
I Submitter : Mr. Philip Davidson Date: 08/28/2007 

I Organization : Community rehab 
I Category : Physical Therapist ! 

Issue AreaslComments 

Physician Self-Referral Provisions 

I Physician Self-Referral Provisions 

In the past five ycars I havc seen a significant change in rcferral pattcrns in the geographical area I serve. There are now 5 physician owned physical thcrapy pracices 
in this area. Thc physicians who own these practices have changed from a minor thcrapy user and now send most if not all of their therapy patients to the clinics 
thcy control. I havc paticnts who havc had to drive 40 miles out of their way becuase the physician has required thcy see the therapist that was employed in his 
facility. Thc quality of thc scrvice has gone down in these facilities and the frequency and duration of visits have increased. It has become more then a frustration 
in our geographical arca. It has also bccome a concern for the paticnt's right to choose and to recicvc quality carc. It is difficult for an independent practice owned 
by a physical therapist to compcte when thc physician is able to refcr their patient to the facility they control and profit from. Fair competition is fine, but if the 
paticnt is rcquircd to have the physician rcfcrral for therapy then it is a clcar conflict of intcrest and a restraint of trade to limit the patient's choicc to only the 
facility thc physican controls. 
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Submitter : Mr. Glen Cooper 

Organization : Penn-Trafford School District 

Category : Other Health Care Professional 

Issue Areas/Comments 

Date: 08/28/2007 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

Dcar Sir or Madam: 

My namc is Glcn Cooper and I am a Certificd Athletic Trainer and Educator working in the secondary school setting. I am employed by the school district to meet 
the hcalth care needs of our student athletes. I hold a national certification. a state liscense and state ccrtiticate. 

I am writing today to voice my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and 
facilities proposed in 1385-P. 

Whilc I am conccrncd that thcsc proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, 1 am more concerned 
that thcsc proposcd rulcs will create additional lack of access to quality health care for my patients. 

As an athlctic traincr, I am qualified to perform physical medicine and rehabilitation scrviccs, which you know is not the same as physical therapy. My education, 
clinical cxpcricncc, and national certification exam ensure that my patients receive quality health care. State law and hospital medical professionals have deemed 
rnc qualified to pcrform thcsc services and these proposed regulations attempt to circumvent those standards. 

Thc lack of access and workforce shortage to f i l l  therapy positions is widely known throughout the indusrry. It is irresponsible for CMS, which is supposed to be 
conccrncd with thc hcalth of Americans, especially those in rural areas, to further restrict their ability to receive those services. The flexible current standards of 
staffing in hospitals and othcr rehabilitation facilities arc pertinent in ensuring patients receive the best, most cost-effective treatment available. 

Sincc CMS sccms to havc come to these proposed changes without clinical or financial justification, I would strongly encourage thc CMS to consider thc 
rccommcndations of thosc professionals that are tasked with overseeing the day-to-day health care needs of their patients. I respectfully request that you withdraw 
thc proposcd changcs rclatcd to hospitals, rural clinics, and any Medicare PanA or B hospital or rehabilitation facility. 

Sinccrcly. 

Glcn L. Cooper, ATC 
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Submitter : Dr. Carrie Steichen 

Organization : Dr. Carrie Steichen 

Category : Physician 

Issue AreasIComrnents 

Date: 08/28/2007 

GENERAL 

GENERAL 

Lcslic V. Nonvalk. Esq. 
Acting Administrator 
Ccntcrs for Mcdicarc and Medicaid Scrviccs 
Attention: CMS- 1385-P 
P.O. Box 801 8 
Baltimorc. MD 2 1244-8018 

Rc: CMS-1385-P 
Ancsthcsia Coding (Part of 5-Ycar Review) 

Dcar Ms. Nonvalk: 

I am writing to cxprcss my strongest support for the proposal to increase anesthesia payments undcr the 2008 Physician Fee Schedule. I am grateful that CMS has 
recognized the gross undervaluation of anesthesia services, and that the Agency is taking steps to addrcss this complicated issue. 

Whcn thc RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to 
othcr physician serviccs. Today, morc than a decade since the RBRVS took effect. Medicare payment foranesthcsia services stands at just $16.19 per unit. This 
amount does not cover the cost of caring for our natlon s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
arcas with disproponionatcly high Mcdicare populations. 

In an effort to rcctify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 pcrcent work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undervaluation of ancsthesia services. I am pleased that the Agency accepted this recommcndation in its proposcd rule, and I support full irnplementat~on of the 
RUC s recommendation 

To cnsurc that our patients have access to expert ancsthesiolo~ mcdical care, it is imperative that CMS follow through with the proposal in the Federal Register 
by fully and immcdiatcly implementing the anesthcsia conversion factor increase as recommended by the RUC. 

Thank you for your considcration of this serious matter. 

Camc Stcichcn. D.O. 
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Date: 08/28/2007 Submitter : Mr. Bennett Smith 

Organization : Mr. Bennett Smith 

Category : Physician 

Issue AreaslComments 

GENERAL 

GENERAL 

Lcslie V. Nonvalk, Esq. 
Acting Administrator 
Ccntcrs for Mcdicare and Medicaid Services 
Attention: CMS-1385-P 
P.O. Box 8018 
Baltimore. MD 2 1244-8018 

Rc: CMS-1385-P 
Ancsthcsia Coding (Pan of 5-Year Review) 

Dear Ms. Nonvalk: 

I am writing to express my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. I am gratehl that CMS has 
recognized the gross undervaluation of anesthesia services, and that the Agency is taking steps to address this complicated issue. 

When the RBRVS was instituted, it crcated a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to 
other physician scrviccs. Today, more than a decade since the RBRVS took effcct, Medicare payment for anesthesia services stands at just $16.19 per unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
arcas with disproportionatcly high Mcdicare populations. 

In an cffort to rcctify this untenable situation, the RUC recommended that CMS increase the anesthesiaconversion factor to offset a calculated 32 percent work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undervaluation of ancsthcsia services. I am pleased that the Agency acceptcd this recommendation in its proposed rule, and I support full implementation of thc 
RUC s recommendation. 

To ensure that our patients have access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Registcr 
by fully and immediately implementing thc anesthcsia conversion factor increase as recommended by the RUC. 

Thank you for your considcntion of this serious matter. 
Bennett Smith MD 
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Submitter : Dr. sanjeev verma Date: 08/28/2007 
Organization : A.L.LEE MEMORIAL Hospital,fulton,ny 13069 

Category : Physician 

Issue Areas/Comments 

Physician Scacity Areas 

Physician Scacity Areas 

i am working in rural physician scarcity area ,and looks like this increase in payment is long overdue ,At the prcsent schedule it is very hard to staay in business 
for small groups or solo practitioners unless they are subsidized by the hospital and this was the first year that I had to go to the hospital to ask for my income to 
bc subsidized ,and also I have bccn moonlighting in the ED to keep my income at par with what it was in 1996-1997 (only I0 years ago looks like the cost of 
living has increased but medicare has not kept up with it) 

sinccrcly 
sanjccv k vcrrna MD 
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Submitter : Mr. Andrew Osika Date: 08/28/2007 
Organization : Mr. Andrew Osika 

Category : Other Health Care Professional 

Issue Areas/Comrnents 

Physician Sell-Referral Provisions 

Physician Self-Referral Provisions 

Dcar Sir or Madam: 

I am a Certified Athletic Trainer and very concemed that your pending legislation will have a negative effect on my profession. After obtaining my undergraduate 
degree in athletic training and becoming a Certified Athletic Trainer, I obtained my Masters Degree as well. Changes in legislation as you are proposing would be 
detrimental to my profession as well as the entire medical community. 

I am writing today to voice my opposition to the therapy standards and requirements in regards to the stafing provisions for rehabilitation in hospitals and 
facilities proposcd in 1385-P. 

While I am concemed that these proposed changes to the hosp~tal Conditions of Participation have not received the proper and usual vcning, I am more concemed 
that thcsc proposcd rules will create additional lack of access to quality health care for my patients. 

As an athlctic trainer, I am qualified to perform physical medicinc and rehabilitation services, which you know is not the same as physical therapy. My education, 

I clinical cxpcricncc, and national certification exam ensure that my patients receive quality health care. State law and hospital medical professionals have deemed 
me qualificd to pcrform these serviccs and these proposed regulations attempt to circumvent those standards. 

Thc lack of access and workforce shortage to f i l l  therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be 
concemcd with thc health of Americans, especially those in rural areas, to further restrict their ability to receive thosc services. The flexible current standards of 
staffing in hospitals and other rehabilitation facilities are pertinent in ensuring patients receive the best, most cost-effective treatment available. 

Since CMS seems to have come to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to considcr the 
recommendations of those professionals that are tasked with overseeing the day-to-day health care needs of their patients. I respectfully request that you withdraw 
the proposed changcs related to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility. 

Sincercly, 

Andrew K. Osika, MS, ATC, Licenesed 
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Submitter : Mr. Mark Wagner 

Organization : Loudoun County Public Schools, VA 

Category : Other Health Care Professional 

Issue AreasIComments 

GENERAL 

GENERAL 

"Sce Attachrncnt" 

CMS-I 385-P-10386-Attach-] .DOC 

CMS-I 385-P-10386-Attach-2.DOC 
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Dear Sir or Madam: 

Hello, my name is Mark Wagner, and I am the Certified Athletic Trainer at Stone Bridge 
High School of Loudoun County Schools in Virginia. I have bee a Certified Athletic 
Trainer since getting certified in 1988. I graduated from Slippery Rock University 
receiving both my BS and MS from this institution.. 

I am writing today to voice my opposition to the therapy standards and 
requ.irements in regards to the staffing provisions for rehabilitation in hospitals and 
facilities proposed in 1385-P. 

While I am concerned that these proposed changes to the hospital Conditions of 
Participation have not received the proper and usual vetting, I am more concerned that 
these proposed rules will create additional lack of access to quality health care for my 
patients. 

As an athletic trainer, I am qualified to perform physical medicine and rehabilitation 
services, which you know is not the same as physical therapy. My education, clinical 
experience, and national certification exam ensure that my patients receive quality health 
care. State law and hospital medical professionals have deemed me qualified to perform 
these services and these proposed regulations attempt to circumvent those standards. 

The lack of access and workforce shortage to fill therapy positions is widely known 
throughout the industry. It is irresponsible for CMS, which is supposed to be concerned 
with the health of Americans, especially those in rural areas, to further restrict their 
ability to receive those services. The flexible cumnt standards of staffing in hospitals 
and other rehabilitation facilities are pertinent in ensuring patients receive the best, most 
cost-effective treatment available. 

Since CMS seems to have come to these proposed changes without clinical or financial 
justification, I would strongly encourage the CMS to consider the recommendations of 
those professionals that are tasked with overseeing the day-to-day health care needs of 
their patients. I respectfully request that you withdraw the proposed changes related to 
hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility. 

Sincerely, 

Mark Wagner, MS, ATC 



Submitter : Dr. John Lockenour 

Organization : Dr. John Lockenour 

Date: 08/28/2007 

Category : Chiropractor 

Issue AreasIComments 

Chiropractic Services 
Demonstration 

Chiropractic Services Demonstration 

Centers for Medicare and Medicaid Services 
Department of Health and Human Services 
Attention: CMS-1385-P 
PO Box 8018 
Baltimore, Maryland 2 1244-801 8 

Re: TECHNICAL CORRECTIONS 

The proposed rule dated July 12th contained an item under the technical corrections section calling for the current regulation that permits a beneficiary to be 
rcimburscd by Medicare for an X-ray taken by a non-treating provider and used by a Doctor of Chiropractic to determine a subluxation, be eliminated. I am 
writing in strong opposition to this proposal. 

Whilc subluxation docs not nccd to be detected by an X-ray, in some cases the patient clinically will require an X-ray to identify a subluxation or to rule out any 
"red flags," or to also detcrmine diagnosis and treahncnt options. X-rays may also be required to help determine the need for further diagnostic testing, i.e. MRI 
or for a referral to the appropriate specialist. 

BY limiting a Doctor of  Chiropractic from referring for an X-ray study, the costs for patient care will go up significantly due to the necessity of a referral to 
another provider (orthopedist or rhcumatologist, ctc.) for duplicative evaluation prior to referral to the radiologist. With fixed incomes and limited resources 
seniors may choose to forgo X-rays and thus needed treatmcnt. If eeatment is delayed illnesses that could be life threatening may not be discovered. Simply put, 
it is the paticnt that will suffer as result of this proposal. 

I strongly urge you to table this proposal. These X-rays, if needed, are integral to the overall treatment plan of Medicare patients and, again, it is ultimately the 
paticnt that will suffcr should this proposal bccome standing regulation. 

Sinccrcly. 

John D. Locknour DC 
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Submitter : Dr. Hanzhou Lian 

Organization : Dr. Hanzhou Lian 

Category : Physician 

Issue Areas/Comments 

GENERAL 

GENERAL 

see attachment 
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Submitter : Mr. Matthew Gerken 

Organization : University of Southern Maine 

Category : Other Health Care Professional 

Issue AreasIComments 

Date: 08/28/2007 

GENERAL 

GENERAL 

Dcar Sir or Madam: 

I am a Certified Athlctic Traincr of 29 years and have provided health care services to collegiate athletes all of those years. I have a Master's degrce and am Board 
of Certification (BOC), Inc. Certified as an Athlctic Trainer. I am very concerned about the proposed changes to CMS regulations that threatens the health and 
safety of US citizens. Certified Athletic Trainers are qualified and have a legal right to be providing rehabilitative health care in all venues to US Citizens. I am 
writing today to voice my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and facilities 
proposed in 1385-P. 

While I am conccrned that these proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, I am more conccrned 
that thesc proposed rules will create additional lack of acccss to quality health care for patients seeking the unique and important services that Certified Athletic 
Traincrs providc. 

As an athletic trainer, I am qualified to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My education, 
clinical cxperiencc, and national BOC, Inc certification ensure that my patients receive quality health care. State law and hospital medical professionals have 
dccmcd mc qualificd to pcrform thcsc services and these proposed regulations attempt to circumvent those standards. 

Thc lack of acccss and workforce shortage to fill therapy positions is widely known throughout the industry. It is irrespons~ble for CMS, which is supposed to be 
conccmcd with thc hcalth of Americans, especially those in rural areas, to further restrict their ability to receive those services. The flexible current standards of 
stafing in hospitals and other rehabilitation facilities are pertinent in ensuring patients receive the best, most cost-effective treatment available. 

Since CMS sccms to have come to these proposed changcs without clinical or financial justification, I would strongly encourage the CMS to consider the 
rccommcndations of those professionals that are tasked with overseeing the day to day health care needs of their patients. 1 respecthlly request that you withdraw 
thc proposed changes related to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility. 

Sinccrcly, 

Matthcw D. Gerkcn, MS, ATC 
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Submitter : Dr. richard silver 

Organization : unicom anesthesia 

Category : Physician 

Issue AreaslComments 

GENERAL 

Date: 08/28/2007 

GENERAL 
Leslie V. Nonvalk, Esq. 
Acting Administrator 
Centers for Mcdicarc and Medicaid Scrvices 
Attention: CMS-1385-P 
P.O. Box 80 18 
Baltimorc, MD 21244-801 8 

Rc: CMS-1385-P 
Ancsthcsia Coding (Part of 5-Year Review) 

Dcar Ms. Norwalk: 

I am writing to cxprcss my strongest support for the proposal to increase anesthesia payments under thc 2008 Physician Fee Schedule. I am grateful that CMS has 
rccognized thc gross undervaluation of anesthesia services, and that the Agency is taking steps to address this complicated issue. 

Whcn thc RBRVS was instituted, it crcatcd a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work comparcd to 
othcr physician scrviccs. Today, morc than a decade since the RBRVS took cffect, Medicare payment for anesthcsia services stands at just $16.19 per unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
arcas with disproportionately high Medicare populations. 

In an cffort to rcctify this untenable situation, the RUC recommended that CMS increase the anesthesia eonversion factor to offset a calculated 32 pcrcent work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undcrvaluation of ancsthesia services. I am pleased that thc Agency accepted this recommendation in its proposed rule, and I support full implementation of the 
RUC s recommendation. 

To cnsure that our patients have access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register 
by fully and immcdiatcly implementing the anesthcsia conversion factor increase as recommended by the RUC. 

Thank you for your consideration of this serious matter 
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Submitter : Jennifer Nesseth 

Organization : Portage Health Systems 

Category : Other Health Care Professional 

Issue AreasIComments 

Date: 08/28/2007 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

Dcar Sir or Madam: 

I am a Certified Athletic Traincr. An Allied Healthcare Professional certificd through a Board of Certification Organization of the National Athletic Trainers 
Association. I cunently work for a hospital. My duties involve working as a physician extender in an orthopedic surgeon's clinic, working as an assistant for a 
physical therapist, and a s  a Certified Athletic Trainer for a local University. I received a four year Bachelor of Arts Degree in Athletic Training and recently 
finishcd my Masters of Science Degree in Health Science. I am involved with the National Athletic Trainers Association and the National Strength and 
Conditioning Association. My continuing education allows my to stay Certified nationally and state wide in the United States, also allowing my knowledge basc 
to grow so I can be an asscst to any patient I sce. 

1 am writing today to voicc my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and 
facilities proposcd in 1385-P. 

Whilc 1 am conccrncd that thcsc proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, I am more conccrned 
that thcsc proposcd rulcs will crcate additional lack of acccss to quality health care for my patients. 

As an athlctic traincr, I am qualified to perform physieal medicine and rehabilitation sewices, which you know is not the same as physical thcrapy. My education, 
clinical cxperiencc, and national certification exam ensure that my patients receive quality health care. State law and hospital medical professionals have deemed 
mc qualified to pcrform thcse services and these proposed regulations attempt to circumvent those standards. 

Thc lack of access and workforce shortage to f i l l  therapy positions is widely known throughout the indusq. It is irresponsible for CMS, which is supposed to be 
conccrncd with thc hcalth ofAmericans, especially those in rural areas, to further restrict their ability to receive those sewices: The flexible current standards of 
stafing in hospitals and othcr rehabilitation facilities are pertinent in ensuring patients receive the best, most cost-effective treatment available. 

Sincc CMS sccms to have come to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the 
rccommcndations of thosc professionals that are tasked with overseeing the day-to-day health care needs of their patients. I respectfully request that you withdraw 
thc proposcd changcs rclated to hospitals, ~ r a l  clinics, and any Medicare Part A or B hospital or rehabilitation facility. 

Sinccrcly. 

Jcnnifcr Ncsscth, M.S., ATC 
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Submitter : Dr. Jennifer Jeschke 

Organization : Lake Mills Physical Therapy 

Category : Physical Therapist 

Issue Areas/Comments 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

Date: 08/28/2007 

To whom it may conccm; 
I am a physical thcrapist and owncr of a physical therapy outpatient private practice. My area of specialization and business is primarily orthopedics. My concern 
with physician rcfcrral for profit is multifacctcd: 
Physicians that rcfcr for profit havc the tendency to refer not to a specialist but only one provider and that PT may not be the most appropriate to treat that patient, 
but because that physician doesn't care to build any professional relationships outsidc his profit opportunities. 
As a business owncr an physical thcrapist we providc patient care that is worthy of earning referrals. I fa  physical therapist is pressure to make profit and is "feed" 
rcfcrrals from thcir "boss", treatment tends to be excessive and possibly inappropriate. 
Rcfcrral for profit is just unethical and should not be paid for by anyone. 

Thanks you for your timc. 

Jcnnifcr Jcschkc, DPT 
Lakc Mills WI 53551 
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Submitter : kelly mellum 

Organization : kelly mellum 

Category : Individual 

lssue AreasIComments 

Date: 08/28/2007 

GENERAL 

GENERAL 

Lcslic V. Norwalk. Esq. 
Acting Administrator 
Ccntcrs for Mcdicarc and Mcdicaid Scrviccs 
Attention: CMS-1385-P 
P.O. Box 801 8 
Baltimorc, MD 21244-8018 

Rc: CMS-1385-P 
Ancsthcsia Coding (Pan of 5-Ycar Rcvicw) 

Dcar Ms. Norwalk: 

I am writing to cxprcss my strongest support for thc proposal to increasc anesthcsia payments under the 2008 Physician Fec Schedule. I am grateful that CMS has 
rccognizcd thc gross undcrvaluation of ancsthcsia serviccs, and that thc Agency is taking steps to address this complicated issue. 

Whcn thc RBRVS was institutcd, it crcated a huge payment disparity for ancsthcsia care, mostly due to significant undervaluation of anesthesia work compared to 
othcr physician scrviccs. Today, marc than a dccadc sincc the RBRVS took effect, Medicare payment for anesthesia scrviccs stands at just $16.19 pcr unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
arcas with disproportionately high Mcdicarc populations. 

In an cffort to rcctify this untenable situation, the RUC recommended that CMS increase the anesthesia convcrsion factor to offset a calculated 32 perccnt work 
undervaluation a move that would result in an increase of nearly 9 . 0 0  per anesthesia unit and serve as a major step forward in correcting the long-standing 
undcrvaluation of ancsthcsia serviccs. I am pleased that the Agency accepted this recommendation in its proposcd rule, and 1 support full implementation of the 
RUC s recommendation. 

To cnsurc that our patients havc access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register 
by fully and immcdiatcly implcmcnting thc ancsthcsia conversion factor increase as recommended by the RUC. 

Thank you for your consideration of this serious matter 
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Submitter : Date: 08/28/2007 

Organization : 

Category : Physician 

Issue Areas/Comments 

GENERAL 

GENERAL 

Lcslic V. Norwalk. Esq. 
Acting Administrator 
Ccntcrs for Mcdicarc and Medicaid Services 
Attcntion: CMS-I 385-P 
P.O. Box 801 8 
Baltimorc. MD 2 1244-8018 

Rc: CMS- 1385-P 
Ancsthcsia Coding (Part of 5-Ycar Revicw) 

Dcar Ms. Norwalk: 

I am writing to express my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. I am grateful that CMS has 
recognized the gross undervaluation of anesthesia services, and that the Agency is taking steps to address this complicated issue. 

When thc RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to 
other physician scrviccs. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 per unit. This 
amount does not cover the cost of caring for our natlon s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
arcas with disproportionarcly high Medicare populations. 

In an cffort to rcctify this untenable situation, thc RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undervaluation of anesthesia services. I am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the 
RUC s recommendation 

To cnsurc that our patients have access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register 
by fully and immediately implcmenting the anesthesia conversion factor increase as recommended by the RUC. 

Thank you for your consideration of this serious matter, 
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Submitter : Dr. Jennie Mace 

Organization : Anesthesiology Associates of North Florida 

Category : Physician 

Issue Areas/Comments 

GENERAL 

GENERAL 

Date: 08/28/2007 

I am writing to cxprcss my strongest support for the proposal to increase anesthcsia payments under the 2008 Physician Fce Schedule. I am grateful that CMS has 
rccognizcd thc gross undervaluation of ancsthesia services, and that the Agency is taking steps to addrcss this complicated issue. 

Whcn thc RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to 
othcr physician scrviccs. Today, more than a decade sincc the RBRVS took effcct, Medicare payment for anesthesia scrvices stands at just $16.19 per unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
arcas with disproportionately high Medicare populations. 

In an effort to rectify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undervaluation of ancsthcsia services. I am pleased that thc Agency accepted this recommendation in its proposed rule, and I support full implementation of the 
RUC s recommendation. 

To cnsurc that our paticnts have access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register 
by fully and immcdiatcly implementing the anesthesia conversion factor increase as rccommended by the RUC. 

Thank you for your considcration ofthis serious matter. 
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Submitter : 

Organization : Oasis MSO 

Category : Physician 

Issue Areas/Comments 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

Dcar Sir or Madam: 

Date: 08/28/2007 

I am a rcccnt graduatc and havc passed my BOC exam. 1 also now work in an onhopaedic clinic with patients of all ages, some with athletic backgrounds and 
somc without. 

I am writing today to voicc my opposition to the therapy standards and requirements in rcgards to the staffing provisions for rehabilitation in hospitals and 
facilitics proposcd in 1385-P. 

While I am concerned that these proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, I am more concerned 
that thcsc proposed rules will create additional lack of access to quality health care for my patients. 

As an athlctic traincr, I am qualified to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My education, 
clinical cxpcricncc, and national certification exam ensure that my patients receive quality health care. State law and hospital medical professionals have deemed 
mc qualificd to pcrform these services and these proposed regulations attempt to circumvent those standards. 

Thc lack of acccss and workforce shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be 
concerncd with thc health of Americans, especially those in rural areas, to furthcr restrict their ability to receive those services. The flexible current standards of 
staffing in hospitals and othcr rehabilitation facilities are pertinent in ensuring patients receive the best, most cost-effective treatment available. 

Sincc CMS sccms to have come to these proposcd changes without clinical or financial justification, 1 would strongly encourage the CMS to consider the 
rccommcndations of those professionals that are tasked with overseeing the day-to-day health care needs of their patients. 1 respecfilly request that you withdraw 
the proposed changcs related to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility. 

Sinccrcly, 

Jcssc Abcler, ATC, CSCS 
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Submitter : Dr. Thomas Kohl 

Organization : Comprehensive Athletic Treatment Center 

Category : Physician 

Issue Areas/Comments 

Therapy Standards and 
Requirements 

Therapy Standards and Requirements 

RE: Dockct #1385-P Therapy Standards and Requirements, Physician Self-Referral Provisions 

Date: 08/28/2007 

I am a family physician who practices sports medicine as well. My outpatient clinic employees certified and licensed athletic trainers to provide physical 
MEDICINE serviccs to my patients undcr my direct supervision. Unfortunately my active medicare patients can no longer avail themselves of this convcnient 
source of care dircctly connected to the oftice in which they receive their medical care. 

CMS has offcred no explanation as to why these significant changes to Hospital Conditions of Participation are necessary. There has been no mention or 
documentation of poor care, lack of standards, or lack of cost effectiveness. These changes havc not received the proper and usual vetting, I am more concerned that 
thcse proposed mles will create additional lack of access to quality health care for my patients. Athletic trainers are qualified health care professionals. They 
undergo a morc vigorous certification examination than my Board. They have more vigorous continuing education requirements than PTs and certainly PTAs who 
providc a lot of this carc. I know that to be hue because my wife is a PTA that has not practiced in 11 years, yct can maintain her license just by sending in the fee 
cvery two ycars to thc state. I believe that physicians have the ultimate repsonsibility of care and should be the people making decisions about who is and is not 
qualified to ASSIST in thc care of Medicare beneficiaries. Again there has not been any documentation that shows that this decision is based upon a problem with 
thc currcnt staffing. In fact with the aging population, we should not be restricting qualified practitioners; we should be welcoming them to the team. We should 
wclcome othcrs with expertise like the lymphedema specialists, the kinesiotherapists, and the vision therapists. The bottom Iine is good patient care, care access, 
and cost cffcctivcness. None of these things has been proven to be a problem necessitating change with the proposed revisions. 

I rcspcctfully rcqucst that you withdraw thc proposed changes related to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility 
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Submitter : 

Organization : 

Category : Physical Therapist 

Issue AreasIComments 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

Date: 08/28/2007 

Conccmcd rcgarding issue of physician self-rcferral and "in-office ancillary services" exception. Physician's and thcir attorneys are well aware of the loop-hole 
and arc crcatlng "self-rcfmal profit ccnters" to cnhancc income. Sclf-rcferral POPTS clinics are expanding in this area and limiting access of patients to providers 
othcr than thc facility owncd by thcir rcferring physician. Thc profit motivc also encourages increased referrals that might not be objectively appropriate. Greed is 
thc namc of thc gamc rn today's health care system. CMS only has to choose how much they desire to tolerate. Am asking that Physical Therapy services be 
rcmovcd from thc "in-officc ancillary services" exception to thc fedcral physician sclf-referral laws. Thank You for the opportunity to share my comments. 
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Submitter : Mr. Michael Cash 

Organization : PROActiave PT 

Category : Physical Therapist 

Issue Areas/Comments 

Date: OSl2812007 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

1 do not understand what how physician owmcd practices bcncfit the consumcrs. If it is about the ease at which they monitor paticnts, 1 can say in my 10 years of 
practicc, I havc had rnaybc two doctors call me to find out how a patient was doing. In my opinion I beliefself referral is ripe for over-utilization, only benefiting 
thc bottom lincs of rhc Physicians who own thesc practiccs. I would love to sec thc cornparision of the average length of stay of the Physician owned practice vs a 
non- Physician owncd practice. In a time when healthcare costs are coming under the magnifying glass, not allowing Physicians to own there own Physical 
Therapy practices would be a great way to dccrease costs. 
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Submitter : Dr. Leslie Borow 

Organization : ASA 

Category : Physician 

Issue AreasIComments 

GENERAL 

GENERAL 

Lcslic V. Norwalk, Esq. 
Acting Administrator 
Ccntcrs for Medicarc and Mcdicaid Services 
Attcntion: CMS-1385-P 
P.O. Box 801 8 
Baltimore, MD 2 1244-801 8 

Rc: CMS-1385-P 

Ancsthcsia Coding (Part of 5-Year Review) 

Dcar Ms. Norwalk: 

Date: 08/28/2007 

I am writing to cxpress my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fec Schedule. I am grateful that CMS has 
rccognizcd thc gross undervaluation of ancsthesia services, and that the Agency is taking steps to address this complicated issue. 

When the RBRVS was instituted, it created a huge payment disparity for anesthesia carc, mostly due to significant undervaluation of ancsthesia work compared to 
othcr physician scrviccs. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.1 9 per unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
arcas with disproportionately high Medicare populations. 

In an cffort to rcctify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in corrccting the long-standing 
undervaluation of anesthesia services. I am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the 
RUC s recommendation. 

To ensure that our patients have access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register 
by fully and imrncdiately implementing the anesthesia conversion factor increase as recommended by the RUC. 

Thank you for your consideration of this serious matter. 

Sinccrcly, 

Lcslic B. Borow, MD 
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Submitter : Mr. Jorge Davila 

Organization : Mr. Jorge Davila 

Category : Other Health Care Professional 

Issue Areas/Comments 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

Dcar Sir or Madam: 

Date: 08/28/2007 

I an athletic trainer working in an orthopcadic clinic. Doctors at this clinic sec thc athletic traincr as an excellent person with the rcquired background to keep thcir 
clinics and paticnts in ordcr. They like our background of orthopeadics bccausc wc arc able to undcrstand thc patients situation better than a trained person that as 
no specific or cxtensive orthopeadic knowledge. In this way we athlctic trainers are part of the chain that provides the paticnt carc the excels all their expectations. 
In thc cnd contribuiting to the patients' treatment and hcnceforth their improve health. 

I am writing today to voice my opposition to the therapy standards and requirements in regards to thc staffing provisions for rehabilitation in hospitals and 
facilities proposed in 1385-P. 
Whilc I am conccrncd that these proposed changes to the hospital Conditions of Participation havc not received the proper and usual vetting, I am more concerned 
that thcsc proposed rules will create additional lack of access to quality health care for my patients. 
As an athlctic trainer, I am qualificd to pcrfom physical mcdicine and rehabilitation services, which you know is not the same as physical thcrapy. My education, 
clinical cxpcriencc, and national certification exam ensure that my patients reccive quality health care. State law and hospital medical professionals have dcemed 
mc qualificd to pcrform thcsc scrviccs and these proposed regulations attempt to circumvent thosc standards. 
Thc lack of acccss and workforcc shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be 
conccrncd with thc hcalth of Amcricans, especially those in rural areas, to further restrict their ability to receivc those services. The flexible current standards of 
staffing in hospitals and othcr rehabilitation facilities are pertincnt in cnsuring paticnts receive the best, most cost-effective trcatrnent available. 
Sincc CMS sccms to havc comc to thcse proposcd changes without clinical or financial justification, 1 would strongly encourage the CMS to consider the 
rccommcndations of those professionals that are tasked with ovcrseeing the day-to-day health carc nceds of their patients. I respectfully requcst that you withdraw 
thc proposcd changes rclatcd to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility. 
Sinccrcly, 
Jorgc Davila. ATC 
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Submitter : Dr. Ives Murray Date: 08/28/2007 

Organization : Western Colorado Anesthesia 

Category : Physician 

Issue AreasIComments 

GENERAL 

GENERAL 

Lcslic V. Notwalk, Esq. 
Acting Administrator 
Ccntcrs for Mcdicarc and Medicaid Services 
Attention: CMS-I 385-P 
P.O. Box 801 8 
Baltimore, MD 21244-801 8 

Rc: CMS-1385-P 

Ancsthcsia Coding (Part of 5-Year Review) 

Dear Ms. Notwalk: 

I am writing to cxpress my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. I am grateful that CMS has 
rccognizcd thc gross undcrvaluation of anesthesia services, and that the Agency is taking steps to address this complicated issue. 

Whcn thc RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to 
othcr physician scrviccs. Today, more than a decade since the RBRVS took effect, Medicare payment for ancsthesia services stands at just $16.19 pcr unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
arcas with disproportionatcly high Medicare populations. 

In an cffort to rectify this untenable situation, the RUC recommended that CMS inaease the anesthesia conversion factor to offset a calculated 32 percent work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undervaluation of anesthesia services. I am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the 
RUC s recommendation. 

To cnsurc that our patients havc access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register 
by fully and immcdiatcly impIcmcnting thc anesthesia conversion factor increase as recommended by the RUC. 

Thank you for your consideration of this scrious matter. 
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Submitter : Mrs. Misty Colvey 

Organization : Mrs. Misty Colvey 

Category : Other Health Care Professional 

Issue AreaslComments 

GENERAL 

GENERAL 

Dcar Sir or Madam: 

Date: 08/28/2007 

I am writing today to voice my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and 
facilities proposcd in 1385-P. 

While I am conccmcd that these proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, I am more concerned 
that thcsc proposed rules will create additional lack of access to quality health care for my patients. 

As an athletic trainer, I am qualified to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My education, 
clinical cxpcricncc, and national certification exam ensure that my patients rcceive quality hcalth care. Statc law and hospital medical professionals have dcemed 
mc qualificd to perform these serviccs and these proposed regulations attempt to circumvent those standards. 

Thc lack of access and workforce shortage to fill therapy positions is widely known throughout the industry. It is irresponsiblc for CMS, which is supposed to be 
conccrncd with thc hcalth of Americans, especially those in rural arcas, to further restrict their ability to receive those services. The flexible current standards of 
staffing in hospitals and othcr rchabilitation facilities arc pertincnt in ensuring patients receive the best, most cost-effectivc treatmcnt available. 

Sincc CMS sccms to have comc to these proposcd changcs without clinical or financial justification, 1 would strongly encourage the CMS to consider thc 
rccommcndations of those professionals that are tasked with overseeing the day-today health care nceds of their patients. I respecthlly request that you withdraw 
the proposcd changcs rclatcd to hospitals, ~ r a l  clinics, and any Medicare Part A or B hospital or rehabilitation facility. 

Sineercly. 

Misty Colvcy, ATCLAT 
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Submitter : Dr. Patrick Slatev 

Organization : Affiliated Anesthesiologists 

Category : Physician 

Issue Areas/Comments 

GENERAL 

GENERAL 

Lcslic V. Nonvalk, Esq. 
Acting Administrator 
Ccntcrs for Medicarc and Medicaid Scrviccs 
Attcntion: CMS- 1385-P 
P.O. Box 801 8 
Baltimore, MD 2 1244-801 8 

Re: CMS-1385-P 
Ancsthcsia Coding (Part of 5-Year Review) 

Dear Ms. Nonvalk: 

Date: 08/28/2007 

I am writing to cxprcss my strongest support for the proposal to increase anesthesia payments undcr the 2008 Physician Fee Schedule. I am grateful that CMS has 
rccognizcd thc gross undervaluation of anesthcsia services, and that the Agency is taking stcps to address this complicated issue. 

When thc RBRVS was instituted, it crcated a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to 
othcr physician scrvices. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.1 9 per unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
arcas with disproportionatcly high Medicare populations. 

In an effort to rectify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undcrvaluation of anesthcsia services. I am pleased that the Agency accepted this recommendation in its proposed rule, and 1 support full implementation of the 
RUC s recommendation. 

To ensurc that our patients have access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register 
by fully and immediately implementing the anesthesia conversion factor increase as recommended by the RUC. 

Thank you for your consideration of this serious matter. 

Patrick Slatcv 
Affiliated Anesthesiologists 
Oklahoma City, Oklahoma 
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Submitter : Dr. Richard Hayes 

Organization : Dr. Richard Hayes 

Category : Physician 

Issue Areas/Comments 

GENERAL 

GENERAL 

Lcslic V. Nonvalk, Esq. 
Acting Administrator 
Ccntcrs for Mcdicarc and Mcd~caid Services 
Attcntion: CMS-1385-P 
P.O. Box 80 18 
Baltimore, MD 21244-8018 

Rc: CMS-1385-P 
Ancsthcsia Coding (Part of 5-Year Review) 

Dcar Ms. Norwalk: 

I am writing to cxprcss my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. I am grateful that CMS has 
rccognizcd thc gross undervaluation of anesthesia services, and that the Agency is taking steps to address this complicatcd issue. 

Whcn thc RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to 
other physician services. Today, marc than a decade since the RBRVS took cffect, Medicare payment for anesthesia services stands at just $16.19 per unit. This 
amount does not cover the cost of car~ng for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
arcas with disproportionately high Medicare populations. 

In an effort to rcctify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work 
undcrvaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undcrvaluation of ancsthesia services. I am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the 
RUC s recommendation. 

To ensurc that our patients have access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register 
by fully and immcdiatcly implementing the ancsthesia conversion factor increase as recommended by the RUC. 

Thank you for your consideration of this serious matter. 

Date: 08/28/2007 
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Date: 08/28/2007 S u b m i t t e r  : 

Organ iza t ion  : 

C a t e g o r y  : Individual  

I s sue  Areas /Comments  

GENERAL 

GENERAL 

Lcslic V. Norwalk, Esq. 
Acting Administrator 
Ccntcrs for Mcdicarc and Mcdicaid Scrviccs 
Attcntion: CMS-1385-P 
P.O. Box 8018 
Baltimorc, MD 21 244-801 8 

Rc: CMS- 1385-P 
Ancsthcsia Coding (Part of 5-Ycar Revicw) 

Dcar Ms. Norwalk: 

I am writing to cxprcss my strongest support for the proposal to incrcasc anesthesia payments undcr the 2008 Physician Fec Schedule. I am gratcful that CMS has 
rccognizcd thc gross undcrvaluation of ancsthcsia serviccs, and that the Agency is taking steps ta addrcss this complicatcd issue. 

Whcn thc RBRVS was instituted, it crcatcd a hugc payment disparity for anesthcsia care, mostly due to significant undervaluation of ancsthesia work compared to 
othcr physician scrviccs. Today, morc than a decadc sincc thc RBRVS took effcct, Medicare payment for anesthcsia serviccs stands at just $16.19 pcr unit. This 
amount docs not cover the cost of caring for our natlon s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
arcas with disproportionately high Mcdicare populations. 

In an effort to rcctify this untcnablc situation, thc RUC recommcndcd that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work 
undervaluation a move that would result in an increase of nearly $400 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undcrvaluation of ancsthcsia serviccs. I am plcascd that the Agcncy accepted this rccornmendation in its proposcd rulc, and I support full implementation of thc 
RUC s recommendation. 

To ensure that our paticnts havc access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Fcderal Rcgistcr 
by fully and immcdiatcly implementing thc ancsthesia conversion factor incrcase as recommended by thc RUC. 

Thank you for your consideration of this serious mattcr 

Rcnfcng Liu D.O. 
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Submitter : Mrs. Marni Beals 

Organization : Athletico 

Category : Other Health Care Professional 

Issue Areas/Comments 

Date: 08/28/2007 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

August 28.2007 

Dcar Sir or Madam: 

1 am a Nationally Ccrtified and Licensed Athletic Traincr and Massagc Thcrapist working in Illinois for the last 7 ycars. 1 have had the unique expcnence of 
working in a setting that is multidisciplina~y, including Physical Thcrapists, Occupational Thcrapists, Athletic Trainers, and Massage Therapists. Each therapy 
takcs an individual approach to thc common goal of healing our population. 

I am writing today to voicc my opposition to thc therapy standards and rcquircmcnts in rcgards to thc stafting provisions for rchabilitation in hospitals and 
facilitics proposcd in 1385-P. 

Whilc I am conccrncd that thcsc proposcd changcs to the hospital Conditions of Participation have not received the proper and usual vetting, I am more concerned 
that thcsc proposcd rulcs will crcate additional lack of access to quality health care for my patients. 
As an athlctic traincr, I am qualificd to perform physical medicine and rehabilitation services, which you know is not thc same as physical therapy. My education, 
clinical cxpcricncc, and national certification exam cnsurc that my patients receive quality health care. State law and hospital medical profcssionals have dccmcd 
mc qualificd to pcrform thcsc serviccs and thcse proposed regulations attempt to circumvent thosc standards. 

Thc lack of acccss and workforcc shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be 
conccrncd with thc health of Amcricans, especially those in rural areas, to further restrict their ability to receive those services. The flexible current standards of 
staffing in hospitals and othcr rchabilitation facilitics are pertinent in ensuring patients receive thc best, most cost-effective treatment available. 

Slncc CMS sccms to havc comc to these proposcd changcs without clinical or financial justification, I would strongly cncourage the CMS to consider thc 
rccommcndations of thosc professionals that arc tasked with ovcrseeing the day-to-day health care needs of their patients. 1 respectfuIly request that you withdraw 
thc proposcd changcs rclatcd to hospitals, rural clinics. and any Medicare Part A or B hospital or rchabilitation facility. 

Sinccrcly. 

Marni Beals, ATC, LMT 
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I Submitter : Dr. carolina isaacs Date: 08/28/2007 
I 

Organization : sheridan 
I 
I Category : Physician 

1 Issue Areas/Comments 

I GENERAL 

I GENERAL 

Lcslie V. Nowalk, Esq. 
Acting Administrator 
Ccntcrs for Mcdicarc and Mcdicaid Services 
Attcntion: CMS-1385-P 
P.O. Box 8018 
Baltimore. MD 21244-801 8 

Rc: CMS- 1385-P 
Ancsthcsia Coding (Part of 5-Ycar Revicw) 

I Dcar Ms. Nowalk: 

I am writing to cxpress my strongest support for the proposal to incrcase anesthesia payments under the 2008 Physician Fee Schedule. I am grateful that CMS has 
recognized thc gross undervaluation of anesthesia services, and that thc Agency is taking steps to address this compIicated issue. 

Whcn the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to 
othcr physician services. Today, more than a dccade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 per unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are k i n g  forced away from 
arcas with disproportionatcly high Medicare populations. 

In an cffort to rectify this untenable situation, the RUC recommended that CMS incrcase the anesthesia conversion factor to offset a calculated 32 percent work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undcrvaluation of ancsthcsia services. I am pleased that the Agcncy accepted this recommendation in its proposed rule, and I support full implementation of the 
RUC s recommendation. 

To ensurc that our patients havc access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register 
by fully and immediately implementing the anesthesia conversion factor increase as recommended by the RUC. 

Thank you for your consideration of this serious matter. 
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Submitter : Dr. Jeff Hartshorn 

Organization : Baranof Chiropractic 

Category : Chiropractor 

Issue Areas/Comments 

Date: 08/28/2007 

Technical Corrections 

Technical Corrections 

Chiropractors specialize in musculoskeletal disorders. By dealing with bones and muscles, it is important that we have access to examination procedures that 
allows us to properly diagnose bone disorders or pathologies, not to mention guard us and the patient from unsafe treatments. By forcing a paticnt go through 
their family practitioner in accrues more cost for the patient, decreased patient quality of care because less nessesary x-rays will be taken, and decreased chance of a 
proper diagnosis. It is just as important to know when not to treat due to bone pathologies or injuries as to know when to treat them. 
Dr. Jeff Hanshom 
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Submitter : Dr. michael parimucha 

Organization : Dr. michael parimucha 

Category : Physician 

Date: 08/28/2007 

Issue AreasIComments 

GENERAL 

GENERAL 

Lcslic V. Nonvalk, Esq. 
Acting Administrator 
Centcrs for Mcdicarc and Medicaid Services 
Attention: CMS-I 385-P 
P.O. Box 801 8 
Baltimore, MD 2 1244-801 8 

Rc: CMS-1385-P 

Anesthesia Coding (Part of 5-Year Review) 

Dcar Ms. Nonvalk: 

I am writing to express my strongest support for the proposal to increase anesthesia payments under the 2008 Physieian Fee Sehedule. I am grateful that CMS has 
recognized the gross undcrvaluation of anesthesia services, and that the Agency is taking steps to address this complicated issuc. 

When thc RBRVS was instituted, it created a huge payment disparity for aneithesia care, mostly due to significant undervaluation of anesthesia work eomparcd to 
othcr physician services. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.1 9 per unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
arcas with disproportionately high Medicare populations. 

In an effort to rcctify this untcnablc situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work 
undervaluat~on a move that would result in an increase of nearly $4.00 per anesthesia unlt and serve as a major step fonvard in correcting the long-standing 
undervaluation of ancsthcsia scrvices. I am pleased that the Agency accepted this recommendation in its proposed rule, and I support full impIementation of the 
RUC s recommendat~on. 

To cnsure that our patients have access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register 
by fully and immediately implementing the anesthesia conversion factor increase as recommended by the RUC. 

Thank you for your consideration of this serious matter 

Michacl A. Parimucha MD 
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Submitter : Dr. Grant Hayashi 

Organization : Dr. Grant Hayashi 

Category : Physician 

Issue Areas/Comments 

Date: 08/28/2007 

GENERAL 

GENERAL 

Leslie V. Norwalk, Esq. 
Acting Administrator 
Ccnters for Medicare and Medicaid Scrvices 
Attcntion: CMS-1385-P 
P.O. Box 80 18 
Baltimorc. MD 2 1244-80 18 

Rc: CMS-1385-P 
Anesthesia Coding (Part of 5-Year Review) 

Dcar Ms. Norwalk: 

I am writing to cxpress my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. I am grateful that CMS has 
recognized the gross undervaluation of anesthesia services, and that the Agency is taking steps to address this complicated issue. 

Whcn thc RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work comparcd to 
othcr physician scrviccs. Today, morc than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $1 6.19 per unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsusrainable system in which anesthesiologists are being forced away from 
arcas with disproportionately high Medicarc populations. 

In an cffort to rcctify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work 
undervaluation a move that would rcsult in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undervaluation of ancsthcsia services. I am pleased that the Agency accepted this reeommendation in its proposed rule, and I support full implementation of thc 
RUC s recommendation. 

To cnsurc that our patients have access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register 
by fully and immcdiately implementing the anesthesia conversion factor increase as recommended by the RUC. 

Thank you for your consideration of this serious matter. 
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Submitter : Dr. Donald Summers 

Organization : Dr. Donald Summers 

Category : Physician 

Date: 08/28/2007 

Issue AreaslComments 

GENERAL 

GENERAL 

I am writing in rcsponse to the proposed deletion of code 93325 for the Doppler echocardiogram. 
This study is a vital part of an cchocardiographic study and is of particular significance when evaluating valvular heart disease. Indeed recent studies (Mayo Clinic 

Dr. Serranho) have shown that significant mitral regurgutation resulting from ischemic heart disease is often silent. 

The fact that the Doppler study must be done for proper evaluation is not a reason not to pay for the procedure. Rather it is a reason to pay for the performance 
intcrprctation, prcparation of records and to acknowledge the skills needed and the cost involved in providing excellence in cardiac care. 

Donald N. Summers, M.D. 
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Submitter : Mrs. Nicole Chisholm Date: 08/28/2007 

Organization : Accelerated Rehabuilitation Center 

Category : Health Care Professional or Association 

Issue Areas/Comments 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

Dcar Sir or Madam: 

Hi, my namc is Nicolc Chisholm and 1 work for Accclcrated Rehabilitation Ccnters as onc of thcrc ccrtificd athletic trainers. 

I am writing today to voicc my opposition to the therapy standards and requirements in regards to thc stafing provisions for rehabilitation in hospitals and 
facilities proposcd in 1385-P. 

While 1 am concerned that these proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, 1 am more concerned 
that thcsc proposcd rules will create additional lack of acccss to quality health care for my patients. 

As an athletic trainer, I am qualified to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My education, 
clinical cxpcricncc, and national certification exam ensure that my patients receive quality health care. State law and hospital medical professionals have deemed 
mc qualificd to pcrform these scrvices and these proposed regulations attempt to circumvent those standards. 

The lack of access and workforce shortage to fill therapy positions is widely known throughout the industly. It is irresponsible for CMS, which is supposed to 
bc concerned with thc hcalth of Americans, especially those in rural areas. to further restrict their ability to receive those services. The flcxible current standards of 
staffing in hospitals and other rehabilitation facilities arc pertinent in ensuring patients receive the best, most cost-effective treatment available. 

Sincc CMS seems to have come to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the 
rccommcndations of those professionals that are tasked with overseeing the day-to-day health care needs of their patients. I respectfully request that you withdraw 
the proposed changes rclatcd to hospitals. rural clinics, and any Medicare Part A or B hospital or rehabilitation facility. 

Sincerely, 
Nicolc Chisholm, ATC 
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Submitter : Mr. Jose Martinez 

Organization : Mr. Jose Martinez 

Category : Individual 

Issue Areas/Comments 

Date: 08/28/2007 

GENERAL 

GENERAL 

Lcslic V. Nonvalk, Esq. 
Acting Administrator 
Ccntcrs for Mcdicarc and Mcdicaid Scrviccs 
Attcntion: CMS- 1385-P 
P.O. Box 80 18 
Baltimorc. MD 2 1244-801 8 

Rc: CMS-1385-P 
Ancsthcsia Coding (Part of 5-Year Review) 

Dcar Ms. Nonvalk: 

I am writing to cxpress my strongest support for the proposal to increase anesthcsia payments under the 2008 Physician Fee Schedule. I am grateful that CMS has 
rccognizcd thc gross undervaluation of ancsthesia services, and that the Agency is taking steps to address this complicatcd issuc. 

Whcn thc RBRVS was instituted, it created a huge payment disparity for anesthesia cgc,  mostly due to significant undervaluation of anesthesia work compared to 
othcr physician serviccs. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 per unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
arcas with disproportionately high Mcdicare populations. 

In an effort to rcctify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undervaluation of anesthcsia services. I am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the 
RUC s recommendation. 

To cnsurc that our patients have access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register 
by fully and immcdiatcly implementing the anesthesia conversion factor increase as recommcnded by the RUC. 

Thank you for your consideration of this serious matter. 
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Submitter : Dr. Robert Wilson 

Organization : Dr. Robert Wilson 

Category : Physician 

Issue AreasIComments 

Date: 08/28/2007 

GENERAL 

GENERAL 

Lcslic V. Norwalk. Esq. 
Acting Administrator 
Ccntcrs for Mcdicarc and Mcdicaid Scrviccs 
Attention: CMS- 1385-P 
P.O. Box 8018 
Baltimore, MD 21244-801 8 

Rc: CMS-1385-P 

Ancsthcsia Coding (Part of 5-Ycar Rcview) 

Dcar Ms. Norwalk: 

I am writing to cxprcss my strongcst support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. I am grateful that CMS has 
rccognizcd thc gross undervaluation of ancsthesia services, and that the Agency is taking steps to address this complicated issue. 

Whcn thc RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undcwaluation of anesthesia work compared to 
othcr physician scrviccs. Today, more than a decade sincc the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 per unit. This 
amount does not cover the cost of caring for our natlon s seniors, and is creating an unsustainable system in whlch anesthesiologists are being forced away from 
arcas with disproportionatcly high Mcdicarc populations. 

In an cffort to rectify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undcrvaluation of ancsthesia scrvices. I am pleased that the Agency accepted this recommcndation in its proposed rule, and I support full implementation of the 
RUC s recommendation. 

To cnsurc that our paticnts have access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Fedcral Rcgister 
by fully and immediately implementing the anesthesia conversion factor increase as recommended by the RUC. 

Thank you for your considcration of this scrious matter. 
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Submitter : Dr. Luba Voinov 

Organization : NJSSA 

Category : Physician 

Issue Areas/Comments 

Date: 08/28/2007 

GENERAL 

GENERAL 

Lcslic V. Norwalk, Esq. 
Acting Administrator 
Ccntcrs for Mcdicarc and Mcdicaid Scrviccs 
Attcntion: CMS- 1385-P 
P.O. Box 80 1 8 
Baltimorc, MD 2 1244-8018 

Rc: CMS-1385-P 
Ancsthcsia Coding (Part of 5-Ycar Review) 

Dcar Ms. Nonvalk: 

1 am writing to cxprcss my strongest support for thc proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. 1 am grateful that CMS has 
rccognizcd thc gross undervaluation of anesthesia scrvices, and that the Agency is taking steps to address this complicated issue. 

Whcn thc RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to 
other physician scrviccs. Today, morc than a dccadc sincc the RBRVS took effect, Medicare payment for ancsthcsia services stands at just $16.19 per unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
arcas with disproportionatcly high Medicare populations. 

In an cffort to rcctify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 perccnt work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undervaluation of ancsthesia scrvices. 1 am pleased that the Agency accepted this reeommendation in its proposed mlc, and 1 support full implementation of the 
RUC s recommendation. 

To ensurc that our patients havc access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Rcgister 
by fully and immcdiatcly implcmcnting the anesthesia conversion factor incrcase as recommended by thc RUC. 

Thank you for your consideration of this scrious matter. 

Sincerely. 
Dr. Luba Voinov 
Ncw Jcrscy 
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Submitter : Mr. Greg Nauman 

Organization : Mr. Greg Nauman 

Category : lndividual 

Issue AreaslComments 

Date: 08/28/2007 

GENERAL 

GENERAL 

Lcslie V. Nonvalk, Esq. 
Acting Administrator 
Ccntcrs for Mcdicarc and Mcdicaid Serviccs 
Attcntion: CMS- 1385-P 
P.O. Box 80 18 
Baltimorc. MD 21244-80 18 

Re: CMS- 1385-P 
Ancsthcsia Coding (Part of 5-Year Review) 

Dcar Ms. Nonvalk: 

I am writing to cxprcss my sbongest support for the proposal to increase anesthcsia payments under the 2008 Physician Fee Schedule. I am grateful that CMS has 
rccognizcd thc gross undcrvaluation of anesthcsia services, and that the Agency is taking stcps to address this complicated issue. 

Whcn thc RBRVS was instituted, it crcatcd a huge payment disparity for anesthcsia care, mostly due to significant undervaluation of anesthesia work compared to 
othcr physician scrviccs. Today, more than a decadc since the RBRVS took cffect, Medicare payment for anesthesia services stands at just $16.19 per unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
arcas with disproportionatcly high Medicare populations. 

In an cffon to rcctify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undcrvaluation of anesthcsia services. I am pleased that thc Agency accepted this recommendation in its proposed rule, and I support full implementation of the 
RUC s recommendation. 

To ensurc that our patients have access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register 
by fully and immediatcly implementing the anesthesia conversion factor increase as recommended by the RUC. 

Thank you for your considcration of this scrious matter. 
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Submitter : Mr. Paul Kennedy 

Organization : Select Physical Therapy 

Category : Other Health Care Provider 

Date: 08/28/2007 

Issue AreasIComments 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

Dcar Sir or Madam: 

My namc is Paul Kennedy and 1 am a Certified Athletic Trainer. I have been cetified since 2001 and I am employed with a community outreach program scrving 
High School athlctics in Las Vcgas, NV. 

I am writing today to voice my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and 
facilitics proposed in 1385-P. 

Whilc I am conccrncd that these proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, I am more concerned 
that thcsc proposcd rulcs will create additional lack ofaccess to quality health care for my patients. 

As an athletic trainer, I am qualified to perform physical medicinc and rehabilitation services, which you know is not the same as physical therapy. My education, 
clinical cxpcricncc, and national certification exam ensurc that my patients reccive quality health care. State law and hospital mcdical professionals have deemed 
mc qualified to pcrform these services and these proposed regulations attempt to circumvent those standards. 

Thc lack of acccss and workforcc shortagc to fill therapy positions is widely known thmughout the industry. It is irresponsible for CMS, which is supposed to be 
conccrncd with thc health of Amcricans, cspecially thosc in rural areas, to further restrict their ability to receive thosc services. The flcxible current standards of 
stafing in hospitals and othcr rchabilitation facilitics are pertinent in ensuring patients receive the best, most cost-effcctivc treatment available. 

Sincc CMS secms to havc come to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the 
rccommcndations of those professionals that are tasked w~th  overseeing the day-to-day health care needs of their patients. I respectfully request that you withdraw 
thc proposcd changes related to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility. 

Sinccrcly, 

Paul Kcnncdy, LAT,ATC 
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Submitter : Dr. James Rappaport Date: 08/28/2007 

Organization : Dr. James Rappaport 

Category : Physician 

Issue AreasIComments 

GENERAL 

GENERAL 

Lcslic V. Nonvalk, Esq. 
Acting Administrator 
Ccntcrs for Medicare and Medicaid Scrvices 
Attcntion: CMS- 1385-P 
P.O. Box 80 18 
Baltimore, MD 2 1244-801 8 

Rc: CMS-1385-P 
Anesthesia Coding (Part of 5-Year Rcview) 

Dcar Ms. Nonvalk: 

1 am writing to cxprcss my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. I am grateful that CMS has 
rccognizcd thc gross undcrvaluation of anesthesia services, and that the Agency is taking steps to address this complicated issue. 

Whcn thc RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to 
other physician scrviccs. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 per unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists arc being forced away from 
arcas with disproportionately high Medicare populations. 

In an cffort to rcctify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undcwaluation of anesthcsia services. I am pleased that the Agency accepted this recommendation in its proposed ~ l e ,  and I support full implementation of the 
RUC s recommendation. 

To cnsure that our patients have access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register 
by fully and immcdiatcly implemcnting the anesthcsia conversion factor increase as recommended by the RUC. 

Thank you for your consideration of this scrious matter. 
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Submitter : Mr. Israel Mitchell 

Organization : Belen Jesuit Preparatory School 

Category : Other Health Care Professional 

Issue AreasIComments 

Date: 08/28/2007 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

Dear Sir or Madam: 

My name is Israel ~i tchcil .  I am the Head Athletic Traincr at Bclen Jesuit Preparatory School. I am responsible for the care of approximately 600 High School 
and Middle School athletes. I graduated with a BS from the University of Florida and a MS from Florida International University. I have also taken the national 
Athletic Training cxam and am liscensed by the state of Florida. 

I am writing today to voice my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and 
facilities proposed in 1385-P. 

Whilc I am concerned that these proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, I am more concerned 
that thesc proposcd rulcs will creatc additional lack of acccss to quality hcalth care for my patients. 

As an athlctic trainer, I am qualified to perform physical medicinc and rehabilitation services, which you know is not the same as physical therapy. My education, 
clinical experience, and national certification exam ensure that my patients receive quality health care. State law and hospital medical professionals have dcemed 
mc qualified to pcrform these services and these proposed regulations attempt to circumvent those standards. 

Thc lack of acccss and workforce shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be 
concerned with the health of Americans, especially those in rural areas, to further restrict their ability to receive those services. The flexible current standards of 
staffing in hospitals and other rehabilitation facilities are pertinent in ensuring patients receive the best, most cost-effective treatment available. 

Since CMS seems to have comc to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the 
recommendations of those professionals that are tasked with overseeing the day-today health care needs of their patients. I respecfilly request that you withdraw 
thc proposed changes related to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility. 

Sincercly, 

lsracl Mitchell, LAT. ATC 
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Submitter : Dr. Frederick Torres 

Organization : Anesthesia Associates of Naples 

Category : Physician 

Issue Areas/Comments 

Date: 08/28/2007 

GENERAL 

GENERAL 

Leslie V. Nonvalk. Esq. 
Acting Administrator 
Centcrs for Mcdicarc and Medicaid Services 
Attcntion: CMS-1385-P 
P.O. Box 801 8 
Baltimore, MD 2 1244-801 8 

Rc: CMS-1385-P 

Anesthcsia Coding (Part of 5-Ycar Review) 

Dear Ms. Nonvalk: 

I am writing to express my strongcst support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. 1 am grateful that CMS has 
recognized thc gross undcrvaluation of anesthesia serviccs, and that the Agency is taking steps to address this complicated issue. 

Whcn thc RBRVS was institutcd, it crcated a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to 
other physician scrvices. Today, more than a dccadc since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 pcr unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
arcas with disproportionately high Medicare populations. 

In an cffort to rectify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undcrvaluation of anesthesia services. I am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the 
RUC s recommendation. 

To cnsurc that our paticnts have access to expert anesthesiology medical carc, it is imperative that CMS follow through with the proposal in the Federal Register 
by fully and immcdiatcly implemcnting the anesthesia conversion factor increase as recommended by the RUC. 

Thank you for your consideration of this serious matter. 
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Submitter : Ms. ELizabeth Hughes 

Organization : Kalamazoo Wings 

Category : Other Health Care Professional 

Issue Areas/Comments 

Date: 08/28/2007 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

Dcar Sir or Madam: 

My namc is Elizabeth Hughes and I am a certificd athletic trainer. I am currently an athletic trainer for a professional hockey team and I am the sole provider of 
hcalth care scrvices to thc team. I provide immediate care to the players as well as evaluate their injuries and help rehabilitate them back to their playing level. I 
also refer them to a physican when needed. 

I graduated from the Univeristy of Cincinnati with a BA in Health Promotion and Education. I also attended Minnesota State where I recieved my MA in 
Sports Psychology. During my undergrad years I spent four years studing athletic training. I took a number of classes that related to immediate care, injury 
evaluation, rehabilitation, modilaties, several classes on documentation as well as a number of other classes to help develop athletic training skills. Besides our 
classroom lcarning we also participated in clinical settings where we got to practice our skills we learned in class in a real world setting under the direction of a 
certificd athletic traincr. After graduation I had to take a certification test that consisted of 3 parts to evaulate my athletic training skills. The tests consisted of a 
multiplc choice of a variety of health realted topices and written simulation of actual situtations. The third part consisted of a practical part where a varity of skills 
and tasks where performed. The combination of all three tests helped to evaluated all the dominas of athletic training. Once a person has passed all three parts 
thcn thcy bccomc a Ccrtificd Athletic Traincr(ATC). 

I am writing today to voice my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and 
facilities proposcd in 1385-P. 

Whilc I am concerned that these proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, I am more concerned 
that thesc proposcd rules will create additional lack of access to quality health care for my patients. 

As an athletic trainer, I am qualified to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My education, 
clinical experience, and national certification exam ensure that my patients receive quality health care. State law and hospital medical professionals have deemed 
me qualified to pcrform thcse services and these proposed regulations attempt to circumvent those standards. 

Thc lack of access and workforce shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be 
concerncd with the health of Americans, especially those in rwal areas, to further resmct their ability to receive those services. The flexible current standards of 
staffing in hospitals and other rehabilitation facilities are pertinent in ensuring patients receive the best, most cost-effective treatment available. 

Sincc CMS secms to havc come to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the 
rccommcndations of thosc profcssionals that are tasked with overseeing the day-to-day health care needs of their patients. I respectfully request that you withdraw 
thc proposcd changcs relatcd to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility. 

Sinccrcly, 

Elizabeth Hughcs, MA, ATC 
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Submitter : Dr. Frank Stadler 

Organization : Dr. Frank Stadler 

Category : Physician 

Issue Areas/Comments 

Date: 08/28/2007 

GENERAL 

GENERAL 

Lcslie V. Norwalk, Esq. 
Acting Administrator 
Ccnters for Mcdicarc and Medicaid Services 
Attention: CMS-I 385-P 
P.O. Box 8018 
Baltimore, MD 2 1244-801 8 

Rc: CMS-1385-P 
Ancsthcsia Coding (Part of 5-Year Rcvicw) 

Dcar Ms. Nowalk: 

I am writing to cxprcss my skrongcst support for the proposal to increasc ancsthcsia payrncnts under the 2008 Physician Fee Schedule. I am grateful that CMS has 
rccognizcd thc gross undcrvaluation of anesthesia serviccs, and that the Agency is taking steps to address this complicated issue. 

Whcn the RBRVS was instituted, it creatcd a huge payment disparity for anesthcsia care, mostly due to significant undervaluation of anesthesia work compared to 
othcr physician services. Today, more than a decade since the RBRVS took cffect, Medicare payment for anesthesia services stands at just $1 6.19 per unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
arcas with disproportionately high Medicare populations. 

In an cffort to rcctify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undcrvaluation of anesthesia services. I am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the 
RlJC s recommendation. 

To cnsurc that our paticnts havc acccss to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register 
by fully and immcdiatcly implcmcnting thc ancsthcsia conversion factor increase as rccommendcd by thc RUC. 

Thank you for your considcration of this serious mattcr, 
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Submitter : Dr. Marcia Lu 

Organization : Dr. Marcia Lu 

Category : Physician 

Issue Areas/Comments 

Date: 08/28/2007 

GENERAL 

GENERAL 

Lcslic V. Norwalk, Esq. 
Acting Administrator 
Ccntcrs for Medicare and Medicaid Services 
Attention: CMS-I 385-P 
P.O. Box 80 18 
Baltimore, MD 21244-8018 

Re: CMS-1385-P 
Anesthesia Coding (Part of 5-Ycar Review) 

Dcar Ms. Norwalk: 

I am writing to cxprcss my strongest support for the proposal to increase anesthesia paymcnts under the 2008 Physician Fee Schedule. I am grateful that CMS has 
recognized thc gross undervaluation of anesthesia services, and that the Agcncy is taking steps to address this complicated issue. 

When thc RBRVS was institutcd, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to 
other physician services. Today, more than a decade since the RBRVS took effect, Mcdicare payment for anesthesia services stands at just $16.19 per unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
arcas with disproportionately high Medicare populations. 

In an effort to rcctify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undcrvaluation of anesthesia services. I am pleased that the Agcncy accepted this recommendation in its proposed rule, and I support full implementation of thc 
RUC s recommendation. 

To cnsurc that our patients have access to expert anesthesiology medical care, it is imperative that CMS follow through with thc proposal in the Federal Registcr 
by fully and imrncdiately implementing the anesthesia conversion factor increase as rccommended by the RUC. 

Thank you for your consideration of this serious matter. 
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Submitter : Ms. Alexandria Urgo 

Organization : AthletiCo Ltd. 

Category : Other Health Care Professional 

Issue Areas/Comments 

GENERAL 

GENERAL 

Dcar Sir or Madam: 

Date: 08/28/2007 

My namc is Alexandria Urgo and I am an athletic traincr and massage therapist. I have worked for AthletiCo for a little over five years. I have been practicing 
sincc 2003 and work in a physical therapy setting as a full-time massage thcrapist and am an athlctic trainer part-time. 

I am writing today to voicc my opposition to the therapy standards and requiremcnts in regards to the staffing provisions for rehabilitation in hospitals and 
facilities proposcd in 1385-P. 

Whilc I am conccrned that these proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, I am more concerned 
that thcsc proposcd rulcs will creatc additional lack of access to quality health care for my patients. 

As an athlctic trainer, 1 am qualified to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My education, 
clinical cxpcricncc, and national certification exam cnsurc that my patients receive quality health care. State law and hospital medical professionals have deemed 
mc qualificd to pcrform thcsc services and these proposed regulations attcrnpt to circumvent those standards. 

The lack of acccss and workforce shortage to fill therapy positions is widcly known throughout the industry. It is irresponsible for CMS, which is supposed to be 
conccrncd with thc hcalth of Amcricans, especially those in rural areas, to further restrict their ability to rcceivc thosc services. The flexible current standards of 
staffing in hospitals and other rehabilitation facilities are pcrtincnt in cnsuring patients receive the best, most cost-effective treatment available. 

Sincc CMS sccms to have come to these proposed changes without clinical or financial justification. I would strongly encourage the CMS to consider the 
rccommcndations of those professionals that are tasked with overseeing the day-to-day health care needs of their patients. I respectfully request that you withdraw 
thc proposcd changes related to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility. 

Sinccrcly, 

Alexandria Urgo, ATC, LMT 
Athletic TraincrIMassagc Therapist 
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Submitter : Miss. Kayla Shinew Date: 08/28/2007 

Organization : Ohio University 

Category : Health Care Professional or Association 

Issue Areas/Comments 

GENERAL 

GENERAL 

Dear Sir or Madam: 

I am relatively new to the profession of athletic training, receiving my bachelors degree from Lock Haven University of PA in 2006 and my masters of science 
degree from Austin Peay State University in 2007. 1 m currently working on my PhD at Ohio University and have the opportunity to be a graduate assistant 
athlctic traincr with the ice hockey tcam. 
I am writing today to voice my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and 
facilitics proposcd in 138.5-P. 
While I am conccmcd that thcse proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, I am more concerned 
that thcsc proposcd rulcs will crcatc additional lack of access to quality health care for my patieno. 
As an athlctic traincr. I am qualified to perform physical medicine and rchabilitation services, which you know is not the same as physical therapy. My education, 
clinical cxpcricncc. and national ccrtification exam ensure that my paticnts rcccivc quality health care. State law and hospital medical profcssionals have deemcd 
me qualified to perform thcse services and these proposed regulations attempt to circumvent thosc standards. 
The lack of access and workforce shortage to fill therapy positions is widely known throughout the industry. It is irrcsponsible for CMS, which is supposed to be 
conccrncd with thc hcalth of Americans, especially those in rural areas, to further restrict thcir ability to receive thosc services. The flexible current standards of 
staffing in hospitals and othcr rchabilitation facilities arc pertinent in ensuring paticnts receive the best, most cost-cffective treatment available. 
Since CMS scems to have come to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the 
rccommcndations of those professionals that are tasked with overseeing the day-today health eare needs of thcir patients. I respectfully requcst that you withdraw 
thc proposed changes rclatcd to hospitals, rural clinics, and any Medicare Part A or B hospital or rchabilitation facility. 
Sinccrcly, 
Kayla Shincw, MS. LAT 
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Submitter : Dr. James R Smith 

Organization : MRHC 

Date: 08/28/2007 

Category : Physician 

Issue Areas/Comments 

GENERAL 

GENERAL 

Ms Novak, 1 strongly support the proposed revision of anesthesia reimburesment. This is clcarly a step in correcting the grossly undervalued reimbursement for 
anesthesia services. 
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Submitter : Dr. William Wager 

Organization : Dr. William Wager 

Category : Other Practitioner 

I Issue Areas/Comments 

I GENERAL 

Leslie V. Nonvalk, Esq. 
Acting Administrator 
Centers for Medicarc and Medicaid Services 
Attention: CMS- 1385-P 
P.O. Box 8018 
Baltimorc, MD 21244-8018 

Rc: CMS-1385-P 
Ancsthcsia Coding (Part of 5-Ycar Rcview) 

I Dcar Ms. Nonvalk: 

, Date: 08/28/2007 

1 am writing to cxpress my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. I am gratehl that CMS has 
rccognizcd thc gross undervaluation of anesthesia services, and that the Agency is taking steps to address this complicated issue. 

I 
Whcn the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to 
othcr physician services. Today, more than a decade since the RBRVS took effect, Medicarc payment for anesthesia services stands at just $16.19 per unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
arcas with disproportionately high Medicare populations. 

In an cffon to rectify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward In correcting the long-standing 
undervaluation of anesthcsia services. 1 am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the 
RUC s recommendation. 

To cnsurc that our paticnts have access to expert anesthesiology mcdieal care, it is imperative that CMS follow through with the proposal in the Federal Registel 
by fully and immcdiatcly implcmcnting the anesthesia conversion factor increase as recommended by the RUC. 

Thank you for your consideration ofthis serious matter. 
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Submitter : Dr. Mary Kirk Date: 08/28/2007 

Organization : Womens Health Group 

Category : Physician 

Issue AreasIComments 

GENERAL 

GENERAL 

Lcslic V. Norwalk, Esq. 
Acting Administrator 
Ccntcrs for Mcdicarc and Mcdicaid Services 
Attention: CMS- 1385-P 
P.O. Rox 801 8 
Baltimorc, MD 2 1244-801 8 

Rc: CMS-1385-P 
Ancsthcsia Coding (Part of 5-Ycar Rcvicw) 

Dcar Ms. Norwalk: 

1 am writing to cxprcss my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. I am grateful that CMS has 
rccognizcd thc gross undervaluation of anesthesia services, and that the Agency is taking steps to address this complicated issue. 

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation ofanesthesia work compared to 
othcr physician scwices. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $1 6.19 per unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
arcas with disproportionatcly high Medicarc populations. 

In an cffort to rcctify this untcnablc situation, thc RUC rccornmended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undcrvaluation of ancsthcsia scrviccs. 1 am pIeased that the Agency accepted this recommendation in its proposed rulc, and I support full implementation of thc 
RUC s recommendation. 

To cnsurc that our paticnts have access to expert anesthesiology medical care, it is imperative that CMS fonow through with the proposal in the Federal Register 
by fully and immcdiatcly implementing the anesthesia conversion factor increase as recommended by the RUC. 

Thank you for your considcration of this scrious matter 

Maty C. Kirk, M.D. 
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Submitter : Miss. Ann Evans 

Organization : NovaCare/Select Medical 

Category : Other Health Care Professional 

Issue AreasIComments 

Date: 08/28/2007 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

Dcar Sir or Madam: 

My namc is Ann Evans and I work for thc outpatient division of Select Medical Rehabilitation. I am an athlctic traincr with a master's in business and have becn 
managing an officc as wcll as trcating paticnts for my organozation for the last 11 years. I am writing today to voice my opposition to thc thcrapy standards and 
requircmcnts in rcgards to thc staffing provisions for rchabilitation in hospitals and facilities proposcd in 1385-P. 

Whilc I am conccrncd that thcsc proposcd changcs to the hospital Conditions of Participation have not rcccivcd the proper and usual vcning, I am more conccrncd 
that thcsc proposcd mlcs will crcatc additional lack of acccss to quality hcalth carc for my paticnts. 

As an athlctic traincr, I am qualified to pcrform physical mcdic~nc and rchabilitation serviccs, which you know is not thc samc as phys~cal thcrapy. My cducation, 
clinical cxpcricncc, and national certification cxam cnsurc that my paticnts rcccivc quality hcalth care. Statc law and hospital medical profcssionals havc dcemcd 
mc qualificd to pcrform thcse scrviccs and thcsc proposed regulations attempt to circumvent thosc standards. 

Thc lack of acccss and workforcc shortagc to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be 
conccmcd with thc hcalth of Amcricans, especially those in rural areas, to hrthcr restrict thcir ability to rcccivc those services. The flcxible current standards of 
staffing in hospitals and othcr rehabilitation facilitics arc pertincnt in cnsuring patients receive thc best, most cost-effectivc treatment available. 

Sincc CMS sccms to havc come to these proposed changcs without clinical or financial justification, I would strongly encourage the CMS to consider the 
rccornmcndations of thosc profcssionals that are taskcd with ovcrseeing the day-to-day hcalth care needs of thcir paticnts. I respectfully rcquest that you withdraw 
thc proposcd changcs rclatcd to hospitals, rural clinics. and any Medicare Part A or B hospital or rehabilitation fac~l~ty.  

Sinccrcly, 

Ann Cathcrinc Evans ATC, MBA 
Ccntcr Managcr NovaCarc Rchabilitation 
Hcad Traincr USA Wonmcn's Rugby 
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Submitter : Steve Blades 

Organization : Cardiovascular Outpatient Center Alliance 

Category : Health Care Provider/Association 

Issue Areas/Comments 

Resource-Based PE RVUs 

Resource-Based PE R W s  

Scc attachment 

CMS-I 385-P-10459-Attach-1 .DOC 

Date: 08/28/2007 
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COCA 
206 WELLSPRING COURT, BRENTWOOD, TN 37027 

PHONE: 61 5-776-1 81 0 
www.cocaheart.org 

August 28,2007 

Herb B. Kuhn, Deputy Administrator (Acting) 
Centers for Medicare and Medicaid Services 
Department of Health and Human Services 
Attention: CMS-1385-P 
Mail Stop: C4-26-05 
7500 Security Boulevard 
Baltimore, MD 21244-1 850 

Re: Proposed Revisions to Payment Policies Under the Physician Fee Schedule, 
and Other Part B Payment Policies for CY 2008 

Dear Mr. Kuhn: 

On behalf of the members of the Cardiovascular Outpatient Center Alliance (COCA), we 
appreciate the opportunity to submit these comments to the Centers for Medicare & 
Medicaid Services (CMS) regarding the "Resource-Based PE RVU's" section of the 
above referenced July 2, 2007 Proposed Rule. We are specifically concerned with the 
proposed 2008-2010 PE RVU's established for non-facility outpatient cardiac 
catheterization procedure codes and the significant negative impact on the practices and 
patients of our members that would result if these RVU changes are implemented. 

COCA is a national non-profit organization representing over 60 medical cardiology 
practices and organizations and more than 1,000 cardiologists that own and operate non- 
hospital outpatient cardiac catheterization facilities. As will be described below, the impact 
of the CMS proposed PE RVU changes would be devastating to cardiovascular outpatient 
cardiac catheterization centers, with the potential to force these facilities to exit the market. 
As a result, Medicare beneficiaries would be denied access to high quality, convenient 
cardiovascular services at a reasonable cost and the overall cost to the Medicare program 
for these services would increase dramatically. 

Background 
Cardiac catheterizations are an important and sophisticated tool for diagnosing heart 
disease that were traditionally performed in hospitals until the 1980's. Since then an 
increasing number of catheterizations are now performed in non-facility (i.e. non-hospital) 
cardiovascular outpatient centers because they offer patients greater convenience, higher 



quality, and lower costs - factors that have led payers, including CMS, to encourage their 
development. Non-facility cardiovascular outpatient catheterization labs can be organized 
as part of a cardiology group practice or an independent diagnostic testing facility (IDTF). 
The cardiology group practice can bill a global fee for both the professional and technical 
components, while the IDTF bills only the technical component. Medicare's payments for 
the technical component, either as part of the global payment billed by the cardiology 
group or the separate technical component billed by an IDTF, are intended to reimburse 
solely for the technological and other support services that enable physicians to perform 
catheterizations. Medicare calculates payments for the technical component through the 
same fee schedule methodology used to pay physicians. This methodology seeks to 
identify a 'relative value" that reflects the resources needed to provide each service. 
Because Medicare has been unable to capture complete cost information for the technical 
services associated with certain non-facility services such as cardiac catheterizations, the 
program for several years used a special estimation method to calculate values for the 
practice expenses associated with these technical services, which involved the use of the 
non-physician work pool (NPWP) in a "top-down" methodology. 

In the June 29, 2006 Proposed Notice regarding Proposed Changes to the Practice 
Expense Methodology, CMS stated its intent to replace the "top-down" methodology with a 
"bottom-up" approach that would result in payment levels that it believed would more 
accurately reflect the relative costs of certain services. The Proposed Notice described 
two changes to the PE RVU methodology. The first change was to replace the "top-down" 
methodology with a "bottom-up" methodology for developing resource-based RVU's for the 
practice expenses associated with discrete physician services. The second change was 
the elimination of the NPWP. These changes were implemented for most CPT codes in 
the 2007 Physician Fee Schedule; however, most outpatient cardiac catheterization 
procedure codes were not included in this change. COCA and other cardiology advocacy 
organizations submitted formal written comments, and after discussions with COCA 
representatives, CMS acknowledged in their December 1, 2006 Final Rule that "We 
currently do not have direct cost input data for the non-facility setting for these services. 
Until we are able to obtain such data, we will carrier-price the cardiac catheterization 
codes." (Federal RegisterNol. 71, No. 2311 page 69642). CMS went on to state in the 
same section that "We urge interested parties to continue to work with the RUC to develop 
direct cost inputs for these services in the future. " 

Based on this CMS request, COCA members proactively engaged Medicare carriers 
throughout the country to present direct and indirect cost data. We understand that 
carriers also received informal guidance from CMS regarding this issue. The result was 
that Medicare reimbursement to non-facility outpatient cardiac catheterization centers in 
2007 was equal with 2006 reimbursement (with some minor adjustments resulting from the 
Five Year RVU review). 

AMA RUCIPERC Participation 
In addition to their comments in the December 1, 2006 Final Rule, CMS representatives 
verbally requested that COCA participate with the American College of Cardiology (ACC) 
in providing direct cost data for non-facility outpatient cardiac catheterization centers to the 
RUC to establish appropriate PE RVU's. COCA readily agreed and conducted a detailed 



study of these direct costs. The preliminary results were presented to CMS in COCA's 
formal comments to the August 22, 2006 Proposed Rule for the 2007 Physician Fee 
Schedule. The final report was presented to you on May 3, 2007 at a meeting organized 
by representatives from the Florida Congressional delegation. 

COCA Direct Cost Study 
The COCA direct cost study was managed by staff from Epstein Becker and Green, P.C. 
and the cost information was based on the median value reported for the clinical time in 
the pre-, intra-, and post- procedure phases of the procedure. The Bureau of Labor 
Statistics hourly compensation was used to calculate the clinical labor cost associated with 
each phase of activity. Similarly, the clinical supplies and equipment costs reflect the 
median values. With regard to equipment, the cost estimate is based on the same 
assumptions regarding useful life, utilization rate and financing that CMS used in the June 
29,2006 Notice. 

The study reveals that the maior problem associated with the 2006 RUC estimate of direct 
costs for non-facility outpatient cardiac catheterization was that the list of direct patient 
care activities was inadequate and that the total estimates of clinical time were so low as to 
lack credibility. COCA learned that some under-reporting of time was due to an 
assumption that clinical staff performs services related to patients who are undergoing 
other procedures. This allocation of time to other procedures is inappropriate because 
non-facility cardiovascular outpatient catheterization centers focus on diagnostic 
catheterizations and all of the clinical labor activities and time should be allocated to these 
procedures alone. 

Participation in 2007 RUC Process 
In direct response to CMS' requests, COCA members and physicians committed extensive 
time and resources from ~eptember 2006 through ~ ~ r i 1 ~ 2 0 0 7  in a good-faith effort to 
provide accurate direct and indirect cost data to the Practice Expense Review Committee 
(PERC) of the AMA's RUC. Unfortunately, this process did not allow a significant portion 
of COCA's data to be considered and resulted in PE RVU recommendations to CMS that 
severely undervalued the direct and indirect costs of providing these procedures to its 
members' patients. There are many reasons for this failure, but they primarily involve two 
areas: 

1) arbitrary definitions established by the RUCIPERC that unfairly penalize highly 
specialized procedures performed by physicians that require equipment and 
supplies for patient safety, and 

2) the underlying politicizing of the RUC process that pits medical specialties against 
each other and forces them to consider the political implications of each request as 
opposed to simply presenting the complete data set for discussion. 

Two examples of our experience will help explain why the final RUC recommendations to 
CMS severely underestimated the costs associated with non-facility outpatient cardiac 
catheterization procedures: 



1 ) Arbitrary definitions 
The RUC has established a definition that automatically disallows direct costs that 
are essential to patient safety in a cardiac catheterization lab. Specifically, the RUC 
will only count staffing, equipment, and supplies that are used in a "typical" case 
and they arbitrarily define "typical" as a case where these items are used at least 
51% of the time. This definition disallows patient safety devices and equipment that 
are infrequently used, but are essential to quality patient care (e.g., "crash carts" 
with defibrillators and essential pharmaceuticals, and expensive wound closure 
devices). 

2) Politicized process 
COCA was fortunate to work collaboratively with .the American College of 
Cardiology, allowing COCA physician members to present non-facility cardiac 
catheterization cost data to the PERC as part of the ACCICOCA team. However, 
the presentation data only included a portion of COCA'S actual direct cost data 
instead of the full report. This is because the nature of the current RUC process 
forces the medical specialty societies to balance their various constituents' requests 
instead of simply presenting data to be evaluated on their own merits.[ There is, a 
strong perception that if the gap is too wide between the preexisting RUC data base processes prejudices the RUC decision. 

data is often considered suspect and rejected. In this specific case, the preexisting 

and the new data being presented for clinical time, equipment or supplies, the new 

RUC data base for cardiac catheterization clinical staff time primarily reflected 
hospital data with little relationship to actual direct cost data for dedicated outpatient 
cardiac catheterization facilities, resulting in tremendous disparity. 

Proposed Rule PE RVU Impact 
It appears from the July 2, 2007 Proposed Rule that CMS has accepted the 2007 
PERCIRUC direct cost recommendations for outpatient cardiac catheterization codes 
w/ to CMS 
in May 2007. As a direct result, the July 2, 2007 Proposed Rule would result in draconian 
cuts in reimbursement for cardiac catheterizations performed in medical cardiology 
practices and IDTF locations. If the 2007 conversion factor is applied to the technical 
components of the primary three CPT codes for a Left Heart Catheterization (93510TC, 
93555TC, and 93556TC) the reimbursement in 2008 would be reduced from the 2007 rate 
bv 32.18%. and when fullv implemented in 2010 the total reimbursement reduction would 
be 49.0%. These severe cuts would undoubtedly result in the closing of the majority of 
non-facility outpatient cardiac catheterization labs in the country forcina Medicare patients 
who now benefit from im~roved access and lower costs into more acute and expensive 
hospital settinas. 

The inappropriateness of the current rate setting process becomes self-evident when the 
proposed negative changes for outpatient diagnostic cardiac catheterization codes listed in 
the 2008 Physician Fee Schedule are compared with the proposed 2008 APC rate 
increase of 11.18% for APC 0080 "Diagnostic Cardiac Catheterization" published in the 
August 2, 2007 Federal Register (CMS-1392-P). It is clear that the RUC 
recommendations concerning the cost of performing these procedures are dramatically at 
odds with those that CMS determined for the same procedures performed in facility-based 



outpatient cardiac catheterization centers. This comparison is set out in the following 
chart: 

Comparison of Payment Rates by Site of Service for Family of Diagnostic 
Catheterization Codes (PFS 93510 TC, 93555 TC, 93556 TC and APC 0080) 

Actual Proposed Proposed 2008 PFS as 2010 PFS as 
% of 2008 % of 2008 

2007 2008 2010 % Change APC APC 
APC 
Rate $2,283.55 $2,539.00 11.19% 

PFS 
Rate $2,138.56 $1,450.34 

PFS 
Rate $2,138.56 

COCA'S Request 

COCA requests that CMS review the additional cost data provided by COCA and revise 
the current proposed PE RVU's for outpatient cardiac catheterization procedures to values 
that more reasonably reflect the direct and indirect costs of providing these services. An 
additional solution would be to recognize the difficulty in determining direct and indirect 
costs for non-facility outpatient cardiac catheterization centers utilizing RUC criteria and tie 
reimbursement for these procedures to a reasonable percentage of the hospital APC rate. 
for the same family of procedure codes. 

As COCA stated both in our 2006 written comments and during our August 12, 2006 
meeting with you and your senior staff, the costs of performing these services in facility 
and non-facility locations are remarkably similar based on actual experience from COCA 
members who administer both facility and non-facility cardiac catheterization centers. We 
view APC payment levels as a reasonable benchmark when accurately evaluating the 
Medicare Physician Fee Schedule payment methodology for outpatient cardiac 
catheterization procedures where the technical component can be billed separately. 

Conclusion 

We believe that you have no interest in supporting a flawed process that would drive non- 
facility cardiac catheterization centers out of business. We base this belief not only on our 
face-face discussions, but also on the statement CMS made in the July 2 Proposed Rule 
when expressing concern with service furnished under arrangement with a hospital 
because it 'hot only costs the Medicare program more, but also costs Medicare 
beneficiaries more in the form of higher deductibles and coinsurance" (CMS-1385-P, 
pages 349-50). This concern about increased Medicare program and beneficiary costs 
must also apply to other services ... which is exactly the point we have expressed about 



non-facility outpatient cardiac catheterization centers from our first formal written 
comments about the proposed reimbursement cuts in 2006. 

We thank you for the opportunity to describe our concerns about the proposed rule, 
specifically as it relates to payment for cardiac catheterization-related procedures and the 
development of standards for centers that perform these procedures on an outpatient 
basis. 

We look forward to meeting with you and your staff after the comment period is over and 
before CMS finalizes the 2008 Physician fee Schedule. If you have any questions, please 
do not hesitate to contact me at (615) 776-1810. 

Sincerely yours, 

Steve Blades 
President 



Date: 08/28/2007 Submitter : Dr. Robin Harms 

Organization : Western Oaks Anesthesia Assoc. 

Category : Physician 

Issue Areas/Cornrnents 

GENERAL 

GENERAL 

I am writing to cxprcss my support for the proposal to incrcase anesthesia payments under the 2008 physician fee schedule. (RWs)  

Resource-Based PE RVUs 

Resource-Based PE RVUs 

I am writing to cxprcss my strong support for the proposal to increase anesthesia reimbursement under the 2008 physician fee schedule. 
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Submitter : Dr. Timothy Lindsay 

Organization : Twin Cities Anesthesia Associates 

Date: 08/28/2007 

Category : Physician 

Issue Areas/Comments 

GENERAL 

GENERAL 

Lcslic V. Nonvalk. Esq. 
Acting Administrator 
Ccntcrs for Mcdicarc and Mcdicaid Scrviccs 
Attcntion: CMS-1385-P 
P.O. Box 80 18 
Baltimore, MD 2 1244-8018 

Rc: CMS- 1385-P 

Anesthesia Coding (Part of 5-Year Review) 

Dcar Ms. Nonvalk: 

I am writing to cxprcss my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. I am grateful that CMS has 
rccognizcd thc gross undcrvaluation of anesthesia services, and that the Agency is taking steps to address this complicated issuc. 

Whcn thc RBRVS was institutcd, it created a hugc payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to 
othcr physician scrviccs. Today, morc than a dccade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 per unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
arcas with disproportionately high Medicare populations. 

In an cffort to rcctify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work 
undervaluat~on a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standmg 
undcrvaluation of anesthcsia scrviccs. I am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementat~on of the 
RUC s recommendat~on. 

To cnsurc that our paticnts havc access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register 
by fully and immcdiatcly implementing thc anesthesia conversion factor increase as rccommendcd by the RUC. 

Thank you for your considcration of this serious matter. 

Timothy Lindsay. MD 
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Submitter : Mr. Jeremy Tiermini Date: 08/28/2007 

Organization : Finger Lakes Community College 

Category : Other Health Care Professional 

Issue Areas/Comments 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

Dcar Sir or Madam: 

My namc iS Jercmy Tiermini and I am a ccrtified athletic trainer and an athletic training educator at Finger Lakes Community College. I have been an ATC for 
ovcr 13 ycars and I consider myself a hcalth-care professional who is concerned for every aspect of his students' health and wellness. 

I am writing today to voice my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and 
facilities proposcd in 1385-P. 

Whilc I am conccmed that these proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, I am more concerncd 
that thcsc proposcd mlcs will crcatc additional lack of acccss to quality health care for any patients. 

As an athlctic trainer. I am qualificd to perform physical medicine and rehabilitation services, which you know is not thc same as physical therapy. My education, 
clinical cxpcricncc, and national ccrtification exam ensure that my patients receive quality health care. State law and hospital medical professionals have deemed 
mc qualificd to pcrfom thcse scrviccs and thcsc proposed regulations attempt to circumvent those standards. 

Thc lack of acccss and workforce shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be 
conccrned with the health of all Americans, especially those in rural areas, to further restrict their ability to receive those services. The flexible currcnt standards of 
staffing in hospitals and other rehabilitation facilities arc pertinent in ensuring patients receive the best, most cost-effective treatment available. 

Since CMS seems to have come to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the 
recommendations of those professionals that are tasked with overseeing the day-to-day health care needs of their patients. I respectfully request that you withdraw 
the proposed changes related to hospitals, rural clinies, and any Medicare Part A or B hospital or rehabilitation facility. 

Sinccrcly, 

Jcrcmy Ticmini, ATC 
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Submitter : Dr. Wade Sewell Date: 08/28/2007 

Organization : Dr. Wade Sewell 

Category : Physician 

Issue Areas/Comments 

GENERAL 

GENERAL 

Lcslic V. Norwalk, Esq. 
Acting Administrator 
Ccntcrs for Mcdicarc and Mcdicaid Scrvices 
Attcntion: CMS-1385-P 
P.O. Box 801 8 
Baltimorc, MD 2 1244-801 8 

Re: CMS-1385-P 
Ancsthcsia Coding (Part of 5-Ycar Rcview) 

Dcar Ms. Norwalk: 

1 am writing to cxprcss my strongest support for the proposal to increase ancsthesia payments under the 2008 Physician Fee Schedulc. I am grateful that CMS has 
rccognizcd thc gross undcrvaluation of ancsthcsia scrvices, and that the Agcncy is taking stcps to address this complicated issue. 

Whcn thc RBRVS was instituted, it created a huge payment disparity for ancsthesia care, mostly due to significant undervaluation of ancsthesia work compared to 
othcr physician scrvices. Today, morc than a decade since the RBRVS took effcct. Medicare paymcnt for anesthesia serviccs stands atjust $16.1 9 per unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesioIogists are being forced away from 
arcas with disproportionatcly high Mcdicare populations. 

In an cffort to rcctify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset acalculated 32 percent work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward In correcting the long-standing 
undcrvaluation of ancsthcsia services. I am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of thc 
RUC s recommendat~on. 

To cnsurc that our paticnts havc access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register 
by fully and immcdiatcly implementing thc ancsthcsia conversion factor increase as recommended by the RUC. 

Thank you for your considcration of this serious matter. 

Wadc Scwcll,DO 
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Submitter : Mr. Chris Mathewson Date: 08/28/2007 

Organization : Mr. Chris Mathewson 

Category : Other Health Care Professional 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

Dcar Sir or Madam: 
My name is Chris Mathcwson, 1 am thc head athlctic traincr at Ponderosa High School in Parker, Colorado. 1 have held this position for 13 ycars. 

I am writing today to voice my opposition to the therapy standards and requirements in regards to the stafing provisions for rehabilitation in hospitals and 
facilitics proposcd in 1385-P. 
Whilc I am concerned that thesc proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, I am more concerned 
that thcsc proposcd rulcs will create additional lack of access to quality health care for my patients. 
As an athlctic trainer, I am qualificd to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My education, 
clinical cxpcricncc, and national certification exam ensure that my patients receive quality health care. State law and hospital medical professionals have deemed 
mc qualificd to perfom thcse scrviccs and thcse proposed regulations attempt to circumvent those standards. 
Thc lack of acccss and workforce shortage to till therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be 
conccrncd with thc hcalth of Amcricans, especially those in rural areas, to further restrict their ability to receive those services. The flcxible currcnt standards of 
staffing in hospitals and othcr rehabilitation facilities are pertinent in ensuring paticnts rcceivc the best, most cost-effective treatment available. 
Sincc CMS scems to havc come to thcsc proposcd changes without clinical or financial justification, I would strongly encourage the CMS to considcr thc 
rccommcndations of thosc profcssionals that are tasked with overseeing the day-to-day health care needs of their patients. I respectfully request that you withdraw 
thc proposcd changcs rclatcd to hospitals, rural clinics, and any Mcdicare Part A or B hospital or rchabilitation facility. 
Sinccrcly, 
Chris Mathcwson, MSS, ATC, CSCS 
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Submitter : Dr. David Burgin Date: 08/28/2007 

Organization : Anesthesia Specialists of Acadiana 

Category : Physician 

Coding-- Additional Codes From 
5-Year Review 

Coding-- Additional Codes From 5-Year Review 

Lcslic V. Nonvalk, Esq. 
Acting Administrator 
Ccntcrs for Mcdicarc and Mcdicaid Scrviccs 
Attcntion: CMS-1385-P 
P.O. Box 80 18 
Baltimorc. MD 21244-801 8 

Rc: CMS-1385-P 
Anesthcsia Coding (Part of 5-Ycar Review) 

Dcar Ms. Nonvalk: 

I am writing to cxpress my strongest support for the proposal to increase anesthesia paymcnts undcr the 2008 Physician Fee Schedule. I am grateful that CMS has 
recognized thc gross undcrvaluation of anesthesia scrviccs, and that thc Agcncy is taking steps to address this complicated issue. 

Whcn thc RBRVS was instituted, it created a hugc payment disparity for anesthesia care, mostly duc to significant undcrvaluation of anesthesia work comparcd to 
olhcr physician scrviccs. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $1 6.19 per unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
arcas with disproportionately high Medicare populations. 

In an effort to rcctify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undcrvaluation of anesthesia services. I am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the 
RUC s recommendation. 

To cnsurc that our patients have access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Rcgister 
by fully and immcdiatcly implementing the anesthesia conversion factor increase as recommended by the RUC. 

Thank you for your considcration of this serious matter. 
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Submitter : Dr. Daniela Rusu Date: 08/28/2007 

Organization : Mississippi Valley Surgery Center 

Category : Physician 

Issue AreaslComments 

GENERAL 

GENERAL 

Lcslic V. Norwalk, Esq. 
Acting Administrator 
Ccnters for Mcdicarc and Mcdicaid Scrvices 
Attcntlon: CMS-1385-P 
P.O. Box 80 18 
Baltimorc, MD 21244-8018 

Re: CMS-1385-P 
Ancsthcsia Coding (Part of 5-Year Review) 

Dear Ms. Nonvalk: 

I am writing to cxprcss my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. I am grateful that CMS has 
rccognizcd thc gross undervaluation of anesthesia services, and that the Agency is taking steps to address this complicated issue. 

Whcn the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to 
othcr physician scrviccs. Today, more than a decade since the RBRVS took effect. Medicare payment for anesthesia services stands at just $16.19 per unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
arcas with disproportionatcly high Medicare populations. 

In an cffort to rectify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percemt work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undervaluation of anesthesia services. I am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the 
RUC s recommendation. 

To cnsurc that our patients have access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register 
by fully and immediately implementing the anesthesia conversion factor increase as recommended by the RUC. 

Thank you for your consideration of this serious matter. 
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Submitter : Dr. Sameh Saad 

Organization : ASA 

Category : Physician 

Issue Areas/Commenh 

Date: 08/28/2007 

GENERAL 

GENERAL 

Lcslic V. Norwalk, Esq. 
Acting Administrator 
Centcrs for Medicare and Medicaid Services 
Attention: CMS-1385-P 
P.O. Box 801 8 
Baltimore, MD 21244-8018 

Rc: CMS-1385-P ' 

Ancsthcsia Coding (Part of 5-Year Rcview) 

Dcar Ms. Norwalk: 

I am writing to cxpress my strongcst support for the proposal to incrcase anesthesia payments under the 2008 Physician Fee Schedule. I am grateful that CMS has 
rccognizcd the gross undervaluation of anesthesia services, and that the Agency is taking stcps to address this complicated issue. 

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to 
othcr physician services. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 per unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
arcas with disproportionately high Medicare populations. 

In an effort to rcctify this untenable situation, the RUC recommended that CMS increasc the anesthesia conversion factor to offset a calculated 32 percent work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-stand~ng 
undervaluation of ancsthesia services. I am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the 
RUC s recommendation. 

To cnsurc that our patients havc access to expert anesthcsiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register 
by fully and immcdiatcly implementing the anesthcsia conversion factor increase as recommended by the RUC. 

Thank you for your consideration of this serious matter. 
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Submitter : Dr. Jeff Lindsay 

Organization : Oklahoma society of anesthesiologists 

Category : Physician 

Issue Areas/Comments 

Date: 08/28/2007 

GENERAL 

GENERAL 

I am in strong support of thc proposed increase for Medicare payment for anesthesiologists. This is absolutely necessary to assure continued care for the Medicare 
patient. I am very appreciative of the proposed increase and I see this as progress in the right direction. 
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Submitter : Dr. Eric Schwartz Date: 08/28/2007 

Organization : Anne Arundel Urology 

Category : Health Care Provider/Association 

Issue Areas/Comments 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

lmaginc bcing told you havc cancer, but in actuality not. This happened on multiple occasions when i was forccd to send pathology specimens to thc major labs 
with namcless pathologists. Since we contracted with a pathologist of our choosing, one with impecable credentials, this situation has not happened. I get quick 
opinions I trust. 1 have the ability to discuss the pathology with the pathologist in my own office. Changing the Stark "in-office" ancillary excemption would 
hurt my patients and the care i provide to them. My patients tmst mc. 1 must trust the opinion of my pathologist. With Labcorp and Quest, I never could. With 
my current "in-office" pathologist, trained directly by the best prostate cancer pathologist in the country, i can. Diagnosis changes do not occur anymore. 
Changing the "in-office" Stark exception would hurt my ability to provide the right diagnosis and treatment. 
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Submitter : Miss. Lori Kurszewski 

Organization : NovaCare Rehabilitation 

Category : Other Health Care Professional 

Date: 08/28/2007 

Issue Areas/Comments 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

Dear Sir or Madam: 

My name is Lori Kurszewski, and I practice as an athletic trainer in the state of Minnesota. 1 provide on-site care for employees at major Twin Cities metro 
companies. I am able providc these employees with injury prevention tools, heath/wellness information, injury assessment and rehabilitation, along with hiage to 
further mcdical attention as nccded. I hclp to keep them healthy and on the job, and also provide these workers tools to be able to enjoy their time away from 
work. I attended the University of Wisconsin-Stevens Point and earned a Bachelors of Science degree in Athletic Training and Biology, and then a Mater s of 
Arts dcgrcc from the University of Minnesota-Minneapolis in Kinesiology with a Human Factors/Ergonomics emphasis. 

I am writing today to voicc my opposition to the thcrapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and 
facilities proposed in 1385-P. 
Whilc I am conccrncd that thesc proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, I am more conccmed 
that thcsc proposcd rulcs will creatc additional lack of access to quality health care for my patients. 

As an athletic trainer, I am qualificd to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My cducation, 
clinical cxpcricncc, and national ccrtification cxam ensure that my patients receive quality health care. State law and hospital medical professionals have decmed 
mc qualificd to pcrform thesc serviccs and these proposed regulations attempt to circumvent those standards. 

Thc lack of acccss and workforce shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be 
conccrncd with thc hcalth of Americans, especially those in rural arcas, to further restrict their ability to receive those services. The flexible current standards of 
staffing in hospitals and othcr rehabilitation facilities arc pertinent in ensuring patients receive the best, most cost-effective treahnent available. 

Sincc CMS sccms to have come to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the 
rccommcndations of thosc professionals that arc tasked with overseeing the day-to-day health care necds of their patients. I respectfully request that you withdraw 
thc proposcd changcs related to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility. 

Sincercly, 
Lori S. Kurszcwski. ATC, MA 
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Submitter : Mr. Van Coble Date: 08/28/2007 

Organization : Medicap Pharmacy 

Category : Pharmacist 

Issue AreaslComments 

Proposed Elimination of Exemption 
for Computer-Generated 
Facsimiles 

Proposed Elimination of Exemption for Computer-Generated Facsimiles 

I believe that by eliminating use of computer generated faxed, we are being taken back several years in technology. I am not sure why this is a problem and if one 
exists then it should bc explained so a solution can be found. Use of computers to send faxes back and forth from physicians, to hospitals, and to retail 
pharmacics is a huge time saving practice. Since the advent of Medicare Part D and in the increase of "hoops" that pharmacies and physicians must "jump 
through" for the paticnts time is of the essence. On the health care provider end, if we spend time achieving mcaningless tasks then we have less time to spcnd 
with our patients, thus less care is provided for these patients. Due to the health care crisis that this country is experiencing, we must do see more patients, fill 
morc prescrip~ions. for less return than we cvcr have in the 30 years I have been involved in the health care arena. Until the Federal Government realizes that 
providcrs must make a living, while trcating and serving their patients, the continued downward spiral of the system will continue. This, in the greatest nation on 
carth. CMS is at thc hcad of a systcm crcated for the citizens of the United States. This systcm is for the bencfit of taxpayers, no1 politicians. Partisinship must 
bc put away under lock and key. Only after this happens will health care return to US citizens. Finding savings in the CMS payment system is not hard for 
providcrs. I can find real time savings on a daily basis and still pay providcrs a legitimate profit. 
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Submitter : JESSE NEUBARTH 

Organization : JESSE NEUBARTH 

Category : Physician 

Issue Areas/Comments 

GENERAL 

Date: 08/28/2007 

GENERAL 

Lcslic V. Nowalk, Esq. 
Acting Administrator 
Ccntcrs for Medicare and Medicaid Services 
Attcntion: CMS- 1385-P 
P.O. Box 8018 
Baltimore, MD 21244-8018 

Rc: CMS-1385-P 

Ancsthcsia Coding (Part of 5-Ycar Rcvicw) 

Dcar Ms. Nonvalk: 

I am writing to cxprcss my strongest support for thc proposal to incrcase anesthesia payments under the 2008 Physician Fee Schedule. I am grateful that CMS has 
rccognizcd thc gross undcrvaluation of anesthesia services, and that the Agency is taking steps to address this complicated issue. 

Whcn thc RBRVS was instituted, it created a huge payment disparity for anesthesia carc, mostly due to significant undervaluation of anesthesia work compared to 
othcr physician services. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 per unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesjologists are being forced away from 
arcas with disproportionatcly high Medicare populations. 

In an effon to rcctify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offsct a calculated 32 pcrcent work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undcrvaluation of ancsthcsia services. I am pleased that the Agency accepted this recommendation in its proposed rule, and 1 support full implementation of thc 
RUC s recommendation. 

To cnsurc that our paticnts havc acccss to cxpcn anesthesiology mcdical care, it is imperative that CMS follow through with the proposal in the Fcderal Register 
by fully and immcdiatcly implementing the anesthesia convcrsion factor increase as recommended by the RUC. 

Thank you for your considcration ofthis serious maner. 

Lcslie V. Nowalk, Esq. 
Acting Administrator 

Sinccrcly, 

Jcssc Ncubarth. MD 
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Submitter : Dr. Robert Bossard 

Organization : Pinnacle Anesthesia, Dallas, Texas 

Category : Physician 

Issue Areas/Comments 

Date: 08/28/2007 

GENERAL 

GENERAL 

Lcslie V. Nonvalk, Esq. 
Acting Administrator 
Ccnters for Mcdicare and Medicaid Services 
Attention: CMS-1385-P 
P.O. Box 8018 
Baltimore, MD 2 1244-8018 

Rc: CMS-1385-P 
Ancsthesia Coding (Part of 5-Ycar Review) 

Dcar Ms. Nonvalk: 

Thc proposal to incrcasc anesthcsia payments under thc 2008 Physician Fee Schedule is vitally important and I support it strongly. CMS has recognized thc gross 
undervaluation of ancsthesia services, and that the Agency is taking steps to address this complicatcd issue. Importantly, it will serve to maintain quality of care. 

RBRVS was instituted created a huge payment disparity for anesthcsia care due to significant undervaluation of anesthesia work compared to other physician 
services. Today. a decade after the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 per unit. Because this amount does not 
cover the cost of caring for our nation s seniors, it is creating an unsustainable system in which anesthesiologists are being forced away from areas with 
disproponionately high Medicare populations. Without addressing this issue, seniors will continue to be progressively more underserved. 

To attcmpt to rectify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work 
undervaluation a move that would result in an increase of nearly $4.00 peranesthesia unit and serve as a major step forward in correcting the long-standing 
undervaluation of ancsthesia services. 1 am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the 
RUC s recommendation. 

To cnsurc that our patients have access to expcrt anesthesiology medical care, it is imperative that CMS follow through with thc proposal in the Federal Register 
by fully and immcdiately implementing the anesthesia conversion factor increase as recommended by the RUC. 

Thank you for your consideration of this serious matter. 
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Submitter : Mr. Paul Kulick 

Organization : Forest City Physical Therapy 

Category : Other Health Care Professional 

Issue AreasIComments 

Date: 08/28/2007 

I Physician Self-Referral Provisions 

I Physician Self-Refenal Provisions 

Dcar Sir or Madam: 

I am a Certified Athletic traincr in Rockford Illinois with nearly 20 years experience in treating thc unfortunate injuried people both in a clinical setting and on the 
sports field. 

I am writing today to voice my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and 
facilities proposed in 1385-P. 

While I am conccmed that these proposed changcs to the hospital Conditions of Participation have not received the proper and usual vetting, I am more concerned 
that these proposed rules will create additional lack of access to quality health care for my patients. 

As an athletic traincr. I am qualified to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My education, 
clinical expcriencc, and national certification exam ensure that my patients receive quality health care. State law and hospital medical professionals have deemed 
me qualified to perform thesc services and these proposed regulations attempt to circumvent those standards. 

Thc lack of access and workforce shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be 
conccmed with the hcalth of Americans, especially those in rural areas. to further restrict their ability to receive those services. The flexible current standards of 
staffing in hospitals and other rehabilitation facilities are pertinent in ensuring patients receive the best, most cost-effective treatment available. 

Sincc CMS seems to have come to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the 
rccommcndations of those professionals that are tasked with overseeing the day-to-day health care needs of their patients. I respecfilly request that you withdraw 
the proposcd changcs related to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility. 

1 Sinccrcly, 

Paul J Kulick ATC 
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Submitter : Ms. Christina McCabe Date: 08/28/2007 

Organization : Harrisburg Medical center 

Category : Other Health Care Professional 

Issue Areas/Comments 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

Dear Sir or Madam: 
My name is Christina McCabc and I am a certified athletic trainer employeed at Harrisburg Medical Center as an outreach athletic trainer to the local high school 
and junior collcgc as well as an athletic trainer that treats outpatient orthopedic patients. 1 have not only obtained a bachlofs degree in Athletic Training but 1 also 
rcccived a Mastcr's dcgrec in Exercise Physiology. 
I am writing today to voice my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and 
facilities proposed in 1385-P. 

While I am conccrncd that these proposed changes to the hospital Conditions of Participation havc not received the proper usual vetting, I am concerned that these 
proposcd mlcs will creatc additional lack of acccss to quality health care for my paticnts. 

As an athlctic traincr. i am qualificd to pcrform physical medicinc and rehabilitation services, which you know is not the same as physical therapy. My education, 
clinical cxpericnccs. and national certification cxam ensure that my patients receive quality health care. State law and hosptial medical professionals havc dcemcd 
mc qualificd to pcrform thcsc scrviccs and thcse proposed regulations attempt to circumvent those standards. 

Thc lack of acccss and workforce shortagc to fill therapy positions is widcly known throughout the industry. It is irresponsible for CMS, which is supposed to bc 
conccmcd with thc health of Americans, especially those in rural area, to further rcstrict thcir ability to receive those services. The flexiblc current standards of 
staffing in hospitals and other rehabilitation facilities arc pertinent in ensuring paticnts receive the best, most cost-effective treatment available. 

Sincc CMS sccms to have come to thesee proposed changes without clinical or financial justification, I would strongly cncourage the CMS to consider the 
rccommcndations of those professionals that are tasked with overseeing the day-to-day health care needs of their patients. I respectfully request that you withdraw 
the proposed changes to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility. 

Sinecrcly, 

Christina McCabc, MS. ATC 
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Submitter : Mr. Robert Stacey 

Organization : Athletico 

Category : Other Health Care Professional 

Issue Areas/Comments 

Date: 08/28/2007 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

Dear Sir or Madam: 

I am currently cmployed by Athlctico, a company specializing in patient care for those have been injured. While I work in the clinical setting, 1 am also part of the 
outreach program to local high schools in the area. While in the high school setting I am rcsponsible for the prevention, recognition, and treatment of injuries to 
thc athlctcs at thc school. I also pcrform the taping duties and all of the ncccssary rchabilitaion for the athlctcs that is needed for a specific injury. I feel very well 
qualificd to pcrform thcsc duties bascd on thc wonderful education I have rcceived both in thc classroom as well as during my observation hours. I had the 
oppotunity to attcnd Xavicr University for four years where I graduatcd with a Bachelors Degrec in Athlctic Training. Following this expcricnce, I continued my 
cducation at Wcstcm Michigan University where I completcd my Masters of Art Degree in Physical Education with an emphasis on Athlctic Training. In thc time 
in bctwccn schools, I bccamc ccrtificd by the National Athlctic Traincrs Association, to practicc as an Athletic Trainer. Also following my return to the state of 
Illinois I bccamc liccnsed to practicc in thc statc. Through all of these cxpcricnccs I belicvc my wealth of knowlcdgc has expanded greatly, and I look forward to 
thc opportunity to continuc the lcarning proccss in ordcr to providc the best carc I possibly can to thosc I treat. 

I am writing today to voice my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and 
facilities proposed in 1385-P. 

Whilc I am concerned that thcse proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, I am more concerned 
that thcsc proposcd rulcs will crcate additional lack o f  access to quality health care for my patients. 

As an athlctic trainer, I am qualificd to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My education, 
clinical cxpcricncc, and national ccrtification exam ensure that my paticnts receivc quality health care. State law and hospital medical professionals have deemed 
mc qual~ficd to pcrform thcsc scrvices and thcsc proposed regulations attempt to circumvent those standards. 

Thc lack ofacccss and workforce shortagc to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be 
concemcd with thc hcalth of Americans, especially those in rural areas, to further restrict thcir ability to receive those services. The flexible current standards of 
staffing in hospitals and othcr rehabilitation facilities arc pcrtincnt in ensuring paticnts receivc the best, most cost-effective treatment available. 

Sincc CMS sccms to have come to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to considcr the 
rccommcndations o f  thosc professionals that arc tasked with overseeing the day-to-day health carc needs of their patients. I respectfully request that you withdraw 
thc proposcd changes rclatcd to hospitals, rural cljnics, and any Medicare Part A or B hospital or rehabilitation facility. 

Sinccrcly, 

Robert R. Staccy, ATC, MA 
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Submitter : Steven Pusker Date: 08/28/2007 

Organization : Steven Pusker 

Category : Physician 

Issue AreaslComments 

GENERAL 

GENERAL 

Lcslie V. Norwalk, Esq. 
Acting Administrator 
Centcrs for Medicare and Medicaid Services 
Attention: CMS-1385-P 
P.O. Box 801 8 
Baltimore. MD 2 1244-8018 

Re: CMS- 1385-P 
Anesthesia Coding (Part of 5-Year Review) 

Dcar Ms. Nonvalk: 

I am writing to cxprcss my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. I am grateful that CMS has 
recognized the gross undervaluation of anesthesia services, and that the Agency is taking steps to address this complicated issue. 

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to 
othcr physiciayservices. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $1 6.1 9 per unit. This 
amount does not cover the eost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
areas with disproportionately high Medicare populations. 

In an effort to rectify this untenable situation, the RUC reeommendcd that CMS increase the anesthcsia conversion factor to offset a calculated 32 percent work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step foward in correcting the long-standing 
undervaluation of ancsthes~a scrviccs. I am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the 
RUC s recommendation. 

To cnsure that our patients have access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register 
by fully and immediately implementing the anesthesia convcrsion factor Increase as recommended by the RUC. 

Thank you for your consideration of this scrious matter 
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Submitter : Steve Blades 

Organization : Cardiovascular Outpatient Center Alliance 

Category : Health Care Provider/Association 

Issue AreaslComments 

Resource-Based PE RVUs 

Resource-Based PE RVUs 

Sec Attachment 
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COCA 

August 28,2007 

Herb B. Kuhn, Deputy Administrator (Acting) 
Centers for Medicare and Medicaid Services 
Department of Health and Human Services 
Attention: CMS-1385-P 
Mail Stop: C4-26-05 
7500 Security Boulevard 
Baltimore, MD 21244-1 850 

Re: Proposed Revisions to Payment Policies Under the Physician Fee Schedule, 
and Other Part B Payment Policies for CY 2008 

Dear Mr. Kuhn: 

On behalf of the members of the Cardiovascular Outpatient Center Alliance (COCA), we 
appreciate the opportunity to submit these comments to the Centers for Medicare & 
Medicaid Services (CMS) regarding the "Resource-Based PE RVU's" section of the 
above referenced July 2, 2007 Proposed Rule. We are specifically concerned with the 
proposed 2008-2010 PE RVU's established for non-facility outpatient cardiac 
catheterization procedure codes and the significant negative impact on the practices and 
patients of our members that would result if these RVU changes are implemented. 

COCA is a national non-profit organization representing over 60 medical cardiology 
practices and organizations and more than 1,000 cardiologists that own and operate non- 
hospital outpatient cardiac catheterization facilities. As will be described below, the impact 
of the CMS proposed PE RVU changes would be devastating to cardiovascular outpatient 
cardiac catheterization centers, with the potential to force these facilities to exit the market. 
As a result, Medicare beneficiaries would be denied access to high quality, convenient 
cardiovascular services at a reasonable cost and the overall cost to the Medicare program 
for these services would increase dramatically. 

Background 
Cardiac catheterizations are an important and sophisticated tool for diagnosing heart 
disease that were traditionally performed in hospitals until the 1980's. Since then an 
increasing number of catheterizations are now performed in non-facility (i.e. non-hospital) 
cardiovascular outpatient centers because they offer patients greater convenience, higher 



quality, and lower costs - factors that have led payers, including CMS, to encourage their 
development. Non-facility cardiovascular outpatient catheterization labs can be organized 
as part of a cardiology group practice or an independent diagnostic testing facility (IDTF). 
The cardiology group practice can bill a global fee for both the professional and technical 
components, while the IDTF bills only the technical component. Medicare's payments for 
the technical component, either as part of the global payment billed by the cardiology 
group or the separate technical component billed by an IDTF, are intended to reimburse 
solely for the technological and other support services that enable physicians to perform 
catheterizations. Medicare calculates payments for the technical component through the 
same fee schedule methodology used to pay physicians. This methodology seeks to 
identify a "relative value" that reflects the resources needed to provide each service. 
Because Medicare has been unable to capture complete cost information for the technical 
services associated with certain non-facility services such as cardiac catheterizations, the 
program for several years used a special estimation method to calculate values for the 
practice expenses associated with these technical services, which involved the use of the 
non-physician work pool (NPWP) in a "top-down" methodology. 

In the June 29, 2006 Proposed Notice regarding Proposed Changes to the Practice 
Expense Methodology, CMS stated its intent to replace the "top-down" methodology with a 
"bottom-up" approach that would result in payment levels that it believed would more 
accurately reflect the relative costs of certain services. The Proposed Notice described 
two changes to the PE RVU methodology. The first change was to replace the "top-down" 
methodology with a "bottom-up" methodology for developing resource-based RVU's for the 
practice expenses associated with discrete physician services. The second change was 
the elimination of the NPWP. These changes were implemented for most CPT codes in 
the 2007 Physician Fee Schedule; however, most outpatient cardiac catheterization 
procedure codes were not included in this change. COCA and other cardiology advocacy 
organizations submitted formal written comments, and after discussions with COCA 
representatives, CMS acknowledged in their December 1, 2006 Final Rule that "We 
currently do not have direct cost input data for the non-facility setting for these services. 
Until we are able to obtain such data, we will carrier-price the cardiac catheterization 
codes." (Federal RegisterNol. 71, No. 2311 page 69642). CMS went on to state in the 
same section that 'We urge interested parties to continue to work with the RUC to develop 
direct cost inputs for these services in the future. 'I 

Based on this CMS request, COCA members proactively engaged Medicare carriers 
throughout the country to present direct and indirect cost data. We understand that 
carriers also received informal guidance from CMS regarding this issue. The result was 
that Medicare reimbursement to non-facility outpatient cardiac catheterization centers in 
2007 was equal with 2006 reimbursement (with some minor adjustments resulting from the 
Five Year RVU review). 

AMA RUCIPERC Participation 
In addition to their comments in the December 1, 2006 Final Rule, CMS representatives 
verbally requested that COCA participate with the American College of Cardiology (ACC: 
in providing direct cost data for non-facility outpatient cardiac catheterization centers to the 
RUC to establish appropriate PE RVU's. COCA readily agreed and conducted a detailec 



study of these direct costs. The preliminary results were presented to CMS in COCA's 
formal comments to the August 22, 2006 Proposed Rule for the 2007 Physician Fee 
Schedule. The final report was presented to you on May 3, 2007 at a meeting organized 
by representatives from the Florida Congressional delegation. 

COCA Direct Cost Study 
The COCA direct cost study was managed by staff from Epstein Becker and Green, P.C. 
and the cost information was based on the median value reported for the clinical time in 
the pre-, intra-, and post- procedure phases of the procedure. The Bureau of Labor 
Statistics hourly compensation was used to calculate the clinical labor cost associated with 
each phase of activity. Similarly, the clinical sup~lies and eauipment costs reflect the 
median values. With regard to equipment, the cost estimate is based on the same 
assumptions regarding useful life, utilization rate and financing that CMS used in the June 
29,2006 Notice. 

The study reveals that the major ~roblem associated with the 2006 RUC estimate of direct 
costs for non-facility outpatient cardiac catheterization was that the list of direct patient 
care activities was inadequate and that the total estimates of clinical time were so low as to 
lack credibility. COCA learned that some under-reporting of time was due to an 
assumption that clinical staff performs services related to patients who are undergoing 
other procedures. This allocation of time to other procedures is inappropriate because 
non-facility cardiovascular outpatient catheterization centers focus on diagnostic 
catheterizations and all of the clinical labor activities and time should be allocated to these 
procedures alone. 

Partici~ation in 2007 RUC Process 
In direct response to CMS' requests, COCA members and physicians committed extensive 
time and resources from ~eptember 2006 through ~ ~ r i l - 2 0 0 7  in a good-faith effort to 
provide accurate direct and indirect cost data to the Practice Expense Review Committee 
(PERC) of the AMA's RUC. Unfortunately, this process did not allow a significant portion 
of COCA's data to be considered and resulted in PE RVU recommendations to CMS that 
severely undervalued the direct and indirect costs of providing these procedures to its 
members' patients. There are many reasons for this failure, but they primarily involve two 
areas: 

1) arbitrary definitions established by the RUCJPERC that unfairly penalize highly 
specialized procedures performed by physicians that require equipment and 
supplies for patient safety, and 

2) the underlying politicizing of the RUC process that pits medical specialties against 
each other and forces them to consider the political implications of each request as 
opposed to simply presenting the complete data set for discussion. 

Two examples of our experience will help explain why the final RUC recommendations to 
CMS severely underestimated the costs associated with non-facility outpatient cardiac 
catheterization procedures: 



1) Arbitrary definitions 
The RUC has established a definition that automatically disallows direct costs that 
are essential to patient safety in a cardiac catheterization lab. Specifically, the RUC 
will only count staffing, equipment, and supplies that are used in a "typical" case 
and they arbitrarily define "typical" as a case where these items are used at least 
51 % of the time. This definition disallows patient safety devices and equipment that 
are infrequently used, but are essential to quality patient care (e.g., "crash carts" 
with defibrillators and essential pharmaceuticals, and expensive wound closure 
devices). 

2) Politicized process 
COCA was fortunate to work collaboratively with the American College of 
Cardiology, allowing COCA physician members to present non-facility cardiac 
catheterization cost data to the PERC as part of the ACCICOCA team. However, 
the presentation data only included a portion of COCA'S actual direct cost data 
instead of the full report. This is because the nature of the current RUC process 
forces the medical specialty societies to balance their various constituents' requests 
instead of simply presenting data to be evaluated on their own merits. There is a 
strong perception that if the gap is too wide between the preexisting RUC data base 
and the new data being presented for clinical time, equipment or supplies, the new 
data is often considered suspect and rejected. In this specific case, the preexisting 
RUC data base for cardiac catheterization clinical staff time primarily reflected 
hospital data with little relationship to actual direct cost data for dedicated outpatient 
cardiac catheterization facilities, resulting in tremendous disparity. 

Proposed Rule PE RVU Impact 
It appears from the July 2, 2007 Proposed Rule that CMS has accepted the 2007 
PERClRUC direct cost recommendations for outpatient cardiac catheterization codes 
without considering the more accurate direct cost information that COCA provided to CMS 
in May 2007. As a direct result, the July 2, 2007 Proposed Rule would result in draconian 
cuts in reimbursement for cardiac catheterizations performed in medical cardiology 
practices and IDTF locations. If the 2007 conversion factor is applied to the technical 
components of the primary three CPT codes for a Left Heart Catheterization (93510TC, 
93555TC, and 93556TC) the reimbursement in 2008 would be reduced from the 2007 rate 
bv 32.18% and when fully implemented in 201 0 the total reimbursement reduction would 
be 49.0%. These severe cuts would undoubtedly result in the closing of the majority of 
non-facility outpatient cardiac catheterization labs in the country forcing Medicare patients 
who now benefit from improved access and lower costs into more acute and expensive 
hospital settings. 

The inappropriateness of the current rate setting process becomes self-evident when the 
proposed negative changes for outpatient diagnostic cardiac catheterization codes listed in 
the 2008 Physician Fee Schedule are compared with the proposed 2008 APC rate 
increase of 11.18% for APC 0080 "Diagnostic Cardiac Catheterization" published in the 
August 2, 2007 Federal Register (CMS-1392-P). It is clear that the RUC 
recommendations concerning the cost of performing these procedures are dramatically at 
odds with those that CMS determined for the same procedures performed in facility-based 



outpatient cardiac catheterization centers. This comparison is set out in the following 
chart: 

Comparison of Payment Rates by Site of Service for Family of Diagnostic 
Catheterization Codes (PFS 93510 TC, 93555 TC, 93556 TC and APC 0080) 

Actual Proposed Proposed 2008 PFS as 201 0 PFS as 
% of 2008 % of 2008 

2007 2008 2010 % Change APC APC 
APC 
Rate $2,283.55 $2,539.00 11.19% 

PFS 
Rate $2,138.56 $1,450.34 

PFS 
Rate $2,138.56 

COCA'S Request 

COCA requests that CMS review the additional cost data provided by COCA and revise 
the current proposed PE RVU's for outpatient cardiac catheterization procedures to values 
that more reasonably reflect the direct and indirect costs of providing these services. An 
additional solution would be to recognize the difficulty in determining direct and indirect 
costs for non-facility outpatient cardiac catheterization centers utilizing RUC criteria and tie 
reimbursement for these procedures to a reasonable percentage of the hospital APC rate 
for the same family of procedure codes. 

As COCA stated both in our 2006 written comments and during our August 12, 2006 
meeting with you and your senior staff, the costs of performing these services in facility 
and non-facility locations are remarkably similar based on actual experience from COCA 
members who administer both facility and non-facility cardiac catheterization centers. We 
view APC payment levels as a reasonable benchmark when accurately evaluating the 
Medicare Physician Fee Schedule payment methodology for outpatient cardiac 
catheterization procedures where the technical component can be billed separately. 

Conclusion 

We believe that you have no interest in supporting a flawed process that would drive non- 
facility cardiac catheterization centers out of business. We base this belief not only on our 
face-face discussions, but also on the statement CMS made in the July 2 Proposed Rule 
when expressing concern with service furnished under arrangement with a hospital 
because it "not only costs the Medicare program more, but also costs Medicare 
beneficiaries more in the form of higher deducfibles and coinsurance" (CMS-1385-P, 
pages 349-50). This concern about increased Medicare program and beneficiary costs 
must also apply to other services ... which is exactly the point we have expressed about 



non-facility outpatient cardiac catheterization centers from our first formal written 
comments about the proposed reimbursement cuts in 2006. 

We thank you for the opportunity to describe our concerns about the proposed rule, 
specifically as it relates to payment for cardiac catheterization-related procedures and the 
development of standards for centers that perform these procedures on an outpatient 
basis. 

We look forward to meeting with you and your staff aft& the comment period is over and 
before CMS finalizes the 2008 Physician fee Schedule. If you have any questions, please 
do not hesitate to contact me at (61 5) 776-1 81 0. 

Sincerely yours, 

Steve Blades 
President 



Submitter : Dr. Thomas Kozhimannil Date: 08/28/2007 

Organization : Brigham and Women's Hospital 

Category : Congressional 
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GENERAL 

GENERAL 

Leslie V. Norwalk. Esq. 
Acting Administrator 
Centers for Medicare and Medicaid Services 
Attention: CMS- 1385-P 
P.O. Box 80 18 
Baltimore, MD 2 1244-8018 

Re: CMS-1385-P 
Ancsthcsia Coding (Pan of  5-Ycar Review) 

Dear Ms. Norwalk: 

I am writing to exprcss my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schcdule. I am grateful that CMS has 
recognized the gmss undervaluation of anesthesia services, and that the Agency is taking steps to address this complicated issue. 

Whcn thc RBRVS was instituted, it created a huge payment disparity for anesthesiacare, mostly due to significant undervaluation of anesthesia work compared to 
other physician services. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just S 16.19 per unit. This 
amount does not cover the cost of caring for our nations seniors, and is creating an unsusta~nable system in which anesthesiologists are being forced away from 
areas with disproportionately high Medicare populations. 

In an cfforl to rcctify this untenable situation, thc RUC recommended that CMS increase the anesthcsia conversion factor to offset a calculated 32 percent work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undcrvaluation of anesthesia services. I am pleased that the Agency accepted this recommendation in its proposed mle, and I support full implementation of the 
RUC s recommendation. 

To ensurc that our patients have access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register 
by fully and immediately tmplementing the anesthesia conversion factor increasc as recommended by the RUC. 

Thank you for your consideration of this serious matter. 
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Submitter : Melanie Kunze 

Organization : River View High School 

Category : Other Health Care Professional 

Issue Areas/Cornments 

Date: 08/28/2007 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

Dear Sir or Madam: 

I am a nationally certified and Ohio licensed athletic trainer employed in a rural high school setting. I hold a masters degrce and attend over 25 hours of 
continuing education scminars cach years. I have served as an athletic uaincr for the past 13 years, yet I am concerned about provisions that may take away my 
livlihood. 

I am writing today to voice my opposition to the therapy standards and requirements in regards to the stafting provisions for rehabilitation in hospitals and 
facilitics proposed in 1385-P. 

While I am conccmed that these proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, I am more concerned 
that these proposed rules will crcate additional lack of access to quality health care for my patients. 

As an athletic trainer, I am qualified to perform physical medicine and rehabilitation serviccs, which you know is not the same as physical therapy. My education, 
clinical experience, and national certification exam ensure that my patients receive quality health care. State law and hospital medical professionals havc deemed 
me qualified to perform these services and these proposed regulations attempt to circumvent those standards. 

Thc lack of access and workforce shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be 
conccmed with the health of Americans, especially those in rural areas, to further restrict their ability to receive those services. The flexible current standards of 
staffing in hospitals and other rehabilitation facilitics are pertinent in ensuring patients receive the best, most cost-effective treatment available. 

Sincc CMS sccms to havc come to these proposed changes without clinical or financial justification, I would strongly encourage thc CMS to consider the 
recornmcndations of those professionals that are tasked with overseeing the day-to-day health care needs of their patients. I respectFully request that you withdraw 
thc proposed changcs rclatcd to hospitals, rural clinics, and any Medicare Pan A or B hospital or rehabilitation facility. 

Sinccrcly, 

Melanic Kunze. MS, ATC 
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Submitter : Mr. Jason Nussbaum 

Organization : Erskine College 

Category : Other Practitioner 

Issue Areas/Comments 

Date: 08/28/2007 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

Dear Sir or Madam: 

I am a certified athletic tmincr, and currently work in the college and university setting. I am certified by the National Athletic Trainers Association and The Board 
of Certification. 

I am writing today to voice my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and 
facilitics proposed in 1385-P. 

While I am conccmed that these proposed changes to the hospital Condit~ons of Participation have not recelved the proper and usual vetting. 1 am more concerned 
that thcse proposed rules will create additional lack of access to quality health care for my patients. 

As an athletic trainer. I am qualified to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My cducation, 
clinical experience, and national certification exam ensure that my patients receive qual~ty health carc. State law and hospital medical professionals have deemed 
me qualified to perfom1 these sewiccs and these proposed regulations attempt to circumvent those standards. 

The lack of acccss and workforce shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be 
conccmcd with thc health of Amcricans, especially those in mral areas, to further restrict their ability to receive those services. The flexible current standards of 
staffing in hospitals and other rehabilitation facilities are pertinent in ensuring patients receive the best, most cost-effective treatment available. 

Sincc CMS scems to have come to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the 
rccommcndations of those professionals that are tasked with overseeing the day-to-day health care needs of their patients. 1 respectfully request that you withdraw 
thc proposcd changes rclatcd to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility. 

Sincerely, 

Jason P Nussbaum, ATC 
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Dear Committee Members 

My name is Linda Platt Meyer and I am a certified athletic trainer in southwest Pennsylvania. 
I have earned a doctorate degree in Educational Leadership that has taught me to voice my 
opinion and lead others to do so as well. Leadership has also taught me to look to the 
future; be a visionary person who looks for better solutions to accomplish set tasks. 1 have 
been an educator and certified athletic trainer for 25 years; therefore I have observed and 
assisted our profession to evolve into an excellent, well-respected allied health profession 
that works directly (by law) with medical physicians. For the last 15 years, I have taught in  
an accredited undergraduate athletic training curriculum, and recently have begun to teach 
in an on-line master's degree program in exercise science and health promotion. 

I need to voice my strong opposition to the therapy standards and requirements in regards 
to the staffing provisions for rehabilitation in hospitals and facilities proposed in 1385-P for 
many reasons. I am gravely concerned that the proposed rules will create additional lack of 
access to "quality health care" for our everyday US citizens, including me in a few years 
down the road! This really scares me to think that our government would allow CMS to 
close the doors to a well-qualified professional (the certified athletic trainer) who has the 
skill set and education to provide quality medical services to a "soon-to-be" very large 
population in  need. It would be very different i f  my profession was not educated to work as 
an allied health professional, but we are qualified and educated to do so! I know, because I 
teach athletic training education and leadership every day and know what my students are 
studying, learning, seeing and doing as they work directly with physicians. 

I am sure that you know, as an athletic trainer, 1 am qualified to perform physical medicine 
and rehabilitation services, which you know is not the same as physical therapy. My college 
education, clinical experience, and national certification exam ensure that my patients 
receive top quality health care. As our population ages, we have many health related 
epidemics rising that include issues such as obesity, CVD, Diabetes, and CAI to  our many 
thousands of military heroes who are injured and come back to our Country in dire need of 
quality healthcare. By the way, do you know there are certified athletic trainers providing 
medical services within the athletic training domains that work directly with our military in 
Iraq and other parts of the world, as well as on military bases here in the United States? 
The military understands what athletic trainers can provide! What can't CMS? 

WHY WOULD YOU CHOOSE TO CLOSE DOORS TO A WELL QUALIFIED PROFESSION who 
already provides a very much needed service to our citizens? To me, this demonstrates 
very poor leadership; leadership that is choosing not to see the big picture in 5, 10, and 20 
years down the road; and leadership who makes decisions before the fact-finding mission is 
complete and correct. 

I am sure you are well aware of the lack of access (forget quality) and workforce shortage 
to fill therapy positions. Certified Athletic Trainers can assist with that workforce shortage. 
It is so irresponsible for CMS, which is supposed to be concerned with the health of 
Americans, to  further restrict our ability, as US citizens, to receive those services. 

Since CMS seems to have come to these proposed changes without clinical or financial 
justification, I would strongly encourage the CMS to consider the recommendations of those 
professionals that are tasked with overseeing the day-to-day health care needs of their 
patients. I respectfully request that you withdraw the proposed changes related to 
hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility. 

Finally, as a student and teacher of Steven Covey's "The 7 Habits o f  Highly Effective 
People", Covey states: 1. Be proactive; 2. Begin with the end in mind; 3. Put first things 
first; 4. Think win-win; 5. Seek first to understand, then to be understood; 6. Synergize; 



and finally, 7. Sharpen the 
care that is provided by all 
the greatest Country in the 

Saw. Let us work together to provide the utmost quality health 
qualified professionals, which Americans deserve. We ARE 

: world, let's start fulfilling that vision. 

My sincere respect to you, 
Linda Platt Meyer, EdD, ATC, PES 
Associate Professor 
California University of Pennsylvania 
meyer@cup.edu 



Submitter : Dr. Todd Knox 
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Lcslie V. Nonvalk, Esq. 
Acting Administrator 
Ccnters for Medicare and Medicaid Scrvices 
Attcntion: CMS-1385-P 
P.O. Box 801 8 
Baltimore, MD 21244-8018 

Rc: CMS-1385-P 

Anesthesia Coding (Pan of 5-Year Review) 

Dcar Ms. Nonvalk: 

I am writing to exprcss my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. I am grateful that CMS has 
rccognizcd thc gross undervaluation of ancsthesia scrvices, and that the Agency is taking steps to address this complicated issue. 

Whcn the RBRVS was instituted, it creatcd a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to 
othcr physician scrviccs. Today, more than a decade since the RBRVS took effcct, Medicare payment for anesthesia services stands at just $16.19 per unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
arcas with disproportionatcly high Mcdicarc populations. 

In an effort to rcctify this untcnablc situation, the RUC recommended that CMS incrcase the anestbcsia conversion factor to offset a calculated 32 percent work 
undervaluation a move that would result in an increase of nearly W.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undervaluation of anesthesia services. I am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the 
RUC s recommendation. 

To cnsurc that our patients have access to expert ancsthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register 
by fully and immcdiately implementing the anesthesia conversion factor increase as recommended by the RUC. 

Thank you for your consideration of this serious matter. 

Page 1280 of  2934 August 30 2007 08:35 AM 



Submitter : Dr. Gina Glick Date: 08/28/2007 

Organization : American Society of Anesthesiologists 

Category : Physician 

Issue Areas/Comments 

GENERAL 

GENERAL 

Lcslie V. Nonvalk, Esq. 
Acting Administrator 
Ccntcrs for Mcdicare and Medicaid Scrviccs 
Attcntion: CMS-1385-P 
P.O. Box 80 18 
Baltimore, MD 21 244-8018 
Rc: CMS-1385-P 
Ancsthcsia Coding (Part of 5-Year Rcview) 
Dear Ms. Nonvalk: 
I am writing to express my strongest support for the proposal to increase anesthesia paymcnts under the 2008 Physician Fce Schedule. I am grateful that CMS has 
rccognized the gross undervaluation of anesthesia services, and that the Agency is taking steps to address this complicated issue. 
When the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to 
other physician scrvices. Today, morc than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 per unit. This 
amount does not cover the cost of caring for our natlon s seniors, and is creating an unsustainable system in uhtch anesthesiologists are being forced away from 
areas with disproportionately high Medicare populations. 
In an effort to rectify this untenable situation, the RUC recommended that,CMS increase the anesthesia conversion factor to offset a calculated 32 percent work 
undervaluation a move that would result in an Increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undervaluation of anesthesia scrviccs. I am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the 
RUC s recommendation. 
To cnsurc that our paticnts have access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in thc Fcderal Register 
by fully and immcdiatcly implement~ng the anesthesia conversion factor increase as recommended by the RUC. 
Thank you for your consideration of this serious matter. 

Sinccrcly, 
Gina M. Glick M.D. 
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GENERAL 

GENERAL 

Leslie V. Norwalk, Esq. 
Acting Administrator 
Ccnters for Medicare and Medicaid Services 
Attcntion: CMS-1385-P 
P.O. Box 80 18 
Baltimorc, MD 2 1244-8018 

Re: CMS-1385-P 
Anesthesia Coding (Part of 5-Year Review) 

Dcar Ms. Norwalk: 

I am writing to express my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. 1 am grateful that CMS has 
rccognizcd thc gross undcrvaluation of ancsthesia services, and that the Agency is taking steps to address this complicated issue. 

When thc RBRVS was instituted, it created a huge paymcnt disparity for anesthesia care. mostly due to significant undervaluation of anesthesia work comparcd to 
othcr physician scrviccs. Today, more than a dccade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.1 9 pcr unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists arc being forced away from 
arcas with disproportionately high Medicare populations. 

In an cffon to rcctify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-stand~ng 
undcrvaluation of anesthesia services. I am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the 
RUC s recommendation. 

To ensure that our patients have access to cxpert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the FcderaI Register 
by fully and immediately implementing the anesthesia conversion factor increase as recommended by the RUC. 

Thank you for your consideration of this serious matter. 

Thank you, 

Robert J DiBencdetto MD 
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Leslie V. Nonvalk, Esq. 
Acting Administrator 
Centers for Medicare and Medicaid Services 
Attention: CMS- 1385-P 
P.O. Box 8018 
Baltimore, MD 2 1244-801 8 

Re: CMS-1385-P 
Anesthesia Coding (Part of 5-Year Review) 

Dear Ms. Nonvalk: 

I am writing to express my strongest support for the proposal to increase anesthesia 
payments under the 2008 Physician Fee Schedule. I am grateful that CMS has 
recognized the gross undervaluation of anesthesia services, and that the Agency is taking 
steps to address this complicated issue. 

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care, 
mostly due to significant undervaluation of anesthesia work compared to other physician 
services. Today, more than a decade since the RBRVS took effect, Medicare payment 
for anesthesia services stands at just $16.19 per unit. This amount does not cover the cost 
of caring for our nation's seniors, and is creating an unsustainable system in which 
anesthesiologists are being forced away from areas with disproportionately high 
Medicare populations. 

In an effort to rectify this untenable situation, the RUC recommended that CMS increase 
the anesthesia conversion factor to offset a calculated 32 percent work undervaluation-a 
move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a 
major step fonvard in correcting the long-standing undervaluation of anesthesia services. 
I am pleased that the Agency accepted this recommendation in its proposed rule, and I 
support full implementation of the RUC's recommendation. 

To ensure that our patients have access to expert anesthesiology medical care, it is 
impemtive that CMS follow through with the proposal in the Federal Register by fully 
and immediately implementing the anesthesia conversion factor increase as 
recommended by the RUC. 

Thank you for your considemtion of this serious matter 






















































































