
Submitter : Mr. Jonathan Thompson Date: 08/21 i2007 

Organization : Sand Hill Bone 

Category : Physical Therapist 

Issue Areas/Cornments 

GENERAL 

GENERAL 
I am writing on behalf of myself, Dr. Susan Ott, & Jeff Finn PA-C 

GENERAL 
" We appreciate the oppormnity to review some of CMS decision-making process as it contemplates changes to the Stark self-reierral re::ulations. 
"While CMS does not make specific proposals with rcgard to sonic of thc sclf-rcfcrral provisions, wc would likc to submit colnlncnrh and clarifications 

ANTI-MARKUP PROVISION 
"The fiscal and ethical intcgrity of tlic Mcdicarc program is a goal sl~arcd by all thosc who participatc in i t .  
" CMS decision to focus on the b~lling of d~agnostic tests of one physician or group where the diagnostic test is perfornied by so~nzonr: other than a full ti~iie 
employee is appropriatc. 
" CMS approach of paying the less of the Medicare fee schedule amount, actual charges, or the charges of the physic~an perfor~n~ng the diagnostic test is 
inherently reasonablc 
" However, we do request that CMS ensure that the calculation of payment level under the anti-markup provision place no new ad~nin~strative burdens on the 
billing physician or group. 

IN-OFFICE ANCILLARY EXCEPTION 
" We strongly challcngc somc of thc charactcrizations articulated in this scction of thc proposcd mlc. 
" CMS refers to hundreds of letters from physical therapists and occupational therapists that the in-office ancillary services exccpuon encourages physicians to 
create physical and occupational therapy practices. CMS does not elaborate any further on the propriety or harm of this activity 
" The advantages of physician ow~icd physical and occupational thcrapy practiccs to physicians, thcrapists and. most importantly, palicnts arc wcll undcrstood. 
" These practiccs givc paticnts morc placcs to choosc from to gct physical thcrapy scwiccs. In somc cascs. it may bc morc co~lvcnictii Ibr paticnts to obtain 
therapy at their physic~ans offices than have to travel somewhere else to get thein. 
" In addition, somc paticnts may fccl lnorc comfortablc knowing that thcir thcrapists and physicians arc working togcthcr at thc same location. 
"We request that CMS claboratc on its conccms in this arca, acknowledging that thc number of lcttcrs rcccivcd on a subjcct is not alaays intlicali\c of thr gravity 
of the issuc or necd for correction. 
" We also request that CMS cngagc in discussions with stakeholders on this issuc givcn thc obvious importancc of physician cxpc!.lisc. paticnt nccds, clinical 
quality, and thc appropnatc usc of Medicare rcsourccs in thc arca of physical thcrapy. 
" A drastic changc to this cxccption would bc hannful to patient ability to acccss ncccssary carc in an appropriatc and convcnicnt sc~ting with tlic ovcrsiglit cf thcir 
treating physician. 

ALTERNATIVE CRITERIA FOR SATISFYING CERTAIN EXCEPTIONS 
" We commend CMS on its attempt to bring rationality to thc strict cnforccmcnt of inadvcrtcnt form violations of thc scif-rcfcrral rcgl~lations. 
" However, we also bclievc that CMS should amcnd thc proposal so as not to bc so unilatcral on thc part of CMS. 
" Surely CMS can prcscrvc its authority. while simultaneously cnsuring that thosc that are subjectcd to this rulc and cxccption arc ablc to acccss thc bcncfits of it. 
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Submi t te r  : Lisa Pic Date: 08/21/2007 

Organizat ion : Lisa Pic 

Category : O t h e r  Heal th C a r e  Professional 

Issue Areas/Comments  

Background  

Background 

Ms. Leslie Norwalk. JD 
Acting Administrator 
Centers for Mcdicarc & Mcdicaid Scrviccs 
Department of Hcalth and Human Scwiccs 
P.O. Box 8018 RE: CMS 1385 P (BACKGROUND, IMPACT) 
Baltimore, MD 21244 801 8 ANESTHESIA SERVICES 

Dear Ms. Norwalk: 

As a member of thc Amcrican Association of Nursc Anesthetists (AANA), I writc to support thc Centcrs for Mcdicarc & Mcdicaiu Scrviccs (CMS) proposal to 
boost the value of anesthesia work by 32%. Under CMS proposed rule Medicare would increase the anesthes~a conversion factor (CF) by 15% in 2003 compared 
with current levels. (72 FR 38122. 7/12/2007) If adopted, CMS proposal would help to ensure that Certified Registered Nurse A~irsthet~sts (CRNAs) as 
Medicare Part B providcrs can continuc to providc Mcdicarc bcncficiarics with acccss to ancsthcsia serviccs. 

This increase in Mcdicarc paymcnt is important for scvcral rcasons. 

? First, as the AANA has previously statcd to CMS, Mcdicare currently undcr-rcimburscs for ancsthcsia scrviccs, putting at risk thc a~ailability of ancsthcsia and 
other healthcarc scrviccs for Mcdicarc bcncficiarics. Studics by tlic Mcdicarc Paynlcnt Advisory Co~nmission (McdPAC) and othcrc Iiavc dcmonstratcd that 
Medicare Part B rcimburscs for most scrviccs at approximatcly 80% of privatc niarkct ratcs. but rcimburscs for ancsthcsia scrviccs ai npproximatcly 40"" of privatc 
market rates. 
? Second, this proposed rule reviews and adlusts anesthesia services for 2008. Most Part B providers services had becn reviewed 2nd adlusted in previous years, 
effective January 2007. Howcvcr, the valuc of ancsthcsia work was not adjustcd by this proccss until this proposcd mlc. 
? Third, CMS proposed change in the relat~ve value of anesthesia work would help to correct the value of anesthesia services wli~cli Ihave long slipped behind 
inflationary adjustmcnts. 

Additionally, if CMS proposed change IS not enacted and if Congress fails to reierse the 10% sustainable growth rate (SGR) cut to Medicare payment. an a\erage 
12-unit anesthesia scrvicc in 2008 will bc rcimbursed at a ratc about 17% bclou 2006 paylncnt Icvcls. and lnorc than a third bclou 1992 paymcnt lcvcls (adjustcd 
for inflation). 

America s 36,000 CRNAs provide some 27 million anesthetics in the U.S. annually, in every setting requiring anesthesia serviccs. and arc the predominant 
anesthesia providcrs to rural and mcdically undcrscrvcd A~ncrica. Mcdicarc paticnts and hcalthcarc dclivcry in the U.S. dcpcnd on our scrviccs. Thc availability of 
anesthesia services depends in part on fair Med~care payment for them. I suppon the agency s acknowledgement that anesthesia p;i!.lr.eots have heen undervalued. 
and its proposal to incrcasc thc valuation cf ancsthcsia work in a manncr that boosts Mcdicarc ancsthesia paymcnt. 

Sincerely, 

Lisa C. Pic CRNA 
9508 S. 27th Strcct 
Bellevue, NE 68 147 
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Submitter : Dr. Dale Friesen Date: 08/21/2007 

Organization : Lawrence Anaesthesia, P.A. 

Category : Physician 

Issue AreaslComments 

GENERAL 

GENERAL 
Leslie V. Nonvalk. Esq. 
Acting Administrator 
Centers for Medicarc and Mcdicaid Scrviccs 
Attention: CMS- 1385-P 
P.O. Box 80 18 
Baltimore, MD 2 1244-80 18 

Re: CMS-1385-P 

Anesthesia Coding (Part of 5-Ycar Rcvicw) 

Dear Ms. Nonvalk: 

I am writing to cxprcss my strongcst support for tlic proposal to incrcasc ancsthcsia paylncnts undcr thc 2008 Physician FCC Schcdulc. I am gratcful that C'MS has 
recognized thc gross undervaluation of ancsthcsia scrviccs, and that tlic Agc~icy IS taking stcps to addrcss this complicatcd issuc. 

When the RBRVS was instituted. i t  crcatcd a hugc paymcnt disparity for ancsthcsia carc, mostly duc to significant undcrvaluatio:i ol'ancstlicsia work co~iiparcd to 
other physician scrviccs. Today, lnorc than a dccadc since thc RBRVS took cffcct, Mcdicarc paymcnt for ancsthcsia scrvlccs stands nl just $I 6.19 pcr uril. This 
amount does not cover the cost o fca r~ng  for our nation s senlors, and is creating an ulisustainable system In uhich anesthes~olog~sts are be~ng forced a&ay liom 
arcas with disproportionatcly high Mcdicare populations. 

In an effort to rectify this untcnablc s~tuation, thc RUC rccommendcd that CMS incrcasc the anesthesia convcrsion factor to offset a calculated 32 pcrccnt 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 corl.cctlng the long-standing 
undervaluation of ancsthesia services. I am plcased that the Agency acceptcd this rccommendation in its proposcd rule, and I support full implc~ncntation o f  thc 
RUC s recommendation. 

To ensure that our patients havc acccss to cxpert ancsthcsiology mcdical carc, it is impcrative that CMS follow through with tlic proposal in thc Fcdcral R~:g~stcr 
by fully and immediately implcmcnting thc ancsthcsia convcrsion factor incrcasc as rccommcndcd by tlic RUC. 

Thank you for your consideration of this scrious mattcr 

Dr. Dale W. Fricscn, M.D. 
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Submitter : Miss. Lisbeth Kovach 

Organization : Cleveland Clinic 

Category : Individual 

Issue AreasIComments 

Date: 08/21/2007 

GENERAL 

GENERAL 

Leslie V. Norwalk. Esq. 
Acting Administrator 
Centers for Medicarc and Mcdicaid Scrviccs 
Attention: CMS-1385-P 
P.O. Box 801 8 
Baltimore, MD 2 1244-801 8 

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

Dear Ms. Norwalk: 

I am writing to cxprcss my strongcst support for thc proposal to incrcasc ancsthcsia paymcnts undcr thc 2008 Physician FCC Schcdulc. I am gratcful that C'MS has 
recognized the gross undcrvaluati.>n of anesthesia scrviccs, and that thc Agc~icy is laking stcps to addrcss this complicated issuc. 

When the RBRVS was instituted, it crcatcd a hugc paylncnt disparity for ancsthcsia carc, mostly due to significant undcrvaluatio~i ofancsthesia work conlp;~rcd to 
other physician scrviccs. Today, morc than a dccadc sincc thc RBRVS took cffcct, Mcdicarc paymcnt for ancsthcsia scrviccs ati~nds at just $16.19 pcr unlt. T h ~ s  
amount does not cover the cost of carlng for our natlon s seniors, 'ind IS creatlng an unsusta~nable system In wh~ch anestl~es~olog~sts are k ing  forced away from 
areas with disproportionatcly high Mcd~carc populations. 

In an effort to rcctify this untcnablc situation, thc RUC recommcndcd that CMS incrcasc the anesthesia conversion factor to offsc: a c,,lculatcd 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 co-re(:ttng the long-standing 
undervaluation of ancsthcsia scrviccs. 1 am plcascd that the Agcncy acccptcd this rccommcndation in its proposed mlc. and I suppxr full implcmcntalion of tllc 
RUC s recommendation. 

To ensure that our paticnts havc acccss to cxpcrt anesthesiology mcdical carc. it is impcrativc that CMS follow through with tllc proposal in thc Fcdcral Rcgistcr 
by fully and immcdiatcly itnplc~ncnt~ng thc ancsthcsia convcr5ion factor incrcasc as rccommendcd by thc RUC. 

Thank you for your consideration of this scrious mattcr. 

Lisbeth Kovach 
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Submitter : Dr. Michae l  L a n g e  

O r g a n i z a t i o n  : L a w r e n c e  Anaesthesia ,  P.A. 

Category : Physic ian 

Issue Areas IComment s  

Date: 08/21/2007 

GENERAL 

GENERAL 
Leslie V. Notwalk, Esq. 
Acting Administrator 
Centers for Medicarc and Mcdicaid Scrviccs 
Attention: CMS-I 385-P 
P.O. Box 801 8 
Baltimore, MD 2 1244-80 18 

Re: CMS-1385-P 

Anesthesia Coding (Part of 5-Ycar Rcvlcs,) 

Dear Ms. Notwalk: 

I am writing to cxprcss my shongcst support for thc proposal to incrcasc ancsthcsia paymcnts undcr thc 2008 Physicia~l FCC Schcdulc. I am yatcful that CMS has 
recognized thc gross undcrvaluation of ancsthcsia scrviccs, and that thc Agcncy is tak~ng stcps to addrcss this complicatcd issuc. 

When the RBRVS was institutcd, it crcatcd a hugc paymcnt disparity for ancsthcsia carc. mostly duc to significant undcrvaluation ol'ancsthcsia work comparcd to 
other physician scrviccs. Today, morc than a dccadc sincc thc RBRVS took cffcct, Mcdicarc paymcnt for ancsthcsia serviccs stands at just $16.1 9 pcr unit. Il l is 
amount does not cover the cost of caring for our natlon s senlors. and is creating an unsustainable system in uhich anesthesiolog~sts are Lxing forced away from 
areas with disproportionatcly high Mcdicarc populations. 

In an effort to rectify this untcnablc situation, thc RUC rccommcndcd that CMS incrcasc thc ancsthcsia convcrsion factor lo offsc: a calculated 32 pcrccnt 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 ancsthcsia scrviccs. 1 am plcascd that thc Agcncy acccplcd this rccommcndation in its proposcd rulc, and I support full ilnplcmcn~aticin of thc 
RUC s recommendation. 

To cnsurc that our paticnts have acccss to cxpcrt ancsthcsiology ~ncdical carc, it is impcrarivc that CMS follow through with thc p~oposal in rhc Fcdcr;tl Rcysrcr 
by fully and immediatcly implcmcnting thc ancsthcsia convcrsion factor incrcasc as rccommcndcd by thc RUC. 

Thank you for your considcration of this scrious mattcr 

Dr. Michael D. Langc, M.D. 
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Submitter : Dr. Dan Roelofs 

Organization : Lawrence Anaesthesia, P.A. 

Category : Physician 

Issue AreasIComments 

Date: OX12 112007 

GENERAL 

GENERAL 
Leslie V. Nonvalk. Esq. 
Acting Administrator 
Centers for Mcdicarc and Mcdica~d Scrvicca 
Attention: CMS-I 385-P 
P.O. Box 801 8 
Baltimore. MD 2 1244-80 1 R 

Re: CMS-13x5-P 

Anesthesia Coding (Part of 5-Ycar Rcvicw) 

Dear Ms. Nonvalk: 

I am writing to exprcss my strongest support for the proposal to incrcasc ancstllcsia paymcnts undcr thc 2008 Physician FCC Sclicdulc. I am grarcful that C'MS has 
recognized thc gross undcrvaluation of ancsthcsia scrviccs, and that the Agcncy is taking stcps to addrcss this complicated issuu. 

When the RBRVS was instituted, it crcatcd a hugc paymcnt disparity for anchthcsia carc, mostly duc to signiticant undcrvaluation ~ii',lncsthcaia work cornparcd to 
other physician scrviccs. Today, morc than a dccadc sincc thc RBRVS took cffcct. Mcdicarc paymcnt for ancsthcsia scrviccs stand. at just $16.19 pcr 111111 This 
amount does not cover the cost of caring for our natlon s seniors. and IS creaung an unsustainable system in whlch anesthcs~olog~~ls Lire be~ng forced away lroln 
areas with disproportionatcly high Mcdicarc populations. 

In an effort to rcctify this untcnablc s~tuation, thc RUC rccommcndcd that C'MS incrcasc the ancsthcsia convcrsion factor to ofkcr cnlculatcd 3? pcrccnt work 
undervaluation a more that ~ o u l d  result In an Increase of nearly $3 00 per anesthesia unit and senfle as a Inasor step fonbard In cc.lrt.clIn the long-sta~ld~ng 
undervaluation of ancsthcsia scrvicch. I an1 plcascd that thc Agcncy acccptcd th~s  rccomnicndation in its proposcd rulc. and I sup:~ort FLIII implcnicntation ol'thc 
RUC s recommendat~on. 

To ensure that our paticnts havc acccss to cxpcrt ancsthesiology medical carc. it is imperative that CMS follow through w~th tl~c proposal in thc Fcdcral Rcgistcr 
by fully and immcdiatcly implcmcnting thc ancsthcsia convcrsion factor incrcasc as rccommendcd by thc RUC. 

Thank you for your considcration of this scrious mattcr. 

Dr. Dan 0. Roclofs. DDS 
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Submitter : Dr. John Lindsey Date: 08/21/2007 

Organization : Lawrence Anaesthesia, P.A. 

Category : Physician 

Issue AreaslComrnents 

GENERAL 

GENERAL 

Leslie V. Norwalk, Esq. 
Acting Administrator 
Centers for Mcdicarc and Mcdica~d Scrviccs 
Attention: CMS- 1385-P 
P.O. Box 801 8 
Baltimore, MD 2 1244-80 18 

Re: CMS-1385-P 

Anesthesia Coding (Part of 5-Ycar Rcvicw) 

Dear Ms. Norwalk: 

I am writing to cxprcss my strongest support for thc proposal to incrcasc ancsthcsia paylncnts undcr thc 2008 Physician FCC Schcdul~:. 1 am gratcful that CMS has 
recognized thc gross undcrvaluation of ancsthcsia scrviccs, and that thc Agcncy is taking stcps to addrcss this complicated issue 

When the RBRVS was instituted. it crcatcd a hugc paymcnt disparity for ancsthcsia carc, mostly duc to significant undcrvaluation o f  ancsthcsia ~ o r k  co~liparcd to 
other physician services. Today, morc than a dccadc sincc thc RBRVS took cffcct. Mcdicarc paymcnt for ancsthcsia scrviccs stands ; ~ t  just $16.19 pcr unit. This 
amount does not cover the cost of car~ng for our natlon s seniors. and is creatlng an unsustainable systelll in wh~ch anesthesiolog~sis arc being forced awa! from 
areas with disproportionately high Mcd~carc populations. 

In an effort to rcctify this untcnablc situation, thc RUC rccommcndcd that CMS incrcasc thc ancsthcsia convcrsion factor co offset a ccllculatcd 32 pcrccnt work 
undervaluation a move that would result in an increase of nearly $4 00 per anesthes~a unit and serve as a major step forward In correcting the long-standing 
undervaluation of ancsthcsia scn,iccs. I am plcascd that thc Agcncy acccptcd this rccommcndation in its proposcd n~lc,  and I suppot7 full implcmcntation of thc 
RUC s recommendat~on 

To ensure that our paticnts havc acccss to cxpcn ancsthcsiology mcdical carc, it is impcrative that CMS follow through with thc p~.dposal in thc Fcdcral Rcgistcr 
by fully and immediately implcmcnt~ng thc ancsthcsia convcrsion factor incrcasc as rccommendcd by thc RUC. 

Thank you for your consideration of this scrious mattcr. 

Dr. John D. Lindscy. M.D. 
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Submitter : Dr. Kortnee Sorbin 

Organization : Dr. Kortnee Sorbin 

Category : Physician 

Issue Areas/Comments 

Date: 08/21/2007 

GENERAL 

GENERAL 
Leslie V. Nomalk, Esq. 
Acting Administrator 
Centers for Mcdicarc and Mcdicaid Scrviccs 
Attention: CMS-1385-P 
P.O. Box 80 18 
Baltimore, MD 2 1244-801 8 

Re: CMS-1385-P 

, Anesthesia Coding (Part of 5-Ycar Rcvica,) 

Dear Ms. Norwalk: 

I am writing to cxprcss my strongest support for thc proposal to incrcasc ancsthcsia paymcnts undcr thc 2008 Pliysician Fcc Sclicd~~lc. I an1 gratcful that CMS has 
recognized thc gross undcrvaluation of ancsthcsia scrviccs, and that thc Agclicy is taking stcps to addrcss this complicated issuc. 

When the RBRVS was institutcd, it crcatcd aliugc payrncnt disparity for ancsthcsia carc. mostly due to significant undcrvaluation ol'ancsthcsia work collipal.cd to 
other physician scrviccs. Today, inore tlia~i a dccadc sincc thc RBRVS took cffcct, Mcdicarc payrncnt for ancsthcsia scrviccs sta~~clu at just $16.19 pcr u111t. This 
amount does not cover the cost of caring for our nations seniors, a~id  1s creating an unsustainable system in which anesthes~ologisl.; rirc being forced awa? liom 
areas with disproportionatcly high Mcdicarc populations. 

In an effort to rcctify this untcnablc situation. thc RUC rccommendcd that CMS incrcasc thc anesthcsia convcrsion factor to offsc~ a c alculatcd 32 ncrcclit 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 cou:ecling the long-standin2 
undervaluation of anesthesia serviccs. I am plcascd that thc Agcncy acccptcd th!s rccornmendation in its proposed rulc, and I supporl full irnplcmentation of thc 
RUC s recommendation. 

"Istcr T o  ensure that our paticnts havc acccss to cxpcrt ancsthcsiology nicdical carc, it is impcrativc that CMS follow through with thc ~)r~)posal ill thc Fcdcral I<c& 
by fully and immcdiatcly implcmcntilig thc ancsthcsiaconvcrsio~i factor incrcasc as rccommcndcd by thc RUC. 

Thank you for your considcratioii of this scrious mattcr. 
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Submitter : Dr. Tom Nique 

Organization : Lawrence Anaesthesia, P.A. 

Category : Physician 

Issue Areas/Comments 

GENERAL 

Date: 08/21/2007 

GENERAL 

Leslie V. Nonvalk, Esq. 
Acting Administrator 
Centers for Mcdicarc and Medicaid Scrviccs 
Attention: CMS-1385-P 
P.O. Box 8018 
Baltimore, MD 2 1244-801 8 

Re: CMS- 1385-P 

Anesthesia Coding (Part of 5-Ycar Rcvicw) 

Dear Ms. Nonvalk: 

I am writing to cxprcss my strongcst support for thc proposal to ir~crcasc ancsthcsi:~ paymcnts undcr thc 2008 Physician Fcc Schcdc~lc. 1 em gratcful that CMS has 
recognized thc gross undcrvaluation of ancsthcsia scrviccs. and t h ~ t  thc Agcnc) is taking steps to addrcss ;his complicated issuc. 

When the RBRVS was instituted, it crcatcd a hugc payrncnt dispar~ty for ancsthcsia carc, mostly due to significant undcrvaluation of ancsthcsia work compercd to 
other physician scrviccs. Today, marc than a dccadc sincc the RBRVS took cffcct. Mcdicare paymcnt for ancsthcsia scwiccs stands at just $16.19 pcr unit. This 
amount does not cover the cost of car~ng for our nation s seniors, and IS crcatlng an unsustainable system in which anesthesiologisrs ire being forced away from 
areas with disproportionatcly high Mcdicarc populations. 

In an effort to rectify this untcnablc situatioli, thc RUC rccommendcd that CMS incrcase the ancsthcsia convcrsion factor to offscl a cnlculatcd 32 pcrccnt work 
undervaluation a move that would result in ;in increase of nearly $4 00 per anesthesia unit and serve as a major step fonmrd in coii-ec~ing the long-standing 
undervaluation of ancsthcsia scn,iccs. 1 am plcascd that thc Agcncy acccptcd this recornmcndation in its proposcd rulc. and I sup\.i>l.I rull imnlcmcntation of thc 
RUC s recommendation. 

To ensure that our paticnts havc acccss to cxpcrt ancsthcsiology nicdical carc. it  is impcrativc that CMS follow through with thc pl.opi~sal in thc Fcdcral Rcsistcr 
by fully and immcd~atcly implcmcnting thc ancsthcsia convcnion facto<incl.casc as rccommcnded by thc RUC. 

Thank you for your consideration of this scrious mattcr. 

Dr. Tom A. Niquc, M.D. 
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Submitter : Date: 0812112007 

Organization : 

Category : Other Health Care Professional 

Issue Areas/Comments 

Physlcian Self-Referral Provisions 

Physician Self-Referral Provisions 

I am opposed to any changcs in thcsc polic~cs as: 
1. Policies in placc currently havc thc ability to prcvcnt abusivc bchavior. 
2. In-office availability of scrvicc prnvidcs for continuity of carc and highcr quality outcorncs. 
3. In-office servicc arc casicr to acccss. 
4. In-office servicc oftcn are at lowcr cost to thc paticnt to utilizc whcn considcration is givcn for paticnt travcl tirnc, casicr acccss to acrvicc locally and lowcr 
adminis~tive cost duc to fcw claims proccssing issucs. 
5. Physicians are faccd with cvcr incrcasing costs of doing busincss. Continuing to rcducc inafficc ancillary scrviccs would have a ncgativc ccono~nic ilnpact on 
physicians and lcad to further rcductions in acccss to patlcnt on Mcdicarc and Medicaid duc to thc nccd for physicians to rnaximilz incolnc from highcr paying 
patients to mect cxpcnscs. 
6. Evidencc from insurancc carricrs that wc dcal with shows that paticnts trcatcd in an integrated cnvironment havc lowcr cost and I>cttcr outcorncs. 
7. Markets that arc compctitivc always havc lowcr costs. Rcducing compctirion by restricting in-officc ancillary scrviccs will lcatl t c ~  Iiiglicr cost as supply 
decreases. 

Again, I am against any changcs to thc prcscnt in-officc ancillary scrvisc provisions as i t  rclatcs to PTIOT and imaging 
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Submitter : Mr. Michael Sorbin 

Organization : Mr. Michael Sorbin 

Category : Individual 

Issue AreasICommen ts 

Date: US12112007 

GENERAL 

GENERAL 
Leslie V. Norwalk, Esq. 
Acting Administrator 
Centers for Medicarc and Medicaid Scrviccb 
Attention: CMS-1385-P 
P.O. Box 80 18 
Baltimore, MD 21 244-80 18 

Re: CMS- 1385-P 

Anesthesia Coding (Part o f  5-Ycar Rcvicw) 

Dear Ms. Norwalk: 

I am writing to cxprcss my strongest support for thc proposal to incrcasc ancsthcsia psylncnts undcr thc 2008 Physician FCC Schc~lulc. 1 am b~atcful rhat ('MS has 
recognized thc gross undcrvaluation o f  ancsthcsia scrviccs. and that the Agcncy is taking stcps to addrcss this complicated issuc. 

When the RBRVS was institutcd, it crcatcd a hugc paymcnt disparity for ancsthcsia carc, mostly due to significant undcrvaluation of ancsthcsia work comparcd to 
other physician scrviccs. Today, marc than a dccadc sincc thc RHRVS took cffcct, Mcdicarc paymcnt for ancsthesia scrviccs stands nr just $16.19 pcr unit. This 
amount does not cover the cost of  carlng for our nation s seniors. and is creating an unsustainahle system In which anesthes~oiogis~s are k i n g  Sorced away irom 
areas with disproportionatcly high Mcdicarc populations. 

I n  an effort to rcctify this untcnahlc situation, thc RUC rccommcndcd that CMS incrcasc thc anesthcsiaconvcrsion factor to offcct a c2lculatcd 32 pcrccnt uork 
undervaluation a move that would result in an increase o f  nearly $4.00 per anestllesia unit and serve as a major step forward in coil.c:ting the long-standins 
undervaluation o f  ancsthcsia scrviccs. I am plcased that thc Agcncy acccptcd tins rccommcndation in its proposcd rulc, and I suppo~.t l'ull irnplc~ncntation cll'thc 
RUC s recommendat~on. 

To ensure that our paticnts havc acccss to cxpcrt ancsthcsiology mcdical cart, i t  is ilnperativc rhat CMS follow through with tlit proposal ~n thc Fcdcrsl Rcpis~cr 
by fully and immcdiatcly i~nplcmcnting thc ancsthcsia conversion factor incrcasc as rccommcndcd by thc RUC. 

Thank you Tor your considcration o f  this scrious mattcr. 
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Submitter : Dr. John Breth 

Organization : University of Kansas Medical Center 

Category : Physician 

Issue AreasIComments 

GENERAL 

Date: 08121 12007 

GENERAL 

Leslie V. Nonvalk. Esq. 
Acting Administrator 
Centers for Mcdicarc and Mcdicaid Scrviccs 
Attention: CMS- 1385-P 
P.O. Box 80 1 X 
Baltimore. MD 2 1244-80 18 

Re: CMS- 1385-P 

Anesthesia Coding (Pan of 5-Ycar Rcvicw) 

Dear Ms. Nonvalk: 

I am writing to exprcss my strongest support for tlic proposal to incrcasc ancsthcsia paylncnts undcr thc 2008 Physician FCC Sclicdulc. I am gratcful tliat C'MS has 
recognized thc gross undcrvaluation of ancsthcsia scrviccs, and tliat thc Agcncy is taking stcps to addrcss this complicated issuc. 

When the RBRVS was instituted, it crcatcd a hugc paymcnt disparity for ancsthcsia carc. mostly duc to significant undcrvaluatinli oT;~ncsthcsia sork co~iip~rcd to 
other physician scrviccs. Today, lnorc than a dccadc sincc thc RBRVS took cffcct, Mcdicarc paymcnt for ancsthcsia scrviccs stands at just $1 6.19 pcr unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which  anesthesiologist^ arc heing forced away tion1 
areas with disproportionatcly high Mcdicarc populations. 

In an effort to rcctify this untcnablc situation. tlic RUC rccommcndcd that CMS i~icrcasc thc ancsthcsia conversion factor to orfscl :I c:~lculatcd 32 pcrccnt work 
undervaluation a movc that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in corrccclng the long-stand~ng 
undervaluation of ancsthcsia scrviccs. I am plcascd tliat thc Agcncy acccptcd tllis recommendation i n  its proposcd mlc. and I supl?ol-i l u l l  i~nplc~ncntation of  tlic 
RUC s recommendation. 

To ensure that our patients havc acccss to cxpcrt anesthesiology mcdical carc, it is imperative that CMS follow through with thc prop~):ial in thc Fcdcral Rcg~stcr 
by l l l y  and irnmcdiatcly implcrncnting thc ancsthcsia convcrsion factor incrcasc as rccommcndcd by thc RUC. 

Thank you for your cons~dcration of this scrious matrcr 
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Submitter : 

Organization : 

Category : Physical Therapist 

Issue AreasICornments 

Date: 08/21/2007 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

To Whom It May Conccm: 

As a physical therapist in privatc practicc. physician owncd physical thcrapy practiccs liavc affcctcd thc nu~nbcr of rcfcrrals to OLII. clinic. Thcrc arc two pliy.;ician 
groups in thc arca that havc thcir own physical thcrapy practiccs. Sincc tlicsc practiccs opcncd, thc rcfcrrals to my clinic liavc tlranlCtricslly dccrcascd, dropping by 
more than 27%. 

These physician owncd physical thcrapy officcs wcrc sct up not for lack ofquality physical therapy in thc arca but to gencratc additional cash flow for thc doctors 
It is a conflict of intcrcst whcn you control thc numbcr of patients to your own physical therapy business. If you want to incrcasc your bottom linc, you scrid 
additional patients. You can not bc objcctivc as to who rcccivcs physical thcrapy and who does not. 

1 am supporting that physical therap) be removed from the in-office ancillary service exception to the federal physician self referral laws. 

Thank you. 
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Submitter : 

Organization : 

Date: 08/21/2007 

Category : Chiropractor 

Issue Areas/Comments 

Technical Corrections 

Technical Corrections 

Centers for Mcdicarc and Mcdica~d Scrv~ccs 
Department of Hcalth and Human Scrviccs 
Attention: CMS- I 385-P 
PO Box 8018 
Baltimore, Maryland 2 1244-80 18 

Re: TECHNICAL CORRECTIONS 

The proposcd rulc datcd July 12th contained an itcm under thc technical corrcctions scction calling for thc currcnt regulation that pcrn~its a bcncficiary to he 
reimbursed by Mcdicarc for an X-ray takcn by a non-trcating providcr and uscd by a Doctor of Chiropractic to dctcrminc a subl~~x~~tion.  bc climinatcd. I all1 
writing in strong opposition to this proposal. 

While subluxation docs not nccd to hc dctcctcd by an X-ray. in somc cascs thc paticnt clinically will rcquirc an X-ray to identify n whluxation or to rulc o ~ ~ t  any 
"red flags." or to also dctcrminc diagnosis and trcatmcnt options. X-rays may also bc rcquircd to hclp dctcrminc thc nccd for furtl~c~.~liagnostic tcsting. i.c. MRI 
or for a refcrral to thc appropriatc spccialist. 

By limiting a Doctor of Chiropractic from rcfcrring for an X-ray study. thc costi for paticnt carc will go up significantly dlh: ro thc ncccssity o f a  rcfcrral to 
another providcr (orthopcdist or rhcu~natologist. ctc.) for duplicative evaluation prior to rcfcrral to thc radiologist. With fivcd incomcs and limitcd rcsourccs 
seniors may choosc to forgo X-rays and thus nccdcd trcatmcnt. If trcatmcnt is dclaycd illnesses that could be lifc thrcatcning may not bc discovcrcd. Simply put. 
it is the paticnt that will suffcr as rcsult of this proposal. 

1 strongly urgc you to tablc this proposal. Thesc X-rays, if nccdcd, arc intcgral to thc ovcrall trcatmcnt plan of Mcdicarc paticnls and, again, it is ultimatcly thc 
patient that will suffcr should this proposal bccomc standing regulation. 

Sincerely, 

Joseph Labriola, DC 
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Submitter : Dr. Anthony liovac 

Organization : University of Kansas Medical Center 

Category : Physician 

Issue AreaslComments 

Date: 0812 112007 

GENERAL 

GENERAL 
Leslie V. Nonvalk, Esq. 
Acting Administrator 
Centers for Mcdicarc and Mcdicaid Scrviccs 
Attention: CMS-1385-P 
P.O. Box 801 8 
Baltimore. MD 2 1244-80 18 

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

Dear Ms. Nonvalk: 

I am writing to cxprcss my strongcsl support for thc proposal to incrcasc a~lcsthcsia paymcnts under thc 2008 Physician Fcc Schcd~l:. I am gratcful that CMS has 
recognized thc gross undervaluation of ancsthcsia scrviccs, and that thc Agcncy is taking atcps to addrcss this complicated issuc. 

When the RBRVS was institutcd, it crcatcd a llugc paymcnt disparity for ancsthcsia carc, mostly duc to significant undcrvalua~ioii or;lncsthcsia work comparcd to 
other physician scrviccs. Today, lnorc than a dccadc sincc thc RBRVS took cffcct. Mcdicarc paymcnt for ancsthcsia scrviccs stands 81 just $16.19 pcr unit. This 
amount does not cover the cost of caring for our nations seniors, and is creating an unsustainable system in which anesthesiologisis are being forced ahay liom 
areas with disproportionatcly high Mcdicarc populations. 

In an effon to rectify this untenable situation, thc RUC recommcndcd that CMS increasc the anesthcsia convcrsion factor to offscl ;I c~.lculatcd 32 pcrccnt work 
undervaluation a move that would result in an Increase of nearly $4.00 per anesthesia unit and serve as amajor step forward i i l  corrtcting the long-standlilg 
undervaluation of ancsthcsia scrviccs. I am plcascd that thc Agcncy acccptcd this rcconimcndation in its proposcd mlc, and I sclpp,il.( full ~mplcnlcntation of thc 
RUC s recommendation 

TO ensure that our paticnts havc acccss to cxpcn anesthesiology rncdical carc. it is impcrativc that CMS follow through with tlic pcollasal in the Fcd~.ral Kcgistcr 
by fully and immcdiatcly ilnplcmcntlng thc ancsthcsia convcrsion Ic tor  incl-casc as rccommcndcd by thc RUC. 

Thank you for your considcration of this scrious matter. 
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Submitter : Dr. Cameron Burrup Date: 0812 112007 

Organization : Anesthesia Associates of New Mexico 

Category : Physician 

Issue Arens/Comments 

GENERAL 

GENERAL 

Leslie V. Nonvalk, Esq. 
Acting Administrator 
Centers for Medicarc and Mcdicaid Serviccs 
Attention: CMS-1385-P 
P.O. Box 80 18 
Baltimore, MD 2 1244-80 18 

Re: CMS-1385-P 
Anesthesia Coding (Pan of 5-Ycar Rcvicw) 

Dear Ms. Nonvalk: 

I am writing to cxprcss my strongest support for thc proposal to incrcasc ancsthcsia payrncnts undcr thc 2008 Pliysician Fcc Schcdulc. 1 am gratcful that <'MS has 
recognized thc gross undervaluation of ancsthcsia scrviccs, and that thc Agcncy is taking stcps to addrcss this compllcatcd issue. 

When the RBRVS was instituted, it crcatcd a hugc paymcnt disparity for ancsthcsia carc. mostly duc to significant undcrvaluatio~; oiancslhcsia work couiparcd to 
other physician serviccs. Today, morc than a dccadc sincc thc RBRVS took cffcct, Mcdicarc paymcnt for anesthesia scrviccs stands at just $16.1 9 pcr unit. This 
amount does not cover the cost of caring for our nation s seniors, and is crear~ng an unsustainablr system In which anesthes~ologists are be~ng forced a\+ay liom 
areas with disproponionatcly high Mctlicarc populations. 

In an effort to rcctify this untcnablc situation, thc RUC rccommcndcd that CMS incrcasc thc ancsthcsia conversion factor to offsct a i;ilculatcd 32 pcrccnt work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unlt and serve as a major step forward I n  correcting the long-standing 
undervaluation of ancsthcsia scrviccs. 1 am plcascd that thc Agcncy acccptcd this rccommcndation in its proposcd rulc, and I suppt~i-t full ilnplcrncntatio~, of thc 
RUC s recommendatton. 

To ensure that our paticnts havc acccss to cxpcn ancsthcsiology medical caw, i t  is inipcrative that CMS fc~llow through with thc pruposal in thc Fcdcral Rcgistcr 
by fully and immcdiatcly implcmcnting tllc ancsthcsia convcrsion factor inel-casc as rcco~nmendcd by the RUC. 

Thank you for your considcration of this scrious mattcr. 
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Submitter : Dr. Jana Goldsich 

Organization : Dr. Jana Goldsich 

Category : Physician 

Issue Areas/Cornrnents 

Date: 08/21/2007 

GENERAL 

GENERAL 

Leslie V. Nonvalk, Esq. 
Acting Administrator 
Centers for Mcdicarc and Mcdicaid Scrviccs 
Attention: CMS- 1385-P 
P.O. Box 80 18 
Baltimore, MD 21 244-801 8 

Re: CMS-1385-P 
Anesthesia Codlng (Part of 5-Ycar Revlcw) 

Dear Ms. Nonvalk: 

I am writing to cxprcss my strongcsL support for thc proposal to increasc ancsthcsia paymcnts undcr thc 2008 Physician FCC ScIir.d:~lc. I am gratcful that Cb1S has 
recognized thc gross undervaluation of ancsthcsia scrviccs, and that thc Agcncy IS taking stcps to addrcss this complica~cd issuc. 

When the RBRVS was instituted, it crcatcd a huge paymcnt disparity for ancsthcsia carc. mostly due to significant undcrvaluatic11- tj''i~ncbthc;ia work co~nparcd to 
otherphysician scrviccs. Today, morc than a dccadc sincc thc RBRVS took cffcct, Mcdicarc payrncnt for ancsthcsia scrviccs stal~ds ar just $16.1 9 per unit. This 
amount does not cover the cost of caring for our nation s seniors. and is creatlng an unsustainable system in wh~ch anesthesiolog~st$ ;ire being forced anah lioin 
areas with disproportionately high Mcdlcarc populations. 

In an effort to rcctify this untcnablc bituation. thc RUC rccommcndcd that CMS incrcasc thc ancsthcsia convcrsion factor to offset ;I L:~lculatcd 32 psrccnt \vork 
undervaluation aniove that uould result In an increase of nearly $4 00 per anesthesia unit and serve as a malor step fonvaid il l  tor-?cling thc long-st;~ndrng 
undervaluation of ancsthcsia scrvicc,. I a$n plcascd that thc Agcncy accepted ~111s rcc~~nlnicndation ~n its proposcd rulc, and i ~ p 1 ~ ~ 1 . t  li~ll im~lcnicntatio~l 11I'1hc 
RUC s recommendation 

TO ensure that our paticnts havc acccss to cxpcrt ancsthcsiology mcdical carc, i t  1s iinpcrative that CMS follow through with lllc n-rillo~al in thc Fcdcr-al Rcsistcr 
by fully and irnmcdiatcly implcmcnti~ig tllc ancsthcsia convcrsion factor incrtass as rccommendcd by the RCC. 

Thank you for your considcratiori of this scrious mattcr. 
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Submitter : Dr. peter hild 

Organization : Dr. peter hild 

Category : Physician 

Issue AreaslComments 

Date: 08/21/2007 

GENERAL 

GENERAL 

Leslie V. Nonvalk, Esq. 
Acting Administrator 
Centen for Mcdicarc and Medicaid Serb iccs 
Attention: CMS- 1385-P 
P.O. Box 80 18 
Baltimore, MD 21244-801 8 

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

Dear Ms. Nonvalk: 

I am writing to cxprcss my strongest support for thc proposal to incrcasc ancsthcsia paytncnts under thc 2008 Physician FCC Schctlulc. I am gratcful that ('MS has 
recognized thc gross u~idcrvaluation of ancsthcsia scrviccs, and that thc Agcncy is taking stcps to addrcss this complicated issuc. 

When the RBRVS was instituted, it crcatcd a hugc paymcnt disparity for ancsthcsia carc, mostly duc to significant undervaluation ol"ancstl1csia work comparcd to 
otherphysccian scrviccs. Today, morc than a dccadc sincc thc RBRVS took cffcct. Mcdicarc paymcnt for ancsthcsia scrviccs stand> at just $16. I9 pcr unit. This 
amount does not cover the cost of car~ng for our nation s seniors, and is creatlng an unsustainable system in h h ~ c h  anesthes~olog~sts are being tbried awaq from 
areas with disproport~onatcly high Mcdicarc populations. 

In an effort to rectify this untcnablc situation, thc RUC rccommcndcd that CMS incrcasc thc ancsthcsia convcrsion factor to o f f d  a c'~lci.latcd 32 pcrcclit 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 corrcctlng the long-stand~~ig 
undervaluation of ancsthcsia scrviccs. 1 am plcased that thc Agency acceptcd this recommendation in its proposcd rulc, and I support full implcmenmtion ol'thc 
RUC s recommendation. 

To ensure that our patients haveacccss to cxpcri ancsthcsiology mcdical carc, it is impcrative that CMS follow through with th: proposal in thc Fcdcral Rc~istcr 
by fully and immcdiatcly implcmcnting the ancsthesia convcrsion factor incrcnsc as rccommcndcd by thc RUC. 

Thank you for your considcration of this scrious mattcr. 
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Submitter : Ms. Beverly Lynch Date: 08/21/2007 

Organization : Orthopaedic Surgeons of New Jersey 

Category : Health Plan or Association 

Issue AreasIComments 

GENERAL 

GENERAL 
GENERAL 
? We apprectate the opportunity to rcvlew some of CMS dec~sion-making procc;s as it contemplates changes to the Stark self-rslcrrul regulations. 
? While CMS docs not nlakc spccitic proposals with rcgard to somc of t l~c sclf-rcrcnal provisions, wc would likc to submit con:~iiaits and clarifications. 

ANTI-MARKUP PROVISION 
?The fiscal and cthical integrity of tlic Mcdicarc program is a goal sharcd by all thosc who participate in it. 
? CMS decision to focus on the billing of diagnostic tests of one physician or group %here the diagnostic test is performed by someone other than a full time 
employee is appropriatc. 
? CMS approach of paying the less of the Med~care fee schedule amount, actual charges, or the charges of the physician perforln~lig the diagnostic test 1s 
inherently reasonable 
?However, we do request that CMS ensure that the calculation of payment level under the anti-markup provision place no neh ;~dm~nistrative burdens on the 
billing physician or group. 

IN-OFFICE ANCILLARY EXCEPTION 
? W e  strongly challenge somc of thc characterizations articulated in this scction of thc proposcd rulc. 
? CMS refers to hundreds of letters from physical therap~sts and occupational therapists that the in-office anctllar). services excep:lon cncourclges phvsicians to 
create physical and occupattonal therapy practices. CMS does not elaborate any further on the propriety or harm of this activity 
? Thc advantages of physician owncd physical and occupational therapy practiccs to physicians, thcrapists and, most importantly. pa~it:nts arc wcll undcrstood. 
? These practiccs givc paticnts morc placcs to choosc from to gct physical thcrapy scrviccs. In somc cascs, it niay bc lnorc convt:~~icnt for paticnts to vbt:~in 
therapy at their physicians ollices than have to travel somewhere else to get them. 
7 In addition, somc paticnts may fecl morc comfortable k n o ~ i n g  that thcir thcrapists and physicians arc working togcthcr at thc scmc location. 
? We request that CMS claboratc on 11s conccrns !n this arca, acknowledging that thc numbcr oflctters rcccivcd on a subjccr is ncli alirays indicativc of thc gravity 
of the issue or nccd for correction. 
? W e  also rcqucst that CMS cngagc in dis.cussions with stakeholders on this issuc givcn thc obvious importancc of physician cxpcrtii;c, paticnt nccds, clinical 
quality, and thc appropriatc usc of Mcdicarc rcsources in thc arca of physical thcrapy. 
? A drastic changc to this cxccption would bc harmful to paticnt ability to access ncccssary care in an appropriatc and convcnicnt scnil!g ~ . i t h  thc oversight of their 
treating physician. 

ALTERNATIVE (:RITERIA FOR SATISFYING CERTAIN EXCEPTIONS 
? W e  cornmcnd CMS on its attcmpt lo hriog rationality to thc strict cnforccmcnl of inadvcrtcnt form violations of thc sclf-~efcrral t'cy~llations. 
? Howevcr, wc also bclicvc that CMS should amcnd thc proposal so as not to bc so unilateral on thc part of CMS. 
? Surely CMS can prcscrvc its authority. whilc siniultancously cnburing tliat tliosc that arc subjcctcd to this rulc and cxccp~ion ; I ~ C  ;~hlc to acccss thc hcnctil~ of it. 
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Submitter : Mr. James A r m e n t r o u t  Date: 08/21/2007 

Organization : Mr. James A r m e n t r o u t  

Category : Physical  T h e r a p i s t  

Issue Areas /Comments  

Physician,Self-Referral Provis ions  

Physician Self-Referral Provisions 

I am a Physical Thcrapist that has bccn in practicc for I0 ycam. I havc sccn in that pcriod of timc growing abusc of tlic Stark I .a\\. I Ilavc sc:n a trend of norc 
physicians opcning up thcir own physical thcrapy clinics. Unfortuliatcly when !physicians have a vcstcd intcrcst in a physical thc~:,py cl~nic. ! have noticcd ~hcy  
tend to refer solely to thcir own clinic. Thcy also rarcly, if cvcr, disclosc to thcir paticnts that thcy own thc clinic or that thc palicl~t 11;~s a choicc to go whcrcvcr 
they want. Since paticnts typically will do whatcvcr thcir physician rccommcnds. thcir frccdom of cholcc to yo wherc thcy want Sol- thcir physical therapy is bcing 
taken away. This strongly impacts tlic physical thcrapy clinics that arc not physician owncd sincc in most statcs it is rcquircd to II:IW a physicians rcfcrrnl fiv 
physical therapy. Thc frcc markct compctition is bcing taken away. Many clinics arc struggling and going out of busincsb bcrailhc tlrc lcfcrral sourccs arc not 
sending anymorc paticnts sincc thcy l~avc no financial profit ?om clinics thsy do not own. Anothcr trcnd I havc noticcd is many ciflhcsc clinics hacc I-: 
physical therapists on staff and the rcst of the staff is support staffitcchs. By doing this they keep costs down and incrcasc protil margins, but arc committing 
fraud by billing for physical thcrapy scrviccs that arc bcingcarried out by non-lizcnscd staff. Finally, t l ~  paticnts I havc trcatcd ovcr ~ h c  ycars that lia\c gonc to 
physician owncd clinics havc commcntcd that tlic carc "was not vcry good" and thcy wcnt for a high nurnbcr of visits. Thc lnorc palicnts that physicians can rcfcr 
to therhselvcs, thc lnorc visits that thcy can see thcsc paticnts thc lnorc moncy thcse physicians will makc. 

I ask that you takc this information into consideration and makc changcs to tlic Stark Law to allow a frcc markct compctition. This \ \ . i l l  also hclp with thc overall 
expense to thc govcrn~ncnt evcry ycar with physical thcrapy scnriccs. Our aging population will continuc to glow and bc in nccd of'physical thcrapy. bul wc must 
act now to makc thc changcs nccdcd to give thcsc paticnts thc choicc to find the bcst carc in their arca that will not lcad to ovcl- uli,i;.ilrion and an cxcc.;si\:s 
expense to thc govcmmcnt. 

Sincerely, 

James Armentrout, MS. PT. CFMT, Ccrt. MDT 
Physical Thcrapist 
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Submitter : Ms. joanne hart 

Organization : Ms. joanne hart 

Category : Other Practitioner 

Issue AreasIComments 

GENERAL 

GENERAL 
I feel that rchab (PT) paticnts should havc thc right to go to physician officc rehab facili~ics. This allows for thcir pcrsonal physici:~n in monitor their proccss 
more closcly as thc thcrapists and physici;in can customize a program for thc paticnt. Also, it allows marc frcc compctition, ortd as. ail individual thiscan ~.csult in 
a lower cost to mc. Why wouldn't Ihc govcmmcnt want to providc thc ability for convcnicncc of multi-placcs to gct a hcalth carc scr\ icc at pcrhaps a lnorc 
competitive ratc? 
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Submitter : Dr. James Ross 

Organizntion : Cardiology Associates, PC 

Category : Physician 

Issue AreasIComments 

Date: 08121 12007 

GENERAL 

GENERAL 
Coding--Additional Codcs From 5-Ycar Rcvicw. 72 Fedcral Rcgistcr 38122. Paymcnt for Dopplcr flow studics as part of the cclios;i~-d~ogram should not bc 
discontinued. Paymcnt is rcquircd as rci~nbursc~ncnt for thc physician's t i~nc to rcad thc Doppler study, thc tcch's time to do tllc st~:d!~, and for thc cost of huying 
the Doppler equipnicnt. 
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Submitter : Mr. David Schwytzer, CRNA Date: 08/21/2007 

Organization : KyANA 

Category : Other Health Care Professional 

Issue AreadComments 

Background 

Background 

August 2 1.2007 

Ms. Leslie Nonvalk, JD 
Acting Administrator 
Centers for Mcdicarc & Mcdicaid Scrviccs 
Department of Hcalth and Human Scrviccs 
P.O. Box 80 1 8 
Baltimore, MD 21 244 801 8 

RE: CMS 1385 P (BACKGROUND. IMPACT) 
ANESTHESIA SERVICES 

Dear Ms. Nonvalk: 

As a membcr of the American Association of Nursc Anesthetists (AANA). I writc to support thc Ccntcrs for Mcdicarc & Mcdicaid Scrviccs (CMS) proposal to 
boost the value of anesthesia work by 32%. Under CMS proposed rule Med~care would increase the anesthesia conversion facto~.(C'F) by 15% in 2008 compared 
with current levels. (72 FR 38122, 7/12/2007) Ifadopted, CMS proposal would help to ensure that Certtfied Registered Nursz Anchlliet~sts (CRNAs) as 
Medicarc Part B providcrs can continue to providc Mcdicarc bcncficiarics with acccss to ancsthcsia scrviccs. 

This increasc in Mcdicarc paymcnt is important for scvcral rcasons 

'First, as thc AANA has previously statcd to CMS, Mldicarc currently undcr-rcimburscs for ancsthcsia scrviccs. putting at risk tlic ;tvailability of ancsrhcsia and 
other healthcarc scrviccs for Mcdicarc hcncficiarics. Studics by thc Mcdicarc Paymcnt Advisory Commission (McdPAC) and othsrs havc dcmolistratcd that 
Medicare Part B rcimburscs for most scrviccs at approximatcly 80% of privatc markct ratcs, but rcimburscs for ancsthesia scrviccs ac approximatcly 4094 uf privatc 
market ratcs. 
' Second, this proposed mle reviews and adjusts anesthesia serviccs for 2008. Most Part B providers services had been rzv~ewed and adjusted in previous vears, 
effective January 2007. Howcvcr, thc value of ancsthcsia work was not adjustcd by this process until this proposcd rule. 
' Third, CMS proposed change in thz relative value of anesthesia work would help to correct the value of anesthesia servlces which have long slipped behind 
inflationary adjustments. 

Additionally, if CMS proposed change is not enacted and if Congress fails to reverse the 10Y0 sustainable growth rate (SGR) cut to Lledicarc pavmcnt. an  average 
12-unit ancsthcsia scrvicc in 2008 will bc rcimburscd at a ratc about 17% below 2006 paymcnt Icvcls, and morc than a third below 1992 p.iynicnt lc\cls (adjusted 
for inflation). 

Americas 36,000 CRNAs provide some 27 million anesthetics in the U.S annually, in every setting requiring anesthesia serviccs. <lnJ are thc p redom~n~~n~ 
anesthesia providcrs to rural and medically undcrscrvcd America. Mcdicarc paticnts and hcalthcare dclivcry in the U.S. dcpcnd err, 0111. scrviccs. Shc a\ allability of 
anesthesia services depends In part on fair Medicare payment for them. I support the agency s acknowledgement that anesthesia !:a\ Inents have been undzrvalued, 
and its proposal to incrcasc thc valuation of ancsthcsia work in a lnanncr that boosts Mcdicarc anesthesia paymcnt. 

David Schwytzcr, CRNA 
PRESIDENT, KENTUCKY ASSOCIATION OF NURSE ANESTHETISTS 
7004 NEW BERN COURT 
Prospect, KY 40059-9668 
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CMS- 1385-P-6957 

Submitter : Dr. Paul Friedman 

Organization : DermSurgery Associates 

Category : Health Care Professional or Association 

Issue AremlComments 

Date: 0812 112007 

Coding-Multiple Procedure 
Payment Reduction for Mohs 
Surgery 

Coding--Multiple Procedure Payment Reduction for Mohs Surgery 

I t  is inappropriatc to subjcct 173 1 I and 173 13 to thc rnultiplc proccdurc rcduction rulc for rcpairs pcrformcd on thc samc day as t ! ~  Mohs proccdurc or for 
multiple Mohs lcsion cxcisions pcrformcd on thc sanlc day. Following arc somc conccrns rcgarding tlic proposcd changcs to thc hlcd~carc 2008 Fcc Schcdulc: 

" This proposal will negatively impact Medicare bzneticiaries access to tirnsl\ and quality care and application o f  the Multiplt Prozcdure Reduction Rule \bil l  not 
likely generatc significant cost savings and may paradoxically incrcasc thc cost o f  providing carc to thcsc paticnts. 

" B y  removing the exempt status of  the hlohs codts. Medicare be:leficiaries access to t~mely and quality care hill be effected App11c;ltion of the proposetl rule to 
a sccond tumor trcatcd on the samc day will mcan that reimburscnlcnt for thc sccond proccdurc docs not covcr thc cost o f  providi!lg tlic scrvicc. This will affcct 
Medicarc bencficiarics disproportionately, sincc thc incidcncc o f  skin canccrs pcaks in Medicarc-agc paticnts, who arc most likcly lo lhavc ~nultiplc tumors. 

" Patients who arc irnmuno-supprcsscd from organ transplantation, canccr chcmothcrapy, infection or othcr discascs are at signifi cantly highcr risk for skin canccrs 
and often havc multiplc tumors. Many o f  thcsc paticnts are also Mcdicarc bcncficiarics. Thcse imrnuno-suppressed paticnts arc no! only at highcr risk for canccrs 
but also at highcr risk for potential rnctastascs and possibly dcatli from skin canccrs, cspccially squamous ccll carcinoma. 

"When Mohs proccdurcs arc pcrforlncd with highcr-valucd rcpairs such as flaps or grafts. application o f  thc MPRR to thc Mohh codcs wil l  rcsult i n  rcduccd 
reimbursement for Mohs that doesn t cover the cost o f  the procedure. Likew~se. for lower-valued repairs such as intertnediatc and co~~iplex laycred closurc~. which 
are the most commonly pcrformcd rcpairs, rcduccd rcimburscmcnt will not covcr tlic cost o f  thc rcpair. 

"Because o f  the dual componcnts o f  surgury and pathology associatcd with each Mobs surgery proccdurc, thcrc is no gain in cffic cilc'ics when rnl Itiplc. scparate 
procedures arc performed on thc samc datc, making application of  thc rcduction inappropriate. 
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Submitter : Jonathan Nugent Date: 08/21/2007 

Organization : Jonathan Nugent 

Category : Physical Therapist 

Issue Areas/Comments 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

I am strongly cncouraging thc elimination of physical thcrapy scwiccs from in-officc ancillary scrviccs. Thc ability of a pllysici:m :o sclf-rcfcr for financial profit 
is ripe with opportunities for fraud and abuse as wcll as limiting thc individuals option to scck thc physical therapist of hishcr cl~oicc. Indccd. O[G audits 
discovend alarming mtcs of fraudulent billing within physician-owncd physical thcrapy practiccs. This practicc rcflccts ncgativcl! 011 thc cntire physical tllcrapy 
profession. Furthermore. many physicians do not follow APTA guidclincs and usc unlisccnccd and unqualified staff to dclivcr scrviccs under a standard protocal. 
Finally, the significant prolifcratinn of physician-owncd practiccs has drivcn many cxcellcnt physical thcrapists out of busincss and lcft othcr thcrapists with Iittlc 
options exccpt to work for a physician. 
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Submitter : Dr. John Goeders 

Organization : Dr. John Goeders 

Category : Physician 

Issue AreaslComments 

GENERAL 

GENERAL 

Leslie V. Norwalk, Esq. 

Date: 08121/21)07 

Acting Administrator 

Centers for Medicare and Mcdicaid Scrviccs 

Attention: CMS-I 385-P 

P.O. Box 80 18 

Baltimore, MD 2 1244-80 18 

*Re: CMS-1385-P* 

*Anesthesia Coding (Part of 5-Year Rcvicw)*** 

Dear Ms. Nonvalk: 

I am writing to cxprcss lily strongest support for tlic proposal to incrcasc ancstlicsia paymcnts under thc 2008 Physician Fcc Schcdi~lc. I am grateful that CMS has 
recognized thc gross undervaluation of ancsthcsia scrviccs, and that tlic Agclicy 1s taktng steps to addrcss this complicatcd issuc. 

When the RBRVS was institutcd, it crcatcd a hugc paymcnt disparity for ancsthcsia carc, mostly due to significant undcrvaluatio~i ol'ancsthcsia work comparcd to 
other physician scrviccs. Today, morc than a dccadc sincc thc RBRVS took cffcct, Mcdicarc payment for ancsthcsia services stands at Just $16.19 pcr unit. This 
amount does not covcr thc cost of caring for our nation's scniors, and is crcating an unsustainable system in which ancsthcsiolog~sts arc being forccd away from 
areas with disproportionatcly high Mcd~carc populations. 

In an effort to rectify this untcnablc situation, thc RUC rccommcndcd that CMS il~crcasc thc ancsthcsia convcrsion factor to oKsct a calculated 32 pcrccnt 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 cor~.octlng the long-standlnp 
undervaluation of ancsthcsia scrviccs. I am plcascd that the Agcncy acccptcd this rccommcndation in its proposcd rulc. and I sup1io1.t full irnplcnicntation of the 
RUC's recommendation. 

TO ensure that our paticnts havc acccss to cxpcrt anesthesiology mcdical carc. it is imperative that CMS follow through with thc p~.oposal in thc Fcdcral Rcgister 
by h l ly  and immediately implementing thc ancslhcsia conversion factor incrcasc as rccommendcd by thc RUC. 

Thank you for your considcrdtion of this scrious mattcr 
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Submitter : Dr. Pablo Motta 

Organization : Cleveland Clinic Foundation 

Category : Physician 

Issue AreasIComments 

Date: 08/21 /ZOO7 

GENERAL 

GENERAL 
Leslie V. Nonvalk, Esq. 
Acting Administrator 
Centers for Medicare and Mcdicaid Scrviccs 
Attention: CMS- 1385-P 
P.O. Box 80 18 
Baltimore, MD 2 1244-801 8 

Re: CMS-I 385-P 
Anesthesia Coding (Part of 5-Ycar Rcvlcw) 

Dear Ms. Norwalk: 

I am writing to cxprcss my strongcst support for the proposal to incrcasc ancsthcsia paymcnts undcr thc 2008 Physician Fcc Sihcdulc. I am gratcful that CMS has 
recognized the gross undcrvaluation of ancsthesia serviccs, and that thc Agcncy is taking steps to address this complicatcd issuc. 

When the RBRVS was institutcd, it crcatcd a hugc payment disparity for ancsthcsia carc, mostly duc to significant undcr\,aluation ofancsthcsia work comparcd to 
other physician services. Today, morc than a dccadc sincc the RBRVS took cffcct, Mcdicarc payment for ancsthesia scrviccs stands at just $16.19 pcr unit. This 
amount does not cover the cost of caring for our nations seniors, and is creating an unsustainable system in which anesthesiologists :ire k ~ n g  forced away from 
areas with disproponionatcly high Mcdicarc populations. 

In an effort to rcctify this untcnablc situation. thc RUC rcco~nmcndcd that CMS incrcasc thc ancsthcsia convcrsion factor to offscl a ialculatcd 32 pcrccnt work 
undervaluation a move that would result rn an Increase of nearly $400 per anathesia unit and serve as a major step forward in cori.ccting the long-stand~ng 
undervaluation of ancsthcsia scrvicc,. 1 ain plcascd that thc Agcncy acccptcd this rccornmendation in its proposcd ~ l c ,  and i suppori full implcmcntation of Ihc 
RUC s recommendation. 

To ensure that our paticnts have acccss to expert ancsthcsiology medical carz, it is impcrativc that CMS follow through with thc p?oposal ~n thc Fcdcral Rcgistcr 
by fully and immcdiatcly implcmcnting thc ancsthcsia convcrsion factor incrcasc as rccornmendcd by thc RUC. 

Thank you for your considcration of this scrious mattcr 

Pablo Motta. MD 

August 22 200? 03:06 PM 



Submitter : Ms. Jan Dueringer Date: 08/21/2007 

Organization : AANA 

Category : Other Health Care Professional 

Background 

Background 
August 20,2007 
Ms. Leslie Norwalk. JD 

Dear Ms. Norwalk: 
As a member of thc Amcrican Association of Nursc Ancsthctists (AANA). I writc to support thc Ccntcrs 
for Medicare & Mcdicaid Scrvices (CMS) proposal to boost thc valuc of ancsthcsia work by 32%. Undcr 
CMS proposed rule Medicare would increase thc anesthesia conversion factor (CF) by 15% in 2008 
compared with current levels. (72 FR 38122. 7/12/2007) If adopted. CMS proposal would help to 
ensure that Ccrtificd Rcgistcred Nursc Ancsthctists (CRNAs) as Mcdicare Part B providcrs can continuc 
to provide Medicarc bcncficiarics with acccss to anesthcsia scrviccs. 
This increase in Mcdicarc payment is important for scvcral reasons. 
I First, as the AANA has previously stated to CMS. Medicare currently under-reimburses for 
anesthesia serviccs. putting at risk thc availability of a~~csthcsia and othcr Iicalthcarc scrviccs for 
Medicare bcncficiarics. Studies by tlic Mcdicarc Payment Advisory Commission (McdPAC) and 
others bavc dcmonstratcd that Mcdicarc Part B rcimburscs for most scrviccs at approxilnately 
80% of privatc rnarkct ratcs. but rcimburscs for ancsthcsia sclviccs at approxi~natcly 40% of 
private rnarkct ratcs. 
I Second, this proposed rule reviews and adjusts anesthesia services for 2008, klost Part B 
providers services had been reviewed and adjusted in previous years, effcctivc January 2007. 
However, the valuc of ancsthcsia work was not adjustcd by this proccss until this proposcd rule. 
I Third, CMS proposed change In thc relative value of anesthesia work would help to correct the 
value of anesthcsia scrviccs which havc long slipcd bchind inflationaly adj.~stmcnts. 
Additionally, ifCMS proposed change is not enacted and if Congress fails to reverse the 10% sustainable 
p w t h  ratc (SGR) cut to Mcdicarc paymcnt. an avcragc 12-unit ancsthcsia scrvicc in 2008 will bc 
reimbursed at a ratc about 17% bclow 2006 paymcnt Icvcls, and lnorc than a third bclow 1992 paymcnt 
levels (adiustcd for inflation I. . , 
Americas 36,000 CRNAs pinvide some 27 millipn anesthetics in the U.S annually, in every setting 
requiring ancsthcsia scrviccs, and arc thc predominant ancsthcsia providcrs to rural and mcdically 
underserved Amcrica. Mcdicarc patients and hcalthcarc dclivcry i n  ~ h c  U.S. d:pcnd on our scrviccs. Tlic 
availability of ancsthcsia scrvlccs dcpcnds in part on fair Mcdicarc paymcnt for thcm. I support thc 
agency s acknowledgement that anesthes~a payments have been undervalued, and ~ts proposal to incrcasc 
the valuation of ancsthcsia work in a rnanncr that boosts Mcdicarc ancsthcsia paymc1:t. 
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Submitter : Mrs. Sandy Armstrong 

Organization : OhioHealth 

Date: 08/21/2007 

Category : Nurse 

Issue Areas/Comments 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

Dear M r  Wccms, 
M y  mother saw a physician for hcr painful kncc. l l c  rccorn~iicndcd physical thcr:~py and schcdulcd hcr initial evaluation appointiiic~i! wliilc slic was still in his 
office. She askcd if she could go scc our ncighbor (physical therapist) tliat works in L PT facility closc to our I~omc. Hc told her 110. tliat hc wantcd hcr to "stay 
in  his system". Shc fclt slic had to follow his instulrtions bccausc hc was hcr doctor. 
When she told mc about thc appointmcnf. I told licr to canccl thc PT evaluation. Whcn shc called to canccl it, she learncd that hc OWNED this clinic that lic 
insisted shc go to. Wc still canccllcd thc appoint~ncnt and took hcr to our nciglibor's facility. Our ncighbor told us that his officc wh:i refusing to scnd licr a copy 
o f  the physical thcrapy prescription. stating that my mom was supposcd to bc attending thcrapy at thc doctor's PT officc. 
I think i t  is fradulcnt that this physician can intimidatc paticnts likc nly motlicr in this way. His clinic was not closc to our homc or co~~vcnicnt for hcr to drive 
to. His clinical dccision was motivated by making moncy on hcr thcrapy. not what was bcst for my mothcr. Shc was not pcrniittcd to ~nakc hcr own dccision 
about wherc shc attcndcd thcrapy. 
PLEASE closc thc loopholc that allows pl~ysicians to praclicc this way. Paticnt carc IS gctting lost whilc physicians arc allowed to ]?ad thcir own pockcrs wit11 
ancillary scrvicc. 
Sincerely, 
Sandy Armstrong, RN 

August 22 2007 03:06 PM 



Submitter : Dr. Carmen Fernandez 

Organization : Fernandez Orthopedics PA 

Category : Physician 

Issue AreasIComments 

Date: 0812 112007 

Physician Self-Referral Pro\isions 

Physician Self-Referral Provisions 

SCHEDULE PROPOSED RULE: STARK PROVISIONS 

8/15/07 
GENERAL 
"We appreciate the opportunity to review some of CMS decision-making process as i t  contemplates changes to the Stark self-referral regulations. 
"While CMS does not makc spccific proposals with rcgard to somc of thc sclf-rcfcrral provisions, wc would likc to submit comiilcns and clarifications. 

ANTI-MARKUP PROVISION 
"The fiscal and ethical intcgrity of thc Mcdicarc program is a goal sllarcd by all those who participate in it. 
" CMS decision to focus on the billing of d~agnostic tests of one physician or group where the diagnostic test is performed by 5oineone other than a full time 
employee is appropriatc. 
" CMS approach of paying the less of the Medicarc I'ee schedule amount, actual charges. or the charges of the phvsician pert'or~ni~~g 1hr. diag iostic test is 

' 

inherently rcasonablc 
" However, we do request that CMS cnsurc that the calculation of payment level under the anti-markup provision place no new ndinintstrative burdens on the 
billing physician or group. 

IN-OFFICE ANCILLARY EXCEPTION 
" We strongly challcngc somc of thc characterizations articulated in this scction O F  thc proposcd rulc. 
" CMS refers to hundreds of letters from phystcal therapists and occupational therapists that the ~n-office ancillary services exccpt~on encourages physic~alis to 
create physical and occupational therapy practices. CMS docs not elaborate any further on the propriety or harm of this activih 
" The advantages of physician owncd physical aiid occupational thcrapy practiccs to physicians, thcrapists and, most importantly. pn!;cnts arc wcll undcrstood. 
" These practiccs givc paticnts morc places to clioosc from to gct physical thcrapy scrviccs. In somc cascs, it may bc morc convcnio:it fol. paticnts to obtain 
thempy at their physicians offices than havc to travel somewhere else to get them. 
" In addition. somc paticnts may fccl morc comfortablc knowing that thcir thcrapists and physicians arc working togcthcr at tlic saiilc localion. 
" We request that CMS claboratc on its concerns in this arca, acknowledging that thc numbcr of lettcis rcccived on a subjcct is nor always indicativc of thc gravity 
of the issuc or nccd for con.cctlon. 
" We also rcqucst that CMS cngagc in  discussions with stakcholdcrs on this issuc givcn thc obvious i~nportancc of physician cxpc:~~.;.:. paticnt nccds. clinical 
quality, and thc appropriatc usc ol'Mcdicarc rcsourccs in tlic arca of physical thcrapy. 
" A drastic changc to this cxccption would bc harmful to paticnt ability to acccss ncccssary care in an appropriatc and convcnlcnt r.crting with thc ovcniglil of thcir 
treating physician. 

ALTERNATIVE CRITERIA FOR SATISFYING.CERTAlN EXCEPTIONS 
" We cornmcnd CMS on its attempt to bring rationality to thc strict cnforccincnt ofinadvcrtcnt form violations of thc sclf-rcfcl.rai rc~:ulations. 
" However. wc also bclicvc that CMS should amcnd thc proposal so as not to bc so unilntcral on thc part ofCMS. 
" Surely CMS can prescrvc its authority, whilc simultaneously cnsuring tha'. thosc that arc subjcctcd to this rulc and cxccption arc. ablc to acccss thc bcncfits of it. 

Tberapy Standards and 
Requirements 

Therapy Standards and Requirements 

SCHEDULE PROPOSED RULE STARK PROVISIONS 

81 15/07 
GENERAL 
" We appreciate the opportun~ty to re\,iew somc of CMS decisior.-making process as it contemplates changes to the Stark self-rt.fe!~nl regulations. 
" While CMS docs nor inakc spccific proposals with rcgard to somc of tlic sslf-rcfcrral provisions. wc would likc to submit comlqicnrs ant1 clarifications 

ANTI-MARKUP PROVISION 
"The fiscal and cthical intcgrity of tlic Medicarc program is a goal sharcd by all thosc who participate in it. 
" CMS decision to focus on the billing ~Cdiagnostic tests of one physician or group where the diagnostic test is performed hq someone orher than a full time 
cmployec is appropriatc. 
" CMS approach of pay~ng the less of the Med~carz fee schedule amount, actual charges, or the charges of the physic~an performilig the diagnostic test is 
inherently rcasonablc 
" However, we do request that CMS ensure that the calculation of payment level under the anti-markup provision placz no new ad~iiinistrative burdens on the 
billing physician or group. 

IN-OFFICE ANCILLARY EXCF PTION 
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" W e  strongly challenge somc o f  thc characterizations articulated in this scction o f  thc proposcd rulc. 
" CMS refers to hundreds o f  letters from physical therap~sts and occupational therapists that the in-office ancillary servlces eucept!on mcourages physicians to 
create physical and occupational therapy practices. CMS does not elaborate any further on the propriety or harm o f  this actiwe. 
" The advantages o f  physician owncd physical and occupational thcrapy prdcticcs to physicians. thcrapists and, most importanrly. jraticnts arc wcll understood. 
"These practices givc paticnts morc placcs to choosc from to gct physical thcrapy scrviccs. In  somc cascs. i t  lnay bc liiorc convcn~ct~l for paticnts to obtain 
therapy at their physicians oftices than have to (ravel somewhere else ro get them. 
" I n  addition, somc paticnts may fccl lnorc comfortable knowing lliat tlicir thcrapists and physicians arc working togcthcra: thc snlnc location. 
" We requcst that CMS claboratc on its conccms in this arca, acknowledging 1hat thc nulnbcr o f  lcttcrs rcccivcd on a subjcct is i~or always indicativc o f  thc gravity 
of the issue or need for correction. 
" We also requcst that CMS cngagc in discussions with stakcholdcrs on this iisuc givcn thc obvious importance ofphysician cxpc~ (is?. paticnt nccds. clinical 
quality, and thc appropriate usc ofMcdicarc rcsourccs in thc arca o f  physical thcrapy. 
" A  drastic changc lo this cxccption would bc harmful to paticnt ability to acccss ncccssary carc in an appropriarc and convcnictll sc:ring with thc ovcrsiglit o f  their 
d n g  physician. 

ALTERNATIVE CRITERIA FOR S.4TISFYING CERTAIK EXCEPTIONS 
" We commcnd CMS on its attcmpt lo bring rationality to thc strict cnforccmcnt of  inadvertcnt form violations o f  thc sclf-rcfcrr;~l I-cp~tlations. 
"However, wc also bclicvc that CMS should amcnd thc proposal so as not to bc sci unilateral on thc part o f  CMS. 
" Surely CMS can prcscrvc its authority. while simultaneously cnsuring that thosc that arc subjcctcd to this rulc and cxccption arc ablc to acccss thc bcncfits o f  it. 
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Submitter : Dr. Ardaman Nanda 

Organization : Midwest Cardiovascular Consultants, Inc. 

Category : Health Care Professional or Association 

Issue AreasIComments 

Date: 08/21/2007 

Coding-- Additional Codes From 
5-Year Review 

Coding-- Additional Codes From 5-Year Review 

Theperformancc of an color flow dopplcr is important for appropriatc paticnt nianagclncnt requiring additional !imc for tlic tccli~~~ciacl to pcrform tllc proccdurc as 
well as the additional physician timc to intcrprct thc study. Thcrcforc. thc ahrwc has a significant impact on thc bottom linc rcgaiding pa~icnt carc and practicc 
expenses. 

Ardaman Nanda. M. D 

Page 120 of 234 August 22 2007 03:06 PM 



Submitter : Mr. Date: 0812 112007 

Organization : Mr. 

Category : Physical Therapist 

Issue AreaslComments 

Physician Sell-Referral Provisions 

Physician Self-Referral Provisions 

I am aphysical therapist who has bccn il l  privatc practice in NY and N.1 since 1997. In that timc, I havc had thc opportuni~y to tr~.; I .~nd spcak with thousands of 
patients, in and out of thc incdicarc sbstcm. with rcgards to various changcs in thc hcalthcarc systcm. Wc providc a significant v:~luc i n  o1.r scrviccs to patictits in 
that we makc cvery cffort to makc thc paticnts sclf rcliant. accountablc for thcir sclf carc and indcpcndcnt in function as soon as tllsy can safcly do so. 
The 2 commcnts that I hcar most oftcn from paticnts is that wc providc 'tmc individualized physical thcrapy' as opposcd to a onc s ~ z c  fils all rchab program. 
Second is that thcy wcrc ablc to limit thc numbcr of visits as comparcd to prior cxpcricnccs. 
Lately, howevcr. paticnts havc not cvcn had thc oppormnity to tcst out our scrviccs bccausc of an increasc of physician owncd physical thcrapy practiccs. 
Physicians who own physical therapy practiccs, or who employ PT's in thcir facility, will not allow paticnts to go clscwhcrc for tllcir carc. 
In the past 7 months alone, I havc had ~norc than 12 incidences whcrc a physician cilhcr withcld a rcferral, thrcatcncd that thcy w~ll not follow up with thc paticnt 
ifthey go outside thc physicians ofticc for thcrapy,or providc scrviccs such as'frcc massages' camouflagcd as physical thcrapy. all for financial gain for the doctor. 
While we can arguc who providcs 'bcttcr' thcrapy or mcdically appropriatc tllcrapy, wc cannot arguc that if a paticnt requcsts to go lo n spccific physical tl~crapist 
because of a rcco~nmcndation. prior cxpcriencc. or simply gcographical convcnlcncc, thcy should bc allowcd to do so. 
Because of mcdicarc rcfcrral rcquircmcnts, physicians havc a captivc rcfcrral audicncc of paticnts in thcir officc. Paticnts arc ncvct- yvcn tlic opportunity lo hc 
cvaluated by indcpendcnt practit~oncrs. 
Physical therapists are highly cducatcd and traincd in idcntifying musculoskclctal dysfunctions. Almost all of thc rcccnt graduates arc earning doctoral dcgrccs and 
many past graduatcs arc continuing lhcir cducation at thc doctorate lcvcl. Physician dircct supervision is not nccdcd to adnlinistcl plly\~cal thcrapy. Ncw 'iork 
State became thc 43rd statc in thc union to allow dircct acccss to pllysical therapists for I0 visits or 30 days, whichcvcr is Icast. \vllc~c paticnts can clinlinatc lhc 
time and expensc of going to thcir pep to simply gct a rcfcrral for physical thcrapy. An inc~.casing numbcr of physician owncd physical thcl.apy clinics arc thing 
the reassigncmcnt of hcncfits laws to collcct paylncnt in ordcr to circumvcnt 'incidcnt - to' rcquircmcnts. 

Thank you kindly for allowing mc thc opportunity to cxprcss my cxpcricncc of thc cllangcs and impact that physician owncd phy:,ical thcrapy ofliccs Ihatc had on 
o w  patients and our co~nmunity. Lcts cnd this potential for fraud and abuse closc thc loopholcs in thc physician sclf referral. and improve thc quality of palicnt 
care. 

Sincerely, 
Mark 
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Submitter : Mrs. Jennifer Milam 

Organization : Mrs. Jennifer Milam 

Category : Individual 

Issue AreasIComrnents 

GENERAL 

GENERAL 
see Attachment 
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Centers for Medicare and Medicaid Services 
Department of Health and Human Services 
Attention: CMS-1385-P 
PO Box 8018 
Baltimore, Maryland 21244-801 8 

Re: "TECHNICAL CORRECTIONS" 

The proposed rule dated July 12'~ contained an item under the technical corrections section calling for 
the current regulation that permits a beneficiary to be reimbursed 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 writinq in stronq opoosition to this proposal. 

While subluxation does not need 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 determine diagnosis 
and treatment 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 
mp significantly due to the necessity of a referral to another provider (orthopedist or rheumatologist, 
etc.) for duplicative evaluation prior to referral to the radiologist. With fixed incomes and limited 
resources seniors may choose to forqo X-ravs and thus needed treatment. If treatment is delayed 
illnesses that could be life threatening may not be discovered. Simply put, it is the patient that will 
suffer as result of this proposal. 

I stronqly 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 patient that will suffer should this 
proposal become standing regulation. 

Sincerely, 

Jennifer Milam 
2302 N. Chelsey Ct. 
Orange, CA 92867 
(71 4)227-8569 



Submitter : Dr. Meagan Bouse 

Organization : Dr. Meagan Bouse 

Category : Physician 

Date: US/ZI/Z007 

Issue AreasIComments 

GENERAL 

GENERAL 

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

I am writing to cxprcss lny strongest support for tllc proposal to incrcasc ancslhcsia paylncnts undcr thc 2008 Physician FCC Sclic~il~ic. I ~ n i  grateful that C'MS has 
recognized the gross undcrvaluation ofancsthcsia scrviccs. and that thc .4gcncq is taking steps to addrcss this complicatsd issuc. 

When the RBRVS was institutcd, it crcatcd a hug; paymcnt disparity for ancsthcsla carc, mostly due to significant undervaluation ofancsthcsia work comparcd to 
other physician scrviccs. Now, morc than a dccadc sincc thc RBRVS took cffccr. Mcdicarc payrncnt for ancsthcsia scrviccs stalrdh at iusl $16.19 pcr unit. This 
amount does not cover the cost of caring for our nation s seniors. and is creating an unsustalnable system in which anesthesrolneis~i are being forced awav from 
areas with disproportionstcly high Mcdicarc populations. 

In an effort to rcctify this untcnablc situation. the RUC recommcndcd that CMS incrcasc thc ancsthcsia convcrsion factor to oifsct a calculatcd 32 pcrccnr work 
undervaluation a move that would result in an increase of nearly $4 00 per aliesthes~a unit and serve as a major step forward in corrscting the long-standing 
undervaluation of ancsthcsia scrviccs. I am plcascd that thc Agcncy acccptcd this rccommcndation in its proposcd rulc. and 1 support Virll im?lcmcntation of the 
RUC s recommendation. 

To enswc that our paticnts hacc acccss to cxpcrt ancsthcsiology mcdical carc - particularly as mcdicarc patients tcnd to bc thc mod complcx and medically 
challenging paticnts to carc for. it is i~npcrativc that CMS follow through with lhc proposal in thc Fcdcral Rcgistcr by fully and im~ncdialcly implcrncntin_e thc 
anesthesia convcrsion factor incrcasc as rccommcndcd by thc Rut:. 

Thank you vcry much for your consideration of this scrlous mattcr. 
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Submitter : Dr. Robert Westergan 

Organization : Jewett Orthopaedic Clinic, P.A. 

Category : Physician 

Issue AreasIComments 

Date: 0812 112007 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

The advantages of physician owncd physical and occupational thcrapy practiccs to physicians, thcrapists and, most importantly. pn~ictlts. arc well undcrstc!od. 
Patients may fcel morc comfortnblc knowing that thcir thcrapists and physic~ans arc working togcthcr in thc samc location. A dra-;tic change to this cxicplion 
would be harmful to paticnts as it limits thc ability for paticnts to access ncccssaly carc in an appropriatc and co~lvcnicnt sctting wirh ~ l l c  ovcrsigllt of thcil- trcating 
physician. 

Page 124 of 2 3 4  August 2 2  2007 03:06 P h l  



Submitter : Mrs. Cheena Kapoor-Cantlie 

Organization : Cleveland Clinic 

Category : Other Health Care Professional 

Issue AreasIComments 

Date: 08/21/2007 

GENERAL 

GENERAL 
Leslie V. Norwalk. Esq. 
Acting Administrator 
Centers for Mcdicarc and Mcdicaid Scrviccs 
Attention: CMS- 1385-P 
P.O. Box 801 8 
Baltimore, MD 2 1244-80 1 8 

Re: CMS-1385-P 
Anesthesia Coding (Pan of 5-Year Rcvicw) 

I am writing to express my strongcst support for thc proposal to incrcasc ancstlics~a paylncnts undcr the 2008 Physician Fcc Sclicdul~ I am gratcful that C MS has 
recognized the gross undcrvaluation of ancsthcsia scrviccs. and that thc Agcncy is taking stcps to addrcss this complicated issuc. 

Whcn the RBRVS was instituted, i t  crcatcd a hugc paymcnt disparity Sor a~icsthcsia carc, niostly duc to significant undcrvaluat~o~~ orancsthcsia work co~nparcd to 
other physician scrviccs. Today, movc thsn a dccadc sincc thc RBRVS took cffcct. Mcdicarc paymcnt for ancsthcsia scniccs stands a1 just $16.1 9 pcr LIIII!. Tll~s 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthes~olog~sts are hang forced a\ra) horn 
areas with disproponionatcly high Mcdicarc populations. 

In an effort to rcctify this untcnablc situation, thc RUC rccommcndcd that CMS incrcasc the anesthesia convcrslon factor to offqcr a calculated 32 pcrccnl work 
undervaluation a move that would result in an increase of nearly $4 00 per anesthesia unit and senze as a major step fonvard in corrrcling the long-standing 
undervaluation of ancsthcsia scrviccs. I am plcascd that thc Agcncy acceptcd this recommendation in its proposcd rulc, and 1 suppoc full implcmcntatio~l of thc 
RUC s recommendat~on. 

To ensure that our paticnts havc acccss to cxpcrt ancsthesiology n~cdical carc, it is impcrativc that CMS follow through with thc proposal in thc Fedcral Rcgistcr 
by fully and immcdiatcly implcmcnting thc ancsthcsia convcrsion fac~or incrcasc as rccommendcd by thc RUC. 

Thank you for your considcration of this scrious mattcr. 

Cheena Kapoor-Canthc 
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Submitter : Ms. Marilyn Schneider 

Organization : Fairview Hospital 

Category : Individual 

Issue Areas/Comments 

Date: 08/21/2007 

GENERAL 

GENERAL 
Leslie V. Nonvalk. Esq. 
Acting Administrator 
Cente~s for Mcdicarc and Mcdicald Scrviccs 
Attention: CMS-I 385-P 
P.O. Box 801 8 
Baltimore. MD 2 1244-80 18 

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

Dear Ms. Nonvalk: 

I am writing to cxprcss my strongcsi support for thc proposal to incrcasc a~icsthcsia payrncnts undcr tlic 2008 Physician FCC SclicJul;.. I am gratcful that C'hlS has 
recognized the gross undcrvaluation of ancsthc$ia scrvlces, and that thc Agcncy is rak~ng stcps to addrcss this complicated issuc. 

When the RBRVS was instituted, it crcatcd a hugc paymcnt disparity for ancsthcsia carc. ~nostly due to significant undcrvaluat~on ot'a~lcstlicsia work conlparcd to 
other physician scrviccs. Today, morc than a dccadc sincc thc RBRVS took cffcct, Mcdicarc paymcnt for aacsthcsia scrviccs stands at just $16.1 9 pcr un~t .  This 
amount does not cover the cost of caring for our nation s seniors. and is creating an unsustainable system in which anesthes~olog~sls are be~ng forced away from 
areas with disproportionately high Mcdicarc populations. 

In an effort to rcctify this untcnablc situation, thc RUC rccommcndcd that ChlS incrcasc thc aneshesia convcrsion factor to offsct a c;llculatcd 32 pcrccnr 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 cor;ccting the long-standing 
undervaluation ofancsthcsia scrviccs. I am pleascd that thc Agcncy ;~cccptcd this rccommcndation in ~ t s  proposcd mlc, and I suppd:.~ fill1 i~nplc~ncntation of thc 
RUC s recommendat~on. 

To ensure that our patients have acccss to cxpcrt ancsthcsiology lncdical carc, it is impcrativc that CMS follow through with tllc proposal in thc Fcdcral Rcystcr 
by fully and immcdiatcly implcmcnting thc ancsthcsia convcrsion factor incrcasz as rccommendcd by thc RUC. 

Thank you for your consideration of  his scrious mattcr. 

Marilyn F. Schncidcr 
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Submitter : Mr. G Robert Rozic 

Organization : Cleveland Clinic 
Date: 08/21/2007 

Category : Other Health Care Professional 

Issue Areas/Comments 

GENERAL 

GENERAL 
Leslie V. Nonvalk, Esq. 
Acting Administrator 
Centers for Mcdicarc and Mcdicaid Scrviccs 
Attention: CMS-1385-P 
P.O. Box 801 8 
Baltimore, MD 21244-801 8 

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

Dear Ms. Nonvalk: 

I am writing to cxprcss my strongcst support for thc proposal to incrcasc ancsthcsia paymcnts undcr thc 2008 Physician Fcc Sclicdul:. I am gratcful that ('MS has 
recognized the gross Lndcrvaluation of ancsthcsia services, and that thc Agcncy is taking stcps to addrcss this complicatcd issue. 

When the RBRVS was instituted, it crcatcd a hugc paymcnt disparity for ancsthcsia cam, mostly due to significant undervaluation of ancsthcsia work comparcd to 
other physician scrviccs. Today. morc than a dccadc sincc thc RBRVS took cffcct, Mcdicarc paymcnt for ancsthcsia scrviccs stands at just $16.19 pcr unit. This 
amount does not cover the cost of caring for our natlon s seniors, and is creatlng an unsustainable system in wh~ch anesthesiolog~sls arc being forced away from 
areas with disproportionately high Mcdicarc populations. 

In an effort to rcctify this untcnablc situation, tlic RUC rccommcndcd that CMS incrcasc thc ancsthcsia conversion factor to offsct :i c.~lculatcd 32 pc~ccnt work 
undervaluation a move that would result ~n an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in colrcctlng the long-standing 
undervaluation of ancsthcsia scrviccs. [ am plcascd that thc Agcncy acccptcd this recotnmcndation in its proposcd rulc, and I support full implcmcntation of thc 
RUC s recommendatiorl 

To ensure that our paticnts havc acccss to cxpcrl ancsthesiology mcdical carc. it is impcrativc that CMS follow through with thc proposal in thc Fcdcral Rcgistcr 
by fully and immcdiatcly implemcntlng thc ancsthcsia conversion factor incrcasc as rccommendcd by the RUC. 

Thank you for your consideration of this scrious mattcr. 

G Robert Rozic 
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Submitter : Dr. Timothy Melson 

Organization : Dr. Timothy Melson 

Category : Physician 

Issue AreasIComments 

Date: UX/2112007 

GENERAL 

GENERAL 

SeeAttachmcnt 

Leslie V. Norwalk, Esq. 
Acting Administrator 
Centers for Mcdicarc and Mcdicaid Scrviccs 
Attention: CMS-I 385-P 
P.O. Box 80 18 
Baltimore, MD 2 1244-801 8 

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

Dear Ms. Norwalk: 

I am writing to cxpress my strongest support for thc proposal to incrcasc ancsthcs~a payrncnts undcr thc 2008 Physician FCC Schcditlc. I aln gratcful that CMS has 
recognized thc gross undcrvaluation of ancsthcsia scrviccs, and that thc Agcncy 1s taking steps to addrcss this complicated lssuc 

When the RBRVS was instituted, it crcatcd a hugc.paymcnt disparity for a~~csthcsia carc, mostly duc to significant undcrvaluation c ~ f  sncsthe:iia work comparcd to 
other physician scrviccs. Today, ,narc than a dccadc sincc thc RRRVS took cffcct, Mcdicarc paymcnt 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 unsustainahle system in which anesthesiologisls ate being forced a\\ay tiom 
areas with disproportionatcly h~gh  Ivlcdicarc populations. 

In an effort to rcctify this untcnablc situatiot~, thc RUC rccommcndcd that CMS incrcasc thc ancsthcsia convcrsion factor to offsct a calculatcd 32 pcrccnt work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unlt and serve as a major step forward in correcting the long-standing 
undervaluation of ancsthcsia scrviccs. I am plcascd that the Agcncy acccptcd this rccommendation in its proposcd rulc, and I support fcll inlplcnicntation of thc 
RUC s recommendation. 

To ensure that our paticnts havc acccss to cxpcrt ancsthesiology mcdical carc, it is irnpcrative that CMS follow through with thc proposal in thc Fedcral Rcgistcr 
by fully and immediately irnplcrncnting thc ancsthcsia convc~sion factor incrcasc as rccommended by thc RUC. 

Thank you for your considcration of this scrious mattcr. 
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Submitter : Dr. Jeffrey Lu 

Organization : University of Utah 

Category : Physician 

Issue Areas/Comments 

Date: U8121/2007 

GENERAL 

GENERAL 

Leslie V. Nonvalk, Esq. 
Acting Administrator 
Centers for Mcdicarc and Mcdicaid Scrviccs 
Attention: CMS-1385-P 
P.O. Box 801 8 
Baltimore, MD 2 1244-801 8 

Re: CMS-1385-P 

Anesthesia Coding (Part of 5-Ycar Rcvicw) 

Dear Ms. Norwalk: 

I am writing to cxprcss my strongest support for thc proposal to incrcasc ancstl~csia paymcnts undcr thc 2008 Physician Fcc Schcdi~l? I am gratcful that CMS has 
recognizcd thc gross undcrvaluation of ancsthcsia scrviccs, and that thc Agcncy IS taking stcps to addrcss this complicatcd ~ssuc. 

When the RBRVS was institutcd, it crcatcd a hugc paymcnt disparity for ancsthcsia cnrc, ~nostly duc to significant undcrvi~luation orancsthcsia work conlparcd to 
other physician scrviccs. Today, morc than a dccadc sincc thc RBRVS took cffcct. Mcdicarc paymcnt for ancsthcsia scrviccs stands ar just $1 6.19 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 ;ire being forced awa) from 
areas with dispropo~tionarcly high Mcdicarc populations. 

In aneffort to rectify this untcnablc situation, thc RUC rccommcndcd that CMS incrcasc the anesthcsia convcrsion factor to offsc~ a calculated 32 pcrccnl work 
undervaluation a move that would result i n  an increase of nearly $4.00 per anesthesia unit and serve as a major step forward In correcting thc long-stand~ng 
undervaluation orancsthcsia scnriccs. I am plcascd that thc Agency acccptcd this rccommendatio~l in its proposcd rulc. and I support full implcmcntatior~ uTthc 
RUC s recommendation. 

TO ensure that our paticnts havc acccts to cxpcrt anesthesiology mcdical carc, it is impcrativc that CMS follow through with the rieposal in Ihc Fcdcral Rcgistcr 
by fully and immcdiatcly implcmcnting the ancsthcsia convcrsion factor incrcasc as rccomrncndcd by thc RUC. 

Thank you for your consideration of this scrious ~nattcr. 

Sincerely, 
Jefhy Lu, MD 
Professor 
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Submitter : Dr. Sarah Clauss Date: 08/21/2007 

Organization : Children's National Medical Center 

Category : Physician 

Issue Areas/Comments 

Coding- Additional Codes From 
5-Year Review 

Coding-- Additional Codes From 5-Year Review 

To CMS: 

I am writing regarding the proposcd changc to clin~inate CPT 93325 and bundle thts codc into other CPT codcs. As a cardiac specialist caring for pcdiatric paticnts 
/adults with congcnital hcart discasc, this is of particular concern to mc bccausc: 

I donot belicvc the appropriatc proccss has bccn followcd with rc5pcct to this changc. AAcr significant intcraction and rcscarch hctwccn thc RUC and the 
appropriate spccialty socictics (in this casc Thc Amcrican Collcgc of Cardiology and the American Socicty of Echocardiography), tl~c CPT cditorial pancl 11,ls 
recommended that a ncw codc bc cstablishcd that would bundlc thc 93325 with thc 93307 to bc i~nplcmcntcd on January 1.2009. Tlic RUC is scl~cdulcd to 
evaluate the recommcndcd relcvant work and practicc cxpcnsc for thc ncw codc at its upcoming mceting. Thc CPT cditorial pancl d ~ d  not rcco~n~nc~ld th:u tlic list 
of above echo codcs bc bundlcd as wcll with thc 93325. 
This new codc is fully cxpcctcd to addrcss any outstanding issucs rclativc to Medicare utilization of 93307. and has bccn analyzcd ;I! lrngth by appropriatc national 
medical socictics, thc CPT cditorial pancl, and thc RUC. Howcvcr. as a rcsult of this proposcd regulatory action by CMS, wc arc filcctl with rcsolving. in an 
accelerated timeframe of less than two months. an issue that direclly impacts a d~stinctly nowMedicare population namely, ped~~llric cardiology practices and 
which is normally addrcsscd ovcr a nlulti-ycar pcriod. Furthcr. bccausc thc actions of CMS are contrary to the normal proccss Tor such changcs and the resultant 
compressed tinicfranic, thc spccialty socictics havc not been ablc to cffectivcly work with their membcrship to cvaluatc thc proposcd changc in a rcasoncd, 
methodical manncr (somcthing that is in thc intcrcsts of all partics). 

The surveys performed to set the work RVU s for almost all of the echo codes utilized specifically by pediatric cardiologists and aJult cardiologists carlng fcr 
patients with congcnital cardiac abnor~nalitics and affcctcd by this proposcd changc werc performcd morc than 10 ycars ago. As a n.sult. particularly with rcspcct to 
the 93325, the RVU s are reflective o fa  focus on the cost ofthe technology and not the advances in care that have been develaprd as ,I result of the technology 
Particularly among thosc who carc f 11. this sclcct group of paticnts, much nccdcd ncw survcys would providc cvidcncc that t11c work  id risk coniponcnts of thc 
procedures that involvc Dopplcr Color Flow Mapping havc cvolvcd to thc point wl~crc t11c rclativc valuc of thc proccdurcs hacc sli;fi.cd to a significantly grcatcr 
work componcnt and a Icsscr tcchnology componcnt. 
This shift is rcflcctcd in tt~c dcvclopmcnt of national standards such as thosc prcscnt in thc Intcrsocictal Commission for thc Accrc(!i:,~:ton of Echocardiography 
Laboratorics (ICAEL) initiativc to dcvclop and i~nplcnicnt an cclio lab accrcditation proccss. Thc focus of this initiativc 1s on proccsi. meaning work pchrmcd, 
and less so on thc tcchnology associ;~tcd with tllc provision of ccl)ocardiography scrviccs. In 1997 thcrc wcrc spccific cchocardiog~.ap!~y codcs iniplcn~cntcJ in CPT 
for congenital cardiac anomalics to complcmcnt thc cxisting CPT codcs for cchocardiography Ibr non congenital heart d~scasc. "l '!~c codcs wcrc dc~clopcd by thc 
CPT Editorial Panel in response to ths American Academy of Pediatrics and the American College of Cardiology s request to d e l ~ ~ t a t c  Inore distinctivel! the 
different scrviccs involvcd in asscssing and performing echocardiography on infants and young childrcn with congenital cardiac anumalics." (CPT Assistant 1997). 

CPT Code 93325 dcscribcs Dopplcr color flow vclocity mapping. This servicc is typically performcd in co~~junction with anothcr cchocardiopraphy imaging study 
to define structural and dynamic abnormaiitics as a clue to flow abcnations and to providc intcmal anatcmic landmarks ncccssay k:t positioning t i~c Dopl)lcr 
cursor to record cardiovascular blood flow vclocitics. 
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Submitter : Dr. Linda Reed 

Organization : Dr. Linda Reed 

Category : Physical Therapist 

Issue Areas/Comments 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

SEE ATTACHMENT 

Date: 08/21/2007 
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Physical therapy, as a profession, has and will continue to evolve, producing therapists who 
* ~ ? 7 4  

have the expertise needed to assess dysfi~nction of the movement system, set an appropriate 
plan of treatment, deliver the treatment and continue to assess the progress of the patient to be 
sure the treatment is effective. 

'The movement system includes the musculoskeletal system [muscle, bone, soft tissue 
(tendons, ligaments, fascia)], neurological system, cardiovascular I respiratory systems 
including brain function, balance & equilibrium among others. 

Physical therapy also has areas of specialty requiring further education. This includes women's 
health, neonatal, pediatrics, orthopedics, and other areas whereby the therapist is certified in 
their particular area of expertise. 

The PT also has the ability to screen for conditions that would best be referred to another 
medical specialty through their extensive training irr recogr~izing red flags or signs of pathology 
that would not fall under ,the auspice of the therapist's. The PT would then refer the patient to 
the appropriate medical specialty. 

As a physical therapist practicing for 36 years and having continued my education from a 
bachelor's degree to a master's to a DPT [doctor of physical therapy] I feel I am able to offer 
patients the expertise they deserve with regards to any movement system dysfi~nction & to give 
them the chance they deserve to get better and enjoy their life to it's f~~lllest, no matter how 
complicated their dysfunction may be. 

A physician can offer their patients many options for ,treatment including medications. I wonder 
how the MD would feel if a PT told ,their patient they were the same as an MD because the PT 
gave the patient a bottle of OTC vitamins. M.D.s are medical doctors, NOT physical therapists. 

Often, the required prescription sent to the PT from the MD has a dubious diagnosis such as 
shoulder pain or back pain, which is a symptom not a diagnosis. Many knowledgeable M.D.s 
do rely on the expertise of the PT to make the correct diagnosis causing the pain symptoms. 

When a medical doctor or chiropractor tells a patient they will be receiving physical therapy, & 
has an untrained office worker give the patient a modality such as ultrasound, or electrical 
stimulation, the patient actually believes they have had real therapy. But nothing could be 
farther from the truth. 

It is time physical therapy as a genre, be recognized as a specific area of medical expertise and 
require a licensed PT to provide such treatment. Any professional other than an actual PT 
providing treatments & calling it PT is misleading & short changirrg the patient population. 

In one very egregious situation, I was working part time in an office as a so called "consultant". 
The doctor said he needed a real PT to do evaluations for certain patients he felt were in need 
of my expertise. I carried a small casetoad of about 10 patients, 2 to 3 dayslweek. 

A rubber stamp of my signature was created & phony evaluations created, phony SOAP notes, 
and hundreds of patients were billed for PT services under my license. 



I started to get suspicious when I saw some of the documentation and questioned the doctor. 
His answers did not satisfy me so I called some of the major insurance companies and had 
them do an audit of billing on my license. As a result of their findings, I went to the FBI who in 
fact had been investigating this person. Eventually, he did 2 years in prison. My license wasn't 
the only license he did this to. 

Many patients have told me other horror stories of their experience in non-PT owned practices. 
It is clearly time to stop this potential for abuse and to recognize PT as the unique specialty it is, 
allowing only licensed physical therapists to perform and bill for physicat therapy services. 

Thank you ! 

Linda D. Reed DPT, MEd 



Submitter : Dr. Michael wurnack Date: 0812 112007 

Organization : Resurgens Orthopaedics 

Category : Physician 

Issue AreasIComrnents 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

As an orthopacdic surgcon it is apparcnt to mc that supcrviscd rchabilitation thcrapy is a kcy adjunct in thc trcatmcnt of many of I I ~ )  opcl.ativc and I I O I ~  operative 
paticnts. Thc ability to providc in officc Rchabilitaioni Physical thcrapy scrviccs bcllcfits thc paticnt and thc hcalthcarc systcm in rn~ll~iplc ways. Spccificcllly, 
such access improvcs convcnicncc for tlic paticnt and decrcascs cost thm frcc market incrcascd compctition. Thc continuity of cart. qdaliy of carc arc i~nprovcd in 
that the treating physician is ablc to train thc tlicrapist in thc dcsircd protocols arid tccliniqucs and morc closcly follow thc palicntt\ carc. For cxamplc, our group 
has recently invcstcd hcavily in an clcct~anic mcdical rccord systcm. All of our physical thcrapy sitcs are linkcd and all of our thcrapihts input thcir progcss rcports 
directly into thc EMR systcm at thc actual cncountcr. Thc nct rcsult is that thc physician is constantly updatcd on progcss or probicl~ \ and call bcttcr control thc 
care. When thc paticnt is unable to attcnd our rchab 1 rarcly gct a progrcss rcporl or updatc prior to thc ncxt officc follow up vlsit ( Inally wccks). Thus tlic 
continuity of carc and quality of carc for thc paticnt is cffcctcd. Finally- stud~cs confirm that in officc rchab facilitcs havc aupcrior Physical tllcrapist to paticnt 
scheduling ratios. This translates to bcttcr dircct tilnc involvcmcnr bctwccn thc paticnt and the thcrapist. To sumnlarizc, wlicn frcc ~narkct co~npctition is allowcd 
to continuc bctwccn tradition physical therpay cstablishmcnts and bctwccn in officc rchabiltiation thcrapy cstablishmcnts tlic cost i h  reduccd, thc quality is 
improved and THE PATIENT dcrivcs maximum bcnctit and qual~ty of carc. Thcrcforc, plcasc support thc cont~nuation of in officc pllysical thcrapyl rchahilitiation 
services for our paticnts 
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Submitter : Dr. Charles Austgen 

Organization : Dr. Charles Austgen 

Category : Physician 

Issue AreasIComments 

Date: 08/21/2007 

GENERAL 

GENERAL 

Leslie V. Nowalk, Esq. 
Acting Administrator 
Centers for Mcdicarc and Mcdicaid Scrviccs 
Attention: CMS-1385-P 
P.O. Box 801 8 
Baltimore, MD 2 1244-80 I8 

Re: CMS-1385-P 

Anesthesia Coding (Pan of 5-Ycar Rcvicw) 

Dear Ms. Nonvalk: 

I am writing to cxprcss my shongcst support for thc proposal to increasc ancsthcsia paymcnts undcr thc 2008 Physician FCC Schctlulc. 1 am grateful that CMS has 
recognized thc gross undcrvaluation of ancsthcsia scrviccs, and that thc Agcncy is taking stcps to addrcss this complicatcd issuc. 

When the RBRVS was institutcd, i t  crcatcd a lhugc paymcnt disparity for ancsthcsia carc, mostly duc to signiticant undcrvalualion ol';~ncsthcsia work colnparcd to 
other physician scrviccs. Today. morc than a dccadc sincc thc RBRVS took cffcct. Mcdicarc paymcnt for ancsthcsia scrviccs stands at just $16.19 pcr L I I ~ ~ I .  This 
amount does not cover the cost of caring for our nation s seniors. and IS creating an unsustainable system in wh~ch anesthesiologis~s arc bang forced aua) lioln 
areas with disproportionatcly high Mcdlcarc populations. 

In an effort to rcctify this untcnablc situatioli. thc KUC rccommcndcd that CMS incrcasc thc ancsthcsia conversion factor 10 ofisct a calculattd 32 ocrccnt work 
undervaluation a move that would result jn an increase of nearly $4.00 per a:lesthesia unit and serve as a major step fonvard in correcung the long-standlng 
undervaluation of ancsthcsia scrviccs. I am plcascd that the Agcncy acccptcd this recommendation in its proposcd rulc, and I support full iinplcmcntation of thc 
RUC s recommendation. 

TO ensure that our paticnts havc acccss to cxpcrt ancsthcsiology nicdical carc, it is ilnpcrative that CMS follow through with thc pl-<),posal in thc Fcdcral Rcglstcr 
by fully and immcdiatcly implemcnting thc ancsthcsia convcrsion factor incrcasc as rccommcndcd by thc RUC. 

Thank you for your considcration of this scrious inactcr. 
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Submitter : Dr. Joel H. Mumford , 

Organization : Dr. Joel H. Mumford 

Category : Physician 

Date: 08/21/2007 

Issue AreaslComments 

GENERAL 

GENERAL 

Leslie V. Norwalk. Esq. 
Acting Administrator 
Centers for Medicarc and Mcdicaid Scrviccs 
Attention: CMS-1385-P 
P.O. Box 801 8 
Baltimore, MD 2 1244-80 18 

Re: CMS- 1385-P 

Anesthesia Coding (Part of 5-Ycar Rcvicw) 

Dear Ms. Nonvalk: 

I am writing to cxprcss my strongcst support for thc proposal to incrcasc ancsthcsia paylncnts undcr thc 2008 Physician FCC Sclicd~~lc. I aln gratcful that C'MS has 
recognized thc gross undcrvaluation of ancsthcsia serviccs. and that thc Agcncy is taking stcps to addrcss this cornplicatcd issuc. 

When the RBRVS was institutcd, it crcatcd a hugc paymcnt disparity for ancsthcsia carc, mostly due to significant undcrvaluation of a,icsthcsia work comparcd to 
other physician scrviccs. Today, morc than a dccadc sincc thc RBRVS took cffcct, Mcdicarc paymcnt for ancsthcsia serviccs stalids at just $1 6.19 pcr unit. This 
amount does not cover the cost of caring for our nations seniors. and is creating an unsustainable system In which anesthesiologis~s art: bang forced awaq from 
areas with disproportionately high Mcdicarc populations. 

In an effort to rcctify this untcnablc situation, thc RUC rccommendcd that CMS incrcasc thc ancsthcsia convcrsion factor to ofisct a calculated 32 perccnl 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 cor:ecllng the long-standln I 
undervaluation of ancsthcsia scrviccs. I am plcascd that thc Agcncy acccptcd this ~.ccommcndation in its proposcd rulc, and 1 supporl lilll implcn~entation of thc 
RUC s recommendation. 

To ensure that our paticnts havc acccss to cxpcrt ancsthcsiology nlcdical carc, it is imperative that CMS follow through w~th lhc p~.o])osal in thc Fcdcrdl Rcgistcr 
by fully and imlncdiatcly implcnsnting thc ancsthcsia convcrsion factor incrcasc as rccommcndcd by thc RUC. 

Thank you for your considcration of this scrious'mattcr. 

Joel H. Mumford, M.D. 
22 1 Elm Hill Road 
Springfield, VT 05 156 
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Submitter : Dr. Hayden Hughes 

Organization : UAB 

Category : Physician 

Issue AreasIComments 

Date: 08/21/2007 

GENERAL 

GENERAL 

Leslie V. Norwalk, Esq. 
Acting Administrator 
Centers for Medicarc and Medicaid Scwiccs 
Attention: CMS-1385-P 
P.O. Box 801 8 
Baltimore, MD 21 244-801 8 

Re: CMS-I 385-P 
Anesthesia Coding (Part of 5-Ycar Rcvicw) 

Dcar Ms. Norwalk: 

I am writing to cxprcss my strongest support for tlic proposal to incrcasc ancatlicsia paymcnts undcr thc 2008 Physician Fcc Sclicd~~ic. I an1 gratcful that C'NIS has 
recognized thc gross undcrvaluation of anesthcsia scrviccs, and that thc Agcncy is taking steps to addrcss lhis complicatcd issuc. 

When the RBRVS was instituted, it crcated a hugc paymcnt disparity for ancsthcsia carc, mostly duc to significant undcwaluatiou of'ancsthcsia work co~nparcd to 
other physician scwiecs. Today, morc than a dccade since the RBRVS took cffcct, Mcdicare paymcnt for ancsthesia scrviccs stands at just $16.19 pcr unit. This 
amount does not cover the cost of carlng for our natlon s seniors, and 1s creating an unsustainable system in which anesthes~ologlsts arc bung forced away From 
areas with disproportionatcly high Mcdicarc populations. 

In an effort to rcctify this untcnablc situation, thc RUC rccolnmcndcd that CMS incrcasc thc anesthcsia convcrsion factor to offsc~ a calculated 32 pcrccnt 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 cori-scllng the long-standm5 
undervaluation of ancsthcsia scwiccs. I am plcascd that thc Agcncy acceptcd this rccommcndation in its proposcd rulc. ant1 I suppol-I full implclncntalion of thc 
RUC s recommendat~on 

To ensure that our paticnts havc acccss to cxpcrt ancsthcs~ology nicdical carc, i l  is ilnpcrativc that CMS follow through with thc p:-oped in thc Fcdcral Rcgistcr 
by fully and inimcdlatcly implcmcn~ing thc ancsthcsia convcrsion Factor incrcasc as rccommcndcd by thc RUC. 

Thank you for your considcration of this scrious mattcr 

Page 135 of 234 August 22 2007 03:06 PM 



Submitter : Dr. Stephen Siegel Date: 08/21/2007 

Organization : Urology Specialists 

Category : Physician 

Issue Areas/Comments 

GENERAL 

GENERAL 

I am a pnvatc practicc urologist with an officc locatcd in Middlcbuly, CT afid scrvicc a widc catchmcnt arca. We arc a group that ii;:s bccn around for 75 ycars and 
is a very wcll rcspcctcd group of 7 physicians. Wc arc proud to bc ablc to ot'fcr our paticnts thc widc varicty of urologic cart that rhLy nccd. I am a partial owncr 
in ajoint vcnturc LLC that owns a lithotriptcr and through this I am ablc to providc lithotripsy scrvicc to our paticnts. 

It was not too Inany ycars ago that our closcst option for shock wavc lithotripsy was in tlic Bronx, NY. scvcral hours away OUI- palicnt population is oldcr and 
this hip was ncar impossiblc. causing many paticnts to forgo an easy to rccovcr from procedure and choosing a much morc inva.si\c procc~jurc just so thcy could 
stay closer to homc. Shock wavc lithotripsy is certainly thc gold standard in thc trcatmcnt of many sloncs and having tlic s2rv1cc av:i~lablc in my townlmy 
hospital has improvcd paticnt carc without qucstlon. I scrvc on thc ~ncd~ca l  advlsoly board of our LLC and mcct cach quartcr lo go o\cr thc pcrformancc of thc 
machine, making surc that our paticnts arc rccciring tlic bcst possiblc rcsults. Bcforc out ability to invcst in this LLC, I was not able lo gct this typc of quality 
assurance fccdback and was not ablc to qnotc accuratc risks and bcncfits to my paticnts. 

The under arrangcmcnt contracting would impact us in scvcral ways. Right now wc havc the grcatcst access to thc ncwcst tcch~lology and I am afraid that by not 
having LLC's likc ours wc would not bc sharing thc costs of thc machincs with thc hospitals and the bcncfit of bringing thc machinc around connecticut to thc 
smaller hospitals will bc lost. 
A couple of questions still rcmain. arc wc a dcs~gnatcd hcalth scl-vicc? Amcrican Litl~otripsy vs Thompson statcs wc arc not. \Vliar arc tlic scrviccs that arc not 

dhs when perfomicd outsidc of a hosp~tal? Why arc thcrc concerns about orcrutilization? Thc only way this n~achinc call bc uscd i ;   fa paticnt is found to have a 
stone, it is not a diagnostic tool. 

There are many othcr conccms, but I hopc that this lctter shows you solnc. 1 apprcciatc you taking thc tlmc to rcad this and you1 cclliidcratic'n. 

Respectfully 
Stephen Sicgcl MD 
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