999 Letter from Tzvi Hefter,
Director, Division of Acute Care to Scott McBride, Vinson & Elkins]. 1
support the Agency s 1999 position. The activities cited in the 1999 letter
and cited again in this proposal are an integral component of the patient
care activities engaged in by residents during their residency programs.

Residency Program Activities and Patient Care

I firmly believe that with the possible exception of extended time for

bench research, there is no residency experience that is not related to
patient care activities. The learning model used in graduate medical
education (GME) is delivery of care to patients under the supervision of
fully-trained physicians. Everything that a resident physician leams as

part of an approved residency training program is built upon the delivery of
patient care and the resident physician s educational development into an
autonomous practitioner. ’

To separate out CMS s newly defined patient care time from didactic

sessions in which general issues devolve to discussions of particular

patients seems an exercise in futility. Moreover, as a family physician, I

believe this policy would require additional staff that would be responsible

for sitting in on each of these didactic sessions and keep count of patient

care time. Such documentation requirements are unreasonable and would add an
extremely large and unnecessary administrative burden.
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CMS-1488-P-1305

Turge CMS to rescind its clarification in the proposed rule relating to the
counting of didactic time for purposes of DGME and IME payments and
recognize the integral nature of these activities to the patient care
experiences of residents during their residency programs.

Sincerely,

Susan T. Kaye, MD
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CMS-1488-P-1306

Submitter : Dr. Sonja Hansen Date: 06/12/2006
Organization:  Dr. Sonja Hansen
Category : Physician
Issue Areas/Comments
GME Payments
GME Payments

As a family physician, I appreciate the opportunity to comment on the Centers for Medicare & Medicaid Services (CMS or the Agency) proposed rule entitled
Medicare Program; Proposed Changes to the Hospital Inpatient Prospective Payment Systems and Fiscal Year 2007 Rates. 71 Fed. Reg. 23996 (April 25, 2006).

I strongly urge CMS to rescind the language in the proposed rule that sets up an artificial dichotomy between resident training time spent in didactic activities and
time spent in patient care activities. The effect of the proposed rule is to exclude medical resident time spent in didactic activities in the calculation of Medicare
direct graduate medical education (DGME) and indirect medical education (IME) payments.

Background

The proposed rule cites journal clubs, classroom lectures, and seminars as examples of didactic activities that must be excluded when determining the full-time
equivalent resident counts for all IME payments (regardless of setting), and for DGME payments when the activities occur in a nonhospital setting, such as a
physician s office or affiliated medical school. The stated rationale for the exclusion of this time is that the time is not related to patient care .

This position reverses the Agency s position expressed as recently as 1999, at which time the Director of Acute Care wrote in correspondence that patient care
activities should be interpreted broadly to include scholarly activities, such as educational seminars, classroom lectures . . . and presentation of papers and research
results to fellow residents, medical students, and faculty. [September 24, 1999 Letter from Tzvi Hefter, Director, Division of Acute Care to Scott McBride, Vinson
& Elkins]. I support the Agency s 1999 position. The activities cited in the 1999 letter and cited again in this proposal are an integral component of the patient care
activities engaged in by residents during their residency programs.

Residency Program Activities and Patient Care

I firmly believe that with the possible exception of extended time for bench research, there is no residency experience that is not related to patient care activities.
The learning model used in graduate medical education (GME) is delivery of care to patients under the supervision of fully-trained physicians. Everything that a
resident physician learns as part of an approved residency training program is built upon the delivery of patient care and the resident physician s educational
development into an autonomous practitioner.

To separate out CMS s newly defined patient care time from didactic sessions in which general issues devolve to discussions of particular patients seems an
exercise in futility. Moreover, as a family physician, I believe this policy would require additional staff that would be responsible for sitting in on each of these
didactic sessions and keep count of patient care time. Such documentation requirements are unreasonable and would add an extremely large and unnecessary
administrative burden.

T'urge CMS to rescind its clarification in the proposed rule relating to the counting of didactic time for purposes of DGME and IME payments and recognize the
integral nature of these activities to the patient care experiences of residents during their residency programs.
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June 12, 2006

Duncan Regional Hospital
1407 Whisenant
Duncan, OK 73533

Mark McClellan, M.D., Ph.D.

Administrator

Centers for Medicare & Medicaid Services
Attention; CMS-1488-P and P2

Room 445-G, Hubert H. Humphrey Building
200 Independence Avenue, S.W.
Washington, DC 20201

RE: CMS-1488-P and P2, Medicare Program; Proposed Changes to the Hospital Inpatient
Prospective Payment Systems and Fiscal Year 2007 Rates; Proposed Rule.

Dear Dr. McClellan:

On behalf of Duncan Regional Hospital, we appreciate the opportunity to submit comments to
the Centers for Medicare & Medicaid Services (CMS) on the fiscal year (FY) 2007 inpatient
prospective payment system (PPS) and occupational mix adjustment proposed rules.

The rule proposes the most significant changes in the calculation of diagnosis-related group
(DRG) relative weights since 1983 by creating a version of cost-based weights using the newly
developed hospital-specific relative values cost center methodology (HSRVcc). It also proposes
refining the DRGs to account for patient severity, with implementation likely in FY 2008. In
addition, the rule would update the payment rates, outlier threshold, hospital wage index, quality
reporting requirements, and payments for rural hospitals and medical education, among other
policies.

While Duncan Regional Hospital supports many of the proposed rule’s provisions, we have
serious concerns about the proposed changes to the DRG weights and classifications.

The hospital field supports meaningful improvements to Medicare’s inpatient PPS. We believe
the hospital industry and CMS share a common goal in refining the system to create an equal
opportunity for return across DRGs, which will provide an equal incentive to treat all types of
patients and conditions. However, more time is needed to understand the significant proposed -
policy changes, which redistribute from $1.4 to $1.7 billion within the inpatient system. Analysis
shows
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the impact of the proposed changes to be highly unstable, with small changes in method leading
to large changes in hospital payment. And the validity of CMS’ proposals versus potential
alternatives to improve the DRG wei ghts and classification system is uncertain. Moving forward
requires thoughtful change.

Specifically, Duncan Regional Hospital supports the following:

* One-year Delay: Our hospital supports a one-year delay in the proposed DRG changes
given the serious concerns with the HSRVee and CS-DRG methodology. The American
Hospital Association, the Oklahoma Hospital Association and the hospital field are
committed to working with CMS over the next year to address these concerns.

* Valid Cost-based Weights: We support moving to a DRG-weighting methodology
based on hospital costs rather than charges, but we believe CMS’ proposed HSR Ve
method is flawed. The method and source data requires further study in order to develop
a rational and improved system.

* A New Classification System Only if the Need Can Be Demonstrated: We do not
support a new classification system at this time, as the need for a new system is still
unclear. Much more work understanding the variation within DRGs and the best
classification system to address that variation is still needed before CS-DRGs or any
other system should be selected or advanced.

 Simultaneous Adoption of Any Changes to Weights and Classifications: If the need
for a new, more effective classification system is demonstrated and developed, it should
be implemented simultaneously with the new wei ghting system to provide better
predictability and smooth the volatility created by these two, generally off-setting
changes.

* Three-year Transition: Any changes should be implemented with a three-year
transition, given the magnitude of payment redistribution across DRGs and hospitals. We
believe that a transition period is necessary because of the significant redistributional
effect of such changes.

 Collaborative Approach to Moving Forward: The American Hospital Association, the
Oklahoma Hospital Associations, the hospital industry and Duncan Regional Hospital
commits to working with CMS to develop and evaluate alternatives for new weights and
classifications.

We would refer you to the detailed comments provided to you by the AHA that further explain
our concerns and recommendations on the proposed DRG wei ght and classification system
changes, as well as our position on many other issues in the proposed rule.

Duncan Regional Hospital appreciates the opportunity to submit these comments. If you have
any questions about our remarks, please feel free to contact me at (580) 251-8555.
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Sincerely,

SR

Scott Street
President & CEO
Duncan Regional Hospital
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Organization :  University Family Physicians
Category : Individual
Issue Areas/Comments
GME Payments
GME Payments

As a family physician, I appreciate the opportunity to comment on the Centers for Medicare & Medicaid Services (CMS or the Agency) proposed rule entitled
Medicare Program; Proposed Changes to the Hospital Inpatient Prospective Payment Systems and Fiscal Year 2007 Rates. 71 Fed. Reg. 23996 (April 25, 2006).

I'strongly urge CMS to rescind the language in the proposed rule that sets up an artificial dichotomy between resident training time spent in didactic activities and
time spent in patient care activities. The effect of the proposed rule is to exclude medical resident time spent in didactic activities in the calculation of Medicare
direct graduate medical education (DGME) and indirect medical education (IME) payments.

Background

The proposed rule cites journal clubs, classroom lectures, and seminars as examples of didactic activities that must be excluded when determining the full-time
equivalent resident counts for all IME payments (regardless of setting), and for DGME payments when the activities occur in a nonhospital setting, such as a
physician s office or affiliated medical school. The stated rationale for the exclusion of this time is that the time is not related to patient care .

This position reverses the Agency s position expressed as recently as 1999, at which time the Director of Acute Care wrote in correspondence that patient care
activities should be interpreted broadly to include scholarly activities, such as educational seminars, classroom lectures . . . and presentation of papers and research
results to fellow residents, medical students, and faculty. [September 24, 1999 Letter from Tzvi Hefter, Director, Division of Acute Care to Scott McBride, Vinson
& Elkins]. I support the Agency s 1999 position. The activities cited in the 1999 letter and cited again in this proposal are an integral component of the patient care
activities engaged in by residents during their residency programs.

Residency Program Activities and Patient Care

I firmly believe that with the possible exception of extended time for bench research, there is no residency experience that is not related to patient care activities.
The learning model used in graduate medical education (GME) is delivery of care to patients under the supervision of fully-trained physicians. Everything that a
resident physician learns as part of an approved residency training program is built upon the delivery of patient care and the resident physician s educational
development into an autonomous practitioner.

To separate out CMS s newly defined patient care time from didactic sessions in which general issues devolve to discussions of particular patients seems an
exercise in futility. Morcover, as a family physician, I believe this policy would require additional staff that would be responsible for sitting in on each of these
didactic sessions and keep count of patient care time. Such documentation requirements are unreasonable and would add an extremely large and unnecessary
administrative burden.

Turge CMS to rescind its clarification in the proposed rule relating to the counting of didactic time for purposes of DGME and IME payments and recognize the
integral nature of these activities to the patient care experiences of residents during their residency programs.

Sincerely,

Frederick C. Rosin, M.D.
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Issue Areas/Comments

GME Payments

GME Payments

As a family physician, I appreciate the opportunity to comment on the Centers for Medicare & Medicaid Services' (CMS or the Agency) proposed rule entitled
"Medicare Program; Proposed Changes to the Hospital Inpatient Prospective Payment Systems and Fiscal Year 2007 Rates." 71 Fed. Reg. 23996 (April 25, 2006).

I'strongly urge CMS to rescind the language in the proposed rule that sets up an artificial dichotomy between resident training time spent in didactic activities and
time spent in "patient care activities." The effect of the proposed rule is to exclude medical resident time spent in didactic activities in the calculation of Medicare
direct graduate medical education (DGME) and indirect medical education (IME) payments. ’

Background

The proposed rule cites journal clubs, classroom lectures, and seminars as examples of didactic activities that must be excluded when determining the full-time
equivalent resident counts for all IME payments (regardless of setting), and for DGME payments when the activities occur in a nonhospital setting, such as a
physician's office or affiliated medical school. The stated rationale for the exclusion of this time is that the time is not "related to patient care".

This position reverses the Agency's position expressed as recently as 1999, at which time the Director of Acute Care wrote in correspondence that patient care
activities should be interpreted broadly to include "scholarly activities, such as educational seminars, classroom lectures . . . and presentation of papers and research
results to fellow residents, medical students, and faculty." [September 24, 1999 Letter from Tzvi Hefter, Director, Division of Acute Care to Scott McBride,

Vinson & Elkins]. Isupport the Agency's 1999 position. The activities cited in the 1999 letter and cited again in this proposal are an integral component of the
patient care activities engaged in by residents during their residency programs.

Residency Program Activities and Patient Care

I firmly believe that with the possible exception of extended time for "bench research,” there is no residency experience that is not related to patient care activities.
The leaming model used in graduate medical education (GME) is delivery of care to patients under the supervision of fully-trained physicians. Everything that a
resident physician learns as part of an approved residency training program is built upon the delivery of patient care and the resident physician's educational
development into an autonomous practitioner.

To separate out CMS's newly defined "patient care time" from didactic sessions in which general issues devolve to discussions of particular patients seems an
exercise in futility. Moreover, as a family physician, I believe this policy would require additional staff that would be responsible for sitting in on each of these
didactic sessions and keep count of patient care time. Such documentation requirements are unreasonable and would add an extremely large and unnecessary
administrative burden.

Furge CMS to rescind its clarification in the proposed rule relating to the counting of didactic time for purposes of DGME and IME payments and recognize the
integral nature of these activities to the patient care experiences of residents during their residency programs.

Page 63 of 587 June 132006 11:57 AM




Submitter : Mrs. Bernadette Spong
Organization:  Rex Healthcare
Category : Hospital
Issue Areas/Comments

GENERAL

GENERAL

See attachment.

CMS-1488-P-1310-Attach-1.DOC

CMS-1488-P-1310

Page 64 of 587

June

Date: 06/12/2006

13 2006 11:57 AM




Centers for Medicare & Medicaid Services, DHHS
Attention: CMS-1488-P

Mail Stop C4-26-05

7500 Security Blvd

Baltimore, MD 21244-1850

Dear Sir:

I'am directing these comments to the provisions established in the April 25, 2006 Federal
Register regarding the requirements for receipt of the full 2007 Medicare Annual
Payment Update.

Rex Healthcare is a 433-bed acute care facility located in Raleigh, North Carolina and is
a member of the University of North Carolina Healthcare System. We average over 90
inpatient admissions daily. Rex treats 150 patients each day in our emergency
department. Community physicians perform over 35,000 surgeries each year at our
facilities.

Rex is the proud recipient of a number of awards and accolades, including being ranked
by Healthgrades in the top five percent of hospitals nationally for clinical excellence in
2005 and 2006. Healthgrades considers Rex one of the best North Carolina hospitals for
overall cardiac services, vascular services, gastrointestinal services and critical care
services. The Rex Heart and Vascular Center-home to the Triangle’s first nationally
accredited Chest Pain Center-provides comprehensive invasive and non-invasive services
to the community. Rex’s most recent accomplishment is this year’s achievement of
Magnet Hospital designation by the American Nurses Credentialing Center. Only 200
hospitals in the United States and only 9 hospitals in North Carolina have earned this
distinction. This award is based on a grueling review of the quality care provided to our
patients. All these recognitions and awards demonstrate that Rex is a hospital that
seriously embraces the concept of quality care for its patients.

We constantly ensure that quality is a focal point of our mission. Rex is in the midst of
implementing an electronic medical record program that will take the organization to the
next level of quality care and patient safety beginning later this year. At a recent board
meeting, the entire day was devoted to educating the 13 board members on quality
initiatives at the hospital.

For all the focus on quality, Rex finds itself out of compliance with the proposed 2007
Medicare APU regulations as published in the April 25, 2006 Federal Register. We
believe that these proposed regulations unduly burden hospitals, which like Rex, have
great quality track records but failed to meet very stringent reporting requirements
established by CMS.

A brief synopsis of Rex’s story illustrates the issue that we and probably other facilities
may face if the regulations are implemented as currently proposed.




- Inorder to receive the full APU hospitals must:

(1) register at least one person as a QNET Exchange Administrator

(2) Complete a new Notice of Participation form and send to CCME by August 1,
2006

(3) Continue to collect and submit all 10 starter set measures to QNET Exchange

(4) Sign an additional form pledging to submit 21 measures to QONET Exchange

(5) Pass validation at an 80% reliability rate for the first 3 quarters of CY2005

(6) Send a form to CCME attesting to the completeness of the data submitted.

Rex agrees with and supports provisions 1 through 4 and 6. However, we strongly
encourage CMS to revisit the language of provision 5. Rex works with Mediqual to
provide data to QIO Clinical Warehouse in accordance with the data transmission
deadlines published by CMS. Our records support that we have submitted all data to that
repository on a timely basis.

Once the data is received by CMS through the QIO Clinical Warehouse, CMS then
requests the hospitals submit complete medical records for 5 random patients. Hospitals
have 30 days to submit this data. Rex provided this data for the following quarters:

Quarter CDAC Reliability Score
10/04-12/04 88%
01/05-03/05 93%
07/05-09/05 93%

The 5 medical records for the quarter 04/05 through 06/05 were copied by the Medical
Records department in December 2005, delivered to the Shipping and Receiving
Department the week of Christmas 2005 and misplaced. It was not until mid J anuary that
the package was discovered in the Shipping area. The package was immediately sent to
CDAC via overnight carrier but the 30-day deadline had passed and CDAC could not
process the data.

Looking at Rex’s trend in reliability scores and our review of the 5 cases, we conclude
that CMS’s processing of those 5 medical records would have resulted in reliability
scores similar to the other three quarters. Now Rex finds itself in a situation where it
does not meet one of the provisions in the proposed regulations for receipt of the full
APU amount. This 2% penalty equates to almost $2 million in lower reimbursement to
Rex for a clerical mistake. This represents more than 16% of Rex’s operating income. A
penalty of this magnitude will significantly impact the services Rex provides to the
community. We do not believe CMS intended for this rule to negatively impact
hospitals’ ability to render services to both Medicare and other patients.

Rex believes this penalty is unduly burdensome in light of the circumstances. We clearly
have focused on quality for the last several years. The data supplied to CMS confirms
Rex’s accomplishments and yet we find ourselves penalized by a proposed rule that is so
tightly written there is no room for errors in manual processes.




Hospitals need to be held to high quality standards. Rex is a pfoponent of this. However,
CMS needs to provide some latitude in the process to ensure that quality hospitals are not
inappropriately punished.

We suggest that the provision be written to allow CMS and the hospital to have the
flexibility to meet 2 of 3 or 3 of 4 quarters. This provides some assurance that if and
when processes break down hospitals are not unilaterally punished while providing the
quality care CMS is seeking with this initiative.

Sincerely,

WWW

Bernadette Spong
CFO
Rex Healthcare




CMS-1488-P-1311

Submitter : Mr. Bruce McClymonds Date: 06/12/2006
Organization:  West Virginia University Hospitals, Inc.
Category : Hospital
Issue Areas/Comments
GENERAL
GENERAL
See Attachment

CMS-1488-P-1311-Attach-1.DOC

Page 65 of 587 June 132006 11:57 AM




June 7, 2006

Mark B. McClellan, M.D., Ph.D.
Administrator

Centers for Medicare & Medicaid Services
Department of Health and Human Services
Attention: CMS-1488-P

P.O. Box 8011

Baltimore, MD 21244-1850

Re: CMS-1488-P — Medicare Program; Proposed Changes to the Hospital
Inpatient Prospective Payment Systems and Fiscal Year 2007 Rates. (7]
Federal Register April 25, 2006).

Dear Administrator Mc¢Clellan:

We appreciate the opportunity to comment on the Centers for Medicare & Medicaid
Services’ (CMS) proposed rule regarding changes to the Hospital Inpatient Prospective
Payment Systems, published on April 25, 2006 in the Federal Register. 1 am the
President and CEO of West Virginia University Hospitals, Inc., a 522-bed university
teaching hospital located in Morgantown, West Virginia. We have an approved Intern &
Residency program with approximately 350 residents.

While we agree with some components of the proposed rule, we have significant
concerns with some aspects, which potentially have a negative impact on the entire
hospital community. Our letter focuses primarily on two areas that have a significant
impact on teaching hospitals and the academic community: 1) proposed changes to the
diagnosis-related group (DRG) weighting and classification system and 2) a
“clarification” that would prohibit hospitals from counting much of the resident time
spent in didactic activities when calculating indirect medical education (IME) and direct
graduate medical education (DGME) payments.

While we agree with CMS’s intention to address the flaws in the current DRG system, we
strongly urge CMS to delay implementation of the change to HSRV weights and
implement it concurrently with the Consolidated Severity Adjusted DRG’s. We believe
that by delaying this implementation and implementing these changes concurrently, there
will be more time to analyze this very complex change and in addition, the payment
volatility as a result of these two separate changes will be minimized.




In regard to the DGME and IME issues, we strongly urge the CMS to rescind the
purported “clarification” in the proposed rule that excludes medical resident time spent in
didactic activities in the calculation of Medicare direct graduate medical education
(DGME) and indirect medical education (IME) payments. Didactic activities are an
integral component of a resident’s training, are required to remain accredited, and are
clearly integral to the delivery of quality patient care.

HSRYV Weights/DRG’s: Severity of Illness

Under the proposed rule, Medicare would move to a “hospital-specific relative value cost
center” (HSRVec) DRG weighting methodology in FY 2007. In FY 2008 (“if not
earlier” according to the proposed rule), Medicare would move to “consolidated severity
adjusted DRG’s (CS-DRG’s). Both of these proposed changes are very complex and
have significant financial impacts. Although the proposed rule changes are budget-
neutral, they would result in significant redistribution among hospitals and among
DRG’s.

First of all, developing “cost based” weights is a very complex undertaking. The cost of
providing hospital care is not easily identified unlike other industries. Therefore, these
costs must be “‘estimated” using cost-to-charge ratios (CCRs) from hospital’s Medicare
Cost Reports and applying them to charge amounts that are reported on Medicare claims.
Even under this methodology, there are various ways of utilizing the CCRs in order to
implement a cost based methodology. We believe that more work is needed to analyze
and develop this cost based methodology. '

Secondly, upon analysis, it appears that providers that lose under the HSRV weights may
gain under a consolidated severity-adjusted DRG system. WVU Hospitals case mix
index would decrease as a result of the implementation of HSRV DRG’s in FY 2007
resulting in a reduction in payments of $1.7 million. However, with the implementation
of consolidated severity-adjusted DRG’s in FY 2008, our case mix would increase with a
resulting increase in payment. If the changes are not implemented concurrentl y, WVU -
Hospitals will have a significant negative impact in FY 2007 only to gain it back in FY
2008.

Based on the complexity of these changes and the fact that many providers would be
unjustly disadvantaged by not implementing these changes concurrently, we
strongly urge CMS to delay implementation of the HSRV weighting and to
implement it concurrently with the CS-DRG’s in FY 2008.

FTE Resident Count and Documentation/Time Spent in Nonpatient Care Activities

The proposed rule cites journal clubs, classroom lectures and seminars as examples of
didactic activities that must be excluded when determining the full-time equivalent




resident count for IME and DGME payments when the activities occur in a nonhospital
setting, such as a physician’s office or affiliated medical school. The stated rationale for
the exclusion of this time is that the time is not “related to patient care”.

This position is in stark contrast to the Agency’s position as recently as 1999, which
states that patient care activities should be interpreted broadly to include “scholarly
activities such as educational seminars, classroom lectures...and presentations of papers
and research results to fellow residents, medical students and faculty™.

We strongly disagree with CMS’ position in the proposed rule. Didactic activities for the
resident are an integral part of the patient care experience. At WVU Hospitals, the
medical school is physically connected to the Hospital and has state of the art classrooms
specifically for this purpose. Didactics are required in order to remain accredited and
didactic time counts as part of the duty hour tracking time. Everything that a resident
physician learns as part of an approved residency training program is integral to the
delivery of quality patient care.

Based on the above, we urge CMS to withdraw it’s clarification in the proposed rule
relating to the counting of didactic time for purposes of DGME and IME payments
and recognize the integral nature of these activities to the patient care experiences of
residents during their residency period.

Thank you for your consideration of these comments.

Sincerely,

Bruce McClymonds, President and CEO
West Virginia University Hospitals, Inc.
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OMG

Detroit Medical Center
Wayne State University

Orchestra Place

3663 Woodward Ave.,
Suite 200

Detroit, Ml 48201-2403

June 12, 2006

Mark McClellan, M.D., Ph.D, Administrator
Centers for Medicare & Medicaid Services
Department of Health and Human Services
Attention: CMS-1488-P

P.O. Box 8011

Baltimore, MD 21244-1850

Re: FY 2007 Medicare Inpatient Prospective Payment System Proposed Rule
CMS-1488-P

Dear Dr. McClellan:

On behalf of its 6 member hospitals, Children’s Hospital of Michigan, Detroit Receiving
Hospital, Harper-Hutzel Hospital, Huron Valley Hospital, Rehabilitation Institute of Michigan
and Sinai-Grace H