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December 15, 2011

Centers for Medicare & Medicaid Services

Office of Strategic Operations and Regulatory AHai
Division of Regulations Development

Attention: Document Identifier CMS-10417

Room C4-26-05

7500 Security Boulevard

Baltimore, Maryland 21244-1850

Dear Sir or Madam:

Thank you for the opportunity to comment on the eyaecy review of the collection of information rigld to the pre- and
post-payment review of Medicare claims by Mediaaretractors. On behalf of the 5,000 cardiologistprivate practice
and within integrated organizations across the tguhat we represent, the Cardiology Advocacyaitie (CAA)

submits the following observations about the prepoSMS-10417 information collection. The proposailglated to an 11
state expansidrof current Medicare contractor medical utilizatimview of medical claims. In their review of alésly
aberrant or unusual claims, the contractors reqaresteview clinical documentation of the medi@b&es provided to
ensure that the documentation reflects what wésdbibllowing Medicare national and local coveraggdelines and other
industry coding and documentation standards. Thieweasks commenters to consider (1) the neceasdyutility of the
proposed information collection for the proper periance of the agency’s functions; (2) the accurddhe estimated
burden; (3) ways to enhance the quality, utilitd afarity of the information to be collected; add the use of automated
collection techniques or other forms of informattenhnology to minimize the information collectibarden.

CAA'’s mission is to support the sustainability bétcardiovascular professional regardless of pracktting. CAA
represents the common interests of the cardiovaispatient and professional on such issues anduesges its members
to advocate for their patients and their practi@%A member practices devote themselves to contiaupality
improvement and use benchmarking data and oth&r to@nsure that they are offering the highestityuzare to their
patients. As such, the super majority of CAA mersbi&ve electronic medical records and already htaaed the
meaningful use threshold for Phase I.

In response to this proposed expanded informagquoeast by the Centers for Medicare & Medicaid Sewvi(CMS), CAA
is disappointed by the clear increase in cost amstevto private practice medicine to respond tdractor documentation
requests. This unfunded mandate is further exatadttigy the simple fact that the seven days affolethis emergency
public information collection review is simply natlequate for appropriate and legally required pu@imment. In light
of these concerns and others expressed belowAlter ecommendsthat CM S delay the implementation of this
proposed infor mation request until the following occurs: (1) a renewed public infor mation collection review request
of no fewer than 30 business daysfor appropriate public comment; (2) the final Attachments Rule is published by
CMS; (3) apublic opportunity to review the contractor request process and materials with no fewer than 30

! The 11 states are: California, Florida, lllindisuisiana, Michigan, Missouri, New York, North Cna, Ohio, Pennsylvania
and Texas.



business days for comment; and (4) a system is developed, tested and deployed to coordinate the request activities of
various M edicar e contractorsin California, Florida, Illinois, Louisiana, Michigan, Missouri, New York, North
Carolina, Ohio, Pennsylvania and Texas.

Necessity and utility of the proposed infor mation collection for agency

CAA supports and agrees that CMS should take reddemrfforts to ensure that fraudulent provideesrant a burden on
the Medicare program. Yet, pre- and post-paymenéveis an unsophisticated tool by its breadth kahdr intensive
process. For instance, there isn’'t an easy wanatwsinit the clinical data requested in pre- or{pastment reviews today.
Instead, this type of granular information is dreggpo paper and copies of medical records aretlsenigh the mail for
contractor review. Without a comprehensive finab&hments Rule that addresses how medical recart @bstracts, that
may even originate in an electronic medical recoa, be transmitted securely through a standarditezdronic
transaction, efficient and complete clinical dataring cannot be achieved. To adopt this progratinout the final
Attachments Rule undermines the Agency’s commitri@etectronic interchange and adoption of eledtramedical
records. Simply, these interactions between cotra@and Medicare providensust be electronic to have any utility.

CAA recommendsthat this program be delayed until the publication of the final Attachments Rule.

CMS announced this program in a press release an1¥o 2011. Even with the supplemental informatioth the CMS-
10417 Notice, the public has not had an opportuoiteview the details of how this program will &tion and the nature
of what information will be collected. ThuSAA cannot evaluate the necessity and utility of the information proposed for
collection. Therefore, CAA recommends that the program be delayed until a public opportunity to review the
contractor request process and materialsis achieved with no fewer than 30 business days for comment.

The proposed expansion of this program, as statdtki Supporting Statement for the CMS-10417 Npticenore than
doubling of current claims reviews, moving from M#llion to 2.7 million claims. Further, additionabntractors,
including the Medicare Administrative Contractoiéfjliated Contractors, Zone Program Integrity Caautors and
Program Safeguard Contractors are joining this @gmp With the significant increase in volume antbes involved in
review, the emergency information request and imawggdof implementation is misguided. To our knovgeda uniform
platform for the identification of a claim undewiew has not been established. This is a fundarhegairement to
ensure that a provider is not asked for unneceskamymentation on the same claim by different @utars and to
preserve the findings of the final contractor rewi€AA recommendsthat the program be delayed until a system is
developed, tested and deployed to coor dinate the request activities of various M edicar e contractorsin the 11 states.

Accuracy of the estimated burden

Today, CAA members spend a great deal of time apdrese on evaluating how claims were processeavagdoverage
is being questioned through a prior authorizatiopast claim review. This time could be better sgmndirect patient
care. CAA appreciates CMS’ comments on the incbaseden to respond to these requests from 20 esrot30
minutes, acknowledging that this is an averagesamae of these requests will only require 15 minofgshysicians and
administrative staff time to attest that a recand associated charges were performed by them.eBliimate of time
includes administrative staff time to locate, ploioy and transmit medical information.

According to our members who have undergone a Regdwudit Contractor (RAC) audit, which CAA believes
substantially similar to the proposed informatiequest, 30 minutes is a fair estimate for the athtnative staff time for
one average claims request. However, the estintege ot include additional management, physicidegal counsel
time or expense spent to validate and review theniads responding to the pre- or post-paymentesgviequest. Also, it
does not include the average time or expense eljtorappeal the audit findings.



Our members also observed that the time spensfmre to a RAC audit request varies dramaticalgetiaon the
complexity of care provided to the beneficiary avitether the request is for surgical procedure dakspecially in cases
where the hospital records are necessary for thsigihn audit response, these requests can ramiged® to 200 minutes.

Also, note that procedural specialists likely vailar the significant percentage of the complexsasder pre- or post-
payment review. Thus, these practices, who aréylRAA members, bear an undue burden under thigimétion request.
Every effort must be made to decrease the burdesspbnding to these requests and minimize theidis@atory nature
of specialty services under review to minimizeithpact of this unfunded mandate on Medicare prasgide

Based upon a quick, informal assessment of our reest®AA recommendsthat the time associated with each request
be increased to 60 minutes and include the time and costs associated with management, clinical and legal review, in
addition to the administrative staff time already attributed at 30 minutes. CAA welcomes the opportunity to work
with CMS to clarify the time spent cardiology pliaes spend to respond to pre- and post-paymenéstsjithe time
allotment to the various roles of personnel inrdeponding medical practice as well as the avesalggies of these
personnel.

Ways to enhance the quality, utility, and clarity of the infor mation to be collected

One best practice that has been adopted by theityajbprivate insurance companies that performilsir reviews to the
proposed information request is that they haved¢hiw performed by a board-certified physiciandtrer clinician) in

the same specialty as the rendering physician®cltim. The Supporting Statement notes that “[¢Jlemx medical

review generally involves the application of claigudgment by a licensed medical professionakdeoto evaluate
medical records [...]". Further, requiring reviewsh® performed by medical professional licensedhéndame state is very
important as the scope of practice and hospitallpge requirements may dictate what services neagdsformed by a
specialty and how they are rendered. Lastly, airement that the reviewing professional have pcactimedicine within
the last three years is a reasonable requiremanettsures that the reviewing physician or otheticaé clinician is able

to exercise judgment based on current medical ipesct

The program outlined in the CMS-10417 Notice reggijproviders to respond to a contractor requestdditional clinical
documentation within 30 days (CMS Program Integkignual (100-08), Chapter 3, Section 2.3.2). Acoaydo CAA
members, this timeframe for response is too skBetting this request to the right person for resgas ever more
difficult and time consuming with the reorganizatiof medical practices into integrated systemsamtdinated care
organizations. Consistent with the policies of pté&vinsurance compani€3AA recommends that the timeframe for
provider response be extended from 30 daysto 45 calendar days.

Use of automated collection techniques or other for ms of infor mation technology to minimize the infor mation
collection burden

CAA strongly believes that automation is necessaryhe implementation of the CMS-10417 Notice peog in 11 states.
This can only be facilitated once the final Attaamnts Rule is published and national standardsléatrenic clinical data
exchange are developed. To date, the electroniocgdia facilitate pre- or post-payment records esj(s) is not a
standardized transaction or data set. Both thermdton submitted by ordering physicians for théew and by the
responding contractor must be standardized to erd@étity on the rationale for review of coverage hedical
appropriateness. The response must be granulagenowlearly identify what guideline was used arg the ordered
medical services did not meet the criteria for cage. Additionally, this solution cannot be a Medes-only solution. It
must be a standard that is used by the industrycauldl be endorsed by a national standards bodyasithe Committee
on Operating Rules for Information Exchange. ThaneiCAA recommendsthat CM S promote and facilitate the
establishment of a national electronic standard for the exchange of clinical data for the pur poses of pre- and post-
payment review and prior authorization.



On a related note, the nomenclature used for dliexe transactions must also be standardized yTqdality metrics,
prior authorization programs and pre- and post-gaytmeview use incongruent medical terminold@fA strongly
recommendsthat CM S adopt the SNOM ED medical nomenclature standard for all pre- and post-payment
document requests and transactions so that all health plans, contractors, venderspaadiders may pull and compare
data consistently.

Lastly, for the prior authorization pilot mentiongdpassing in the CMS-10417 Supporting Statem@At\ strongly
recommendsthat the prior authorization process be enhanced by facilitating beneficiary eligibility and medical
service coverage verification for the services being evaluated through prior authorization at the timethat the prior
authorization review isinitiated.

In conclusion, the quality, utility and clarity tife information request(s) outlined in this propesa be greatly enhanced
through standardization. However, to adequatelyaed to this request, more time must be affordategublic to
evaluate this request with additional detail on wtha request entails.

Thank you very much for the opportunity to sharetboughts on this proposal. CAA realizes that Cisl8alled upon to
accomplish an extremely difficult and complex t&slensure that Medicare dollars are appropriafgéns Our members
and staff are available as resources to you agyamine and address the concerns outlined abowvaséfeel free to
contact Jen Searfoss, Executive Director, at 2221 oljen@cardiologycaa.coier any assistance.

Sincerely,

Is/ s/

Dan Caldwell Mark Victor, M.D.

President Vice President, Medical Affairs



