


part in various combinations of settings depending upon the rotation. Frequently,
training rotations will have a resident not just at the FMC, but at several different
physician offices during the same week. Attached is an appendix® that includes
responses from program directors across the country to the question, “Does your
program ever send one resident to multiple group-practice sites in any given week?”

This normative behavior is clearly at odds with the way the formula, as we understand it,
works. If CMS requires that physician time (and consequently that portion of salary
associated with the time) may only be pro-rated in week-long increments or longer, the
financial impact on family medicine residencies will be enormous, as well as skewed.

To show how this would work, we have attached an Excel spreadsheet that works
through the formula based on the following week-long schedule of a program in South
Carolina:

PGY-2 SURGICAL SPECIALTIES- 2 months duration
Monday AM Ophthalmology
Tuesday AM Urology
Wednesday AM/PM ENT*
Thursday AM/PM Urology
Friday AM Ophthalmology
~Monday PM & Tuesday PM __ Family Medicine Center (FMC)

*Orthopedics was substituted for ENT in the spreadsheet because the salary
information for that specialty was not available on the AGMA’s list for 2006.

The resident salary is the actual resident salary for PGY2 for that program, and we have
included a 25% increase for fringe benefits. Based on this scenario, if one can not pro-
rate the physicians’ time (relating it to the amount of time the resident spends with him
or her), the hospital would be responsible for paying three preceptors $1,027 for one
week. This example assumes that the resident is going to the same ophthalmology
office each time, and not two different ones -- which is possible -- and the same holds
true for urology.

When one looks at the costs associated with physician work, if the time spent in the
physician’s office is allowed to be pro-rated, we find an entirely different story. The
hospital would have no additional costs associated with payment of preceptors for that
week’s training.

One additional concern with the scenario above, not specifically related to the size of
payments, is the problem of paying different preceptors for the same time worked. It is

® Emailed comments have been edited for grammar and spelling.
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double-dipping in the reverse, and it can be much more than double payments. While
the preceptor is receiving only one payment, the hospital is paying several times over
for training costs incurred during the same time period. We strongly urge CMS to revise
its position on requiring week-long blocks of physician time as we are confident the
agency would not want to adopt a rule that embraces such an inherently fraudulent
situation to be put in place.

Miscellaneous:

1:1 resident to teaching physician ratio: We appreciate the effort on the part of CMS to
recognize that it is not the actual number of physicians within a group practice that
teach that is the pertinent factor, but rather the FTE equivalent. This allows for the use
of the 1:1 ratio of resident to physician within the non-hospital setting, and we support
that position.

Effective Date: The proposed rule requests comments on the effective date of this
rulemaking. We support the earlier effective date. We appreciate that at a minimum,
clarity is needed as soon as possible for programs and hospitals. We hope that they will
be able to comply better with this rule than the current state of regulation, and so it
would be helpful to put in place the earliest effective date practical.

Administrative Burden: The proposed rule claims that “the administrative burden on
hospitals related to calculating and documenting that they are paying for all or
substantially all of the costs of residency training in nonhospital sites would be
significantly reduced, if not eliminated, under our proposal.” While it is true that the
current regulatory situation is untenable, and many programs and hospitals do not have
the resources, both technical and financial, to meet the current regulatory hurdle, this
proposal would decrease only a portion of the burden.

For example, the paperwork burden required by this proposed rule is still massive. It
requires complicated formulas to be followed for each resident at each site in the non-
hospital setting. The amounts must then be included in each written agreement. For
family medicine, with multiple rotations outside the hospital, including much of the PGY2
and PGY3 years (and even multiple sites within each week of training outside the
hospital), identifying these costs and paying for them is still a tremendous burden on
most family medicine programs — almost half of which are not located in major
academic health center institutions, and so commonly lack the major staff resources a
larger multi-specialty training institution may have. This disproportionately
disadvantages family medicine and perhaps other primary care programs — with a
devastating impact on rural access to care.

Hospitals over their cap on residency slots: CMS should explicitly state in the final rule if
a hospital is over its cap on residency slots as determined by the BBA and the BBRA,
(sufficiently to account for the time the residents are outside the hospital) it has no duty
to fulfill the requirements of this rule as the Medicare program is not paying for such
training.
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Conclusion: We appreciate the time and effort CMS staff have put into this proposed
rule, and their expressed intent to ease the burden on programs/hospitals in meeting
the regulatory requirements CMS has previously set forth. However, the actions CMS
has taken with respect to this issue over the past five years or more have created more
confusion, more administrative burden, and more difficulty for programs and hospitals to
achieve appropriate training in the non-hospital setting. We strongly believe that the
fundamental basis for these regulations is significantly flawed. Moreover, this entire
burden of regulatory compliance can be lifted by redefining “all or substantially all” the
costs of training in the non-hospital setting to exclude teaching physician costs. Such a
re-definition would meet the requirements of the statute (as it did prior to 1998), would
meet the intent of the statute as evidenced in the report language cited above, and
would increase the likelihood of training methods determined on the basis of what is in
the best interests of educating better physicians, rather than on ways to maximize

hospital payments.

Sincerely,

Lo loptenTS)
CM@KIB\QM" [

Caryl @eaton, DO, President

Society of Teachers of Family Medicine

% L@

<__.Sam Jones, MD, President

Assogiation of Family Medicine Residency

A/l W fmsen, 1D

Harold Williamson, MD, MSPH, President
Association of Departments of Family
Medicine

Rick Kellerman, MD, FAAFP, President
American Academy of Family Physicians

Pefry Dickinson, MD, President
North American Primary Care Research
Group
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Responses from the Association of Family Medicine Program Directors (AFMRD) listserv
March 1 - March 5, 2007

In response to the question: “Does your program ever send one resident to multiple
group-practice sites in any given week?”

¢ We combine our ENT and Ophthalmology requirement into one rotation and the
resident works in different practices in a given week. We did this to optimize the
learning and exposure given the specialists’ schedules.

o We do have a few rotations where there is a possibility of a resident
going to more than one site during the same week.

¢ We have 5 longitudinal rotations (12 weeks each) such that for any given week
the resident will spend 2 dedicated days at our office and 3 days at 2 or 3
different offices, some of which are group practices with individual billing, some
are solos, and some are groups with salaries. All of the attendings practice out of
our hospital as well and usually rounds with our residents in hospital are included
in the day's work they share each week.

o We do that commonly. Also, we often send residents for very brief periods. For
example, a resident might work with one private physician or at one private group
practice one or two half days in a week and spend the rest of the time at the
hospital or in the FPC.

¢ A quick response, it would be unusual for one of our residents to go to multiple
group practices in a week. However, on the RRC required sports medicine
rotation, the interns spend time at the outpatient orthopedics clinic, at a private
sports medicine practice, and in the ski clinic in Park City. It does occur.

¢ This happens not infrequently at our residency.

+ We have two rotations where we send one resident to at least three different
groups a week.

* We have multiple rotations where residents work in multiple group practices in a
week. For example we have an Ophthalmology/ENT month, Renal/GU month,
and Ortho/Sports Med month. In each of the months the residents spend part of
the time in our Family Medicine Center, and then split time in specialists’ offices
the rest of the time.

¢ This type of arrangement, i.e. multiple different group practices in a
given week, is very common for us.

¢ We do that frequently

e We regularly send residents to multiple group practices every week.



Our residents work on a fixed office schedule with the sessions scheduled the
same day and time each week. Therefore when on a rotation a particular
physician may not have office hours that match the residents' availability that
week. So we send the resident to different groups. Also there are physicians
within a group that do not teach. So residents are sent only during the times
when the teaching physician has hours. They would then be rotated to another
group on other days. There are also times when a physician has a day off so the
resident is sent to another office.

We have a number of rotations in our second and third year that have the
residents go to several group practices within one week.

Yes - when we have 3rd year electives we try send residents to 2 or 3 groups in
one specialty over the course of a month. There are many examples when a
week includes visits to two different group practices. We also have an
occasional month where 2 subspecialties are done in the same week. If the
dermatology specialist only has office hours 3 days a week and the ENT only
has office hours 3 days a week we may have the resident spend 2 half days at
one practice and 2 or 3 half days at the other.

Yes we do - on pediatrics, ophthalmology, orthopedics, etc.

Dermatology rotations include 3 different practices over 4 weeks. (VA clinic, one
solo doc, and one group of dermatologists.) Outpatient psychiatry- 1 solo and 1
group practice psychiatrist over 6 weeks plus a substance abuse center.
Geriatrics- several different nursing homes and hospices with different medical
directors and supervising attendings -- which makes it too difficult to even figure
out their practice arrangements and mechanisms of salary.

Regarding resident rotating in multiple group-practice sites in any given week,
we have been using this schedule for our Medical Specialties and Surgical
Specialties rotations for PGY-2 and PGY-3 rotations.

We also send 2nd and 3rd year residents to multiple private practices within a
single week. It's common for us to get multiple sub-specialty experiences in a
single month in this manner.

This is SO bizarre that if you train residents for 2 1/2 days/week all year that
means you have to pay $3000 more than if the resident is there 5 days a week
for a full year. | guess CMS never heard of the straight face test???

Like others you've heard from, we have a number of rotations (gynecology,
urology, dermatology, orthopedics, and ENT/Ophthalmology - to name a few)
which require the resident to go to more than one group practice site. Our
institution has not seen the need and does not have the where-with-all to pay all
of these non-hospital teachers for their contributions. They do it for the joy of
teaching and the potential for future referrals. Our residency could not function
and could not meet RRC requirements without the participation of these
community physicians.



Like many other program directors responding, we have several rotations during
which residents rotate through different offices to maximize the learning
experience within the schedule allotted.

Yes. Assuming that what you want is to get a sense of the volume--we too have
many PGY2 and PGY3 rotations where we send residents to multiple sites each
week. Different practices, different specialties.

We have numerous rotations where the residents go to different group practices
in 1 month, sometimes in 1 week. These include split rotations
(urology/ophthalmology) and 1 rotation with 2 different groups (orthopedics).

We also have longitudinal rotations (like musculoskeletal medicine) where they
may be in several different offices in the same week (orthopedics and sports
medicine clinic for example).

As you've seen from the list, these types of rotations are probably the norm
rather than the exception.

We often do our required surgical subspecialties all in the same week, which
means we have an intern going to numerous different sub-specialists’ office in
the same week (urology, ophtholmology, ENT, etc).

We have rotations with multiple preceptors during a week.

How will the rest of you (or more accurately, your auditors in 2 - 3 years from
now) interpret such rotations as surgery, cardiology, pulmonology in which the
resident is assigned to an attending (not a hospital), but spends time in both the
hospital as well as the attendings’ office...is it a hospital based rotation..or an off-
site rotation which has to follow these new rules??

For our sports medicine rotation we have multiple providers that a resident may
work with outside our own organization. They may work with an orthopedist
group in the morning and a different physical therapy group in the afternoon, the
next day work with yet another sports medicine physician half a day before
going to continuity clinic. We are also in the process of switching to have more
longitudinal experiences where sessions from a variety of rotations are mixed.

We do this for out-patient surgery, gynecolgy, orthopedics, and sports medicine
We do it frequently, and | suspect a lot of other programs due as it is difficult to
arrange small blocks of what we call the "ologies" any other way. We do
Orthopedics, ENT, diagnostic imaging, ophthalmology, and urology all ina 3
month block including most of those items in any one week.

Ditto, we do this on ophthalmology, orthopedics, ENT, and urology.



In our community hospital program, on the specialty rotations, the residents will
often be with one practice one day, another practice another day. For example,
on the orthopedic months, the residents will work with 3 different groups. On
Pediatrics, they may be with 2 practices during the week

We do during our PGY-2 community medicine month.

*PGY-2 SURGICAL SPECIALTIES- 2 months duration

Monday AM Ophthalmology

Tuesday AM Urology

Wednesday AM/PM ENT

Thursday AM/PM  Urology

Friday AM Ophthalmology

Continuity patients - Monday PM & Tuesday PM - Family Medicine Center

PGY-2- MEDICAL SPECIALTIES, 3 months duration

Monday AM/PM Gastroenterology

Tuesday AM/PM Endocrinology

Wednesday PM Rheumatology

Thursday AM/PM Pulmonology (Output)

Continuity clinic — Wednesday AM & Friday AM — Family Medicine Center

PGY-3 MEDICAL SPECIALTIES Il, 2 months duration

Monday PM Nephrology

Tuesday AM Hematology/Oncology
Tuesday PM Infectious Disease
Wed AM/PM Neurology

Thursday PM Infectious Disease

Continuity clinic — Monday AM, Thursday AM and Friday AM — Family Medicine
Center

*Referenced in body of comments



