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Company Name Hem [Click here and type return address] 

August 30,2007 

Mr. Keny N. Weems 
Administrator - Designate 
Centers for Medicare and Medicaid Services 
U.S. Department of Health and Human Services 
Attention: CMS-1385-P 
P.O. Box 8018 
Baltimore, MD 21244 

SUBJECT: Medicare Program; Proposed Revisions to Payment Policies under the Physician 
Fee Schedule, and Other Part B Payment Policies for CY 2008; 
Proposed Rule 

Dear Sir: 

My name is James Griesi and I have been a Physical Therapist and multi site therapy manager for 9 
years. I am writing to you to strongly urge that Physical Therapy be removed as a designated health 
service (DHS) and therefore permissible under the in office ancillary exception of the federal physician 
self-referral laws. My reasons for this request re based on personal experience. Please see below: 

Having worked and managed in physician owned physical and occupational sites, I have 
witnessed how they use their leverage to negotiate higher fees for services than independent 
PT practices even though all they are doing is collecting reimbursements. It goes something 
like this: The billing manager tells a prospective insurance company, 'If you do not pay "X". 
rates for therapy services, our Orthopedists will not participate in your insurance plan". In small 
towns and rural areas, these physician owned practices have an unfair advantage over the 
Physical Therapists who are independent. Moreover, they are making a sickening profit. I 
remember that most years in the practice I worked in the MD's were collecting a 20%+ margin. 
I hope that this is excessive in the eyes of a Medicare policy maker. 

2. Having been on the inside of these practices I know that there are competitions to be the best 
referrals source to the therapy clinics. Of course there is never any mention of whether the 
referrals are appropriate or justified-just that Dr X had the most referrals. This type of situation 
("incident to" and MD owned PT practices) is clearly fraught with potential abuse and misuse of 
the Medicare health systems purpose and stated goals. 

3. Fundamentally, medical disciplines are best managed and owned by those who put in the time 
to earn degrees and hold a license to practice in good standing. The field of Physical Therapy 
best serves Medicare (and all) patients when there are checks and balances in the utilization 
system. A therapist who's license and reputation is on the line has much more invested in 
making a good clinical decision about appropriateness of therapy than an MD who has a 
financial incentive to refer. 

4. Lastly, as a rational and thinking professional, it has always been an absolute mockery to me 
that Stark Laws (legislative law-the strongest possible standard) whose stated purpose was 
to preventleliminate MD's in relationships where they could refer for profit to themselves or 
other family members has all these exceptions built in that fly in the face of the stated goal. 
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This is a great opportunity for the government to do what's best to patients and not the MD 
lobby. If you take this commendable step you will effectively decrease cost while increasing 
quality and accountability. What more could you want? 

Thank you for consideration of my comments, 

Sincerely, 

James V Griesi, Jr. MPT 

Physical Therapist1 Director of Operations 

Rehabcare Group 

[Click here and type your name] 
[Click here and type job title] 



Submitter : Date: 0812112007 

Organization : 

Category : Physician 

Issue AreaslCornrnents 

GENERAL 

GENERAL 

i believe that frec markct cconomy is thc way togo . it givcs consumcr a choice and compctition drives priccs down . so a monpoly olpllysical therapy by one 
group is bad for pts is bad for compctition and drive priccs up .therapy offcrcd 11). 3rs ofticc allow drs to flu pts closely and pt a chc~~cc. to go dnywhcrc they choose 
.one size fits all is never good and ncvcr fits anybody thanks 

Page 138 o f  234 August 22 2007 03:06 PM 



Submitter : Mr. Earl Tucker 

Organization : Medical Diagnostics Inc. 

Category : . Other Technician 

Iseue AreaslComments 

GENERAL 

GENERAL 
"See Attachmcnt" 
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Submitter : Dr. William Schwark 

Organization : Self employed 

Category : Physician 

Issue Areas/Comments 

Date: 08/21/2007 

GENERAL 

GENERAL 
Dear Sirs, 
I am writing to exprcss my shongcst support for the proposal to incrcasc ancstheiia paymcnts undcr thc 2008 Physician FCC SCIICIILIIC. 
This will help rectify the continucd undcrcvaluation of work perfolmcd by ancstlicsiologists. 

Please support CMS- 1385-P. 

Thank you for your considcration of this scrious rnattcr. 
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Submitter : Mr. Jon Renner 

Organization : Advanced Physical Therapy 

Category : Physical Therapist 

Issue Areas/Cornrnents 

Date: 08/21/2007 

GENERAL 

GENERAL 

Dear CMA reprcsentativc: 

I am writing this lcttcr to cxprcss my conccrn rcgarding thc proposcd Mcdicarc Physician Fce Schedule (MPFS) rcvision that will dra~natically affcct tlic 
reimbursement of Physical and Occupational outpaticnt thcrapy scrviccs to our cldcrly patients in our community. 

This proposcd method for rcduction in paymcnt will undoubtedly rcsult in a lack of paticnt access to ncccssaly ~ncdical rchabilitatlon that prcvcnts highcr cost 
interventions, such as surgcry or long-tcr~n inpaticnt carc. 

I understand that the AMA, thc A~ncrican Physical Thcrapy Association and thc Amcrican Occupational Therapy Association. as \rcll as other organizations arc 
preparing an altcrnativc solution to prcscnt to Congrcss. Plcasc glvc this infn1.111ation ~nucli considcration and prcscrvc tlicsc palicnls' 1.1ght to adcquatc and 
necessary mcdical carc. 
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Submitter : Mrs. Sylvia Zucker 

Organization : Mrs. Sylvia Zucker 

Category : l ndividual 

Issue AreasIComments 

Date: 08/21/2007 

GENERAL 

GENERAL 

Leslie V. Nowalk, Esq. 
Acting Administrator 
Centers for Medicarc and Mcdicaid Scrviccs 
Attention: CMS-1385-P 
P.O. Box 80 18 
Baltimore. MD 21244-801 8 

Re: CMS-1385-P 
Anesthesia Coding (Part of 5-Ycar Rcv~cw) 

Dear Ms. Nowalk: 

I am writing to express my strongest support for the proposal to incrcasc ancsthcsia paymcnts under thc 2008 Physician FCC Schcdt~ic. I am gratcful that CMS has 
recognized thc gross undcrvaluation of ancsthcsia scrviccs, and that thc Agcncy is taking steps to addrcss this complicated issue. 

When the RBRVS was instituted, it crcated a hugc paymcnt disparity for ancsthcsia carc, mostly due to significant undcrvaluation of ancsthcsia work cornparcd to 
other physician scrviccs. Today, morc than a dccadc sincc thc RBRVS took cffcct. Mcdicare paymcnt for ancsthcsia scrviccs stanti< at just $16.1 9 per unit. This 
amount does not cover the cost of carlng for our nations seniors, and is creating an unsustainable system in which anesthes~olog~sts are being forced aha) from 
areas with disproponionatcly high Mcdicarc populations. 

In an effort to rectify this untcnablc situation. thc RUC rccommcndcd that CMS incrcasc the ancsthcsia convcrsion factor to ol'fict 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 Ihe long-standing 
undervaluation of ancsthcsia scrviccs. 1 am plcascd that thc Agcncy acccptcd this rccommcndation in its proposcd rulc. and I suppurl thll implcmcntation of thc 
RUC s recommendation. 

To ensure that our paticnts have acccss to cxpcrt ancsthcsiology mcdical carc, it is impcrative that CMS follow through with thc ploposal in thc Fcdcral Rcgistcr 
by fully and immcdiatcly implementing thc ancsthcsia convcrsion factor incrcasc as rccommendcd by thc RUC. 

Thank you for your considcration of this scrious matter 

Sincerely, Sylvia M Zuckcr. 
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Submitter : Dr. Myungsa Kang Date: 08/21/2007 

Organization : UNC Hospitals 

Category : Physician 

Issue AreasIComments 

GENERAL 

GENERAL 

Leslie V. Nonvalk, Esq. 
Acting Administrator 
Centers for Medicarc and Medicaid Scrviccs 
Attention: CMS-1385-P 
P.O. Box 80 18 
Baltimore, MD 21 244-8018 

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

Dear Ms. Nonvalk: 

I am writing to exprcss my strongest support for tlic proposal to incrcasc ancsthcsia payrncnts undcr thc 2008 Physician FCC Schcdulc I all1 gratcful that CMS has 
recognized thc gross undcrvaluation of ancsthcs~a scrviccs. and that tlic 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 undcrvaluation of ancsthcsia work cornparcd to 
other physician scrviccs. Today, morc than a dccadc sincc the RBRVS took cffcct, klcdicarc paymcnt for ancsthcsia scrviccs stand5 atjust $16.1 9 pcr unit. This 
amount does not cover the cost of car~ng for our nation s senlors, and is creatlng an unsustainable system In which anesthesiologis!~ are being forced away from 
areas with disproponionatcly high Mcdicarc populations. 

In an effort to rcctify this untcnablc situation, thc RUC recomlnendcd that CMS incrcasc the anesthcsia convcrsion factor to offsct 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 correcting the long-standing 
undervaluation of ancsthcsia scrviccs. I am plcascd that the Agcncy acccptcd this recommendation in its proposcd rulc, and I suppo1.1 full implcmcntalion of thc 
RUC s recommendation. 

To ensure that our paticnts havc acccss to cxpcrt ancsthcsiology mcdical carc, it is impcrative that CMS follow through with thc proposal in thc Fcderal Rcyistcr 
by fully and immcdiatcly implcmcnting thc ancsthcsia convcrsion factor incrcasc as rccommendcd by thc RUC. 

Thank you for your considcration of this scrious mattcr. 

Sincerely, 
Myungsa Kang, MD, MHS 
Assistant Profcssor 
Deparhnent of Anesthesiology 
UNC Hospitals CB 70 10 
Chapel Hill, NC 27599-7010 
(919) 966-9 149 
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Submitter : Dr. Wade Taylor 

Organization : Advanced Revenue Management 

Category : Physician 

Date: 08/21/2007 

Issue Areas/Comments 

GENERAL 

GENERAL 

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

Re: CMS-1385-P 

Anesthesia Coding (Part of 5-Ycar Rcvicw) 

Dear Ms. Nonvalk: 

I am writing to cxprcss my strongest support for the proposal to incrcasc ancsthcsia paymcnts undcr thc 2008 Physician Fcc Schcdulc. I all1 gratcful that CMS has 
recognized the gross undervaluation ofancsthcsia scrviccs, and that thc Agcncy is taking stcps to addrcss this complicatcd issue. 

When the RBRVS was instituted, it crcatcd a huge payment disparity for ancsthcsia carc. mostly due to significant undcrvaluatio~~ of ancsthcsia work colnparcd to 
other physician scrviccs. Today, morc than a dccadc sincc the RBRVS took cffcct, Mcdicare payment for anesthesia serviccs stands at just $16.1 9 pcr unit. This 
amount does not cover the cost of caring for our natlon s seniors. and is creatlng an unsustainable system in which anesthesiologists arc belng forced away from 
areas with disproportionately high Mcdicarc populations. 

In an effort to rcctify this untcnablc situation, thc RUC rcco~nmcndcd that CMS incrcasc thc ancsthcsia co~lvcrsion factor to ofrscl 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-standlng 
undervaluation of ancsthcsia scrviccs. I am plcascd that the Agcncy acceptcd this rccomnicndation in its proposcd rulc, and I support full im.?lcmcntation of thc 
RUC s recommendation. 

To ensurc that our paticnts have acccss to cxpcrt ancsthcsiology medical carc. it is inlpcrativc that CMS follow through with tllc pr~lpc\sal in thc Fcdcral Rcgistcr 
by fully and immcdiatcly implcmcnting thc arrcsthcsia convcrsion factor incrcasa as rccommcndcd by thc RUC. 

Thank you for your considcration of this scrious mattcr 
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Submitter : Dr. Luke Osborne Date: 08/21/2007 

Organization : Dr. Luke Osborne 

Category : Physician 

Issue Areas/Comments 

GENERAL 

GENERAL 
I support the incrcasc in CMS paynicnts for ancsthcsiologists. This lack of funding is crushing acadcmic institutions and limitme thc influx of physicians to 
hosptals that treat community patients. 
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Submitter : Dr. Weng Thong Date: 08/21/2007 

Organization : Advanced Revenue Management 

Category : Physician 

Issue AreaslComments 

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 18 

Re: CMS-I 385-P 

Anesthesia Coding (Part of 5-Ycar Rcvicw) 

Dear Ms. Nowalk: 

I am writing to cxprcss my strongcst support for thc proposal to incrcasc ancstlicsia paymcnts undcr thc 2008 Physician FCC Schciil~lc. I zrn grateful that C'MS has 
recognized thc gross undcrvaluation of ancsthcsia scrviccs, and that thc Agc~icy is taking steps to addrcss this complicatcd issuc. 

When the RBRVS was institutcd, it crcatcd a hug: paymcnt disparity for ancsthcsia carc. mostly duc to significant undcrvaluation ~Sancstliesia work comparcd to 
other physician scrviccs. Today, Inorc than a dccadc sincc thc RBRVS took cffcct, Medicarc payment for ancsthcsia scrviccs stands at just $1 6.19 pcr unil. This 
amount does not cover the cost of caring for our nation s seniors, and IS creating an unsustainable system In which anesthesiolog~sts are k ing  forced anay from 
areas with disproportionately high Mcdicarc populations. 

In an effort to rcctify this untcnablc situation, thc RUC rccommcndcd that CMS incrcasc the anesthesia convcrsion factor to oSfsct 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 correcting the long-stand~ng 
undervaluation of ancsthcsia scniccs. 1 am plcascd that thc ~ ~ c n i ~  acceptcd this recommendation in its proposcd rulc, and I support full im?lcmcntation of the 
RUC s recommendation. 

To enswc that our paticnts havc acccss to cxpcrt ancsthcsiology nicdical carc, it is imperative that CMS follow through with thc proposal in thc Fcdcral Rcgistcr 
by fully and immcd~atcly implcmcnting thc ancsthcsia conversion factor incrcasc as rccommcndcd by thc RUC. 

Thank you for your consideration of this scrious mattcr. 
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Submitter : Dr. ~ o b e r t  Valley 

Organization : Department of Anesthesiology UNC Chapel Hill 

Category : Critical Access Hospital 

bsue AreasIComments 

Date: 08/21/2007 

GENERAL 

GENERAL 

Dear Ms. Nonvalk: 

I am writing to exprcss my strongcst support for thc proposal to incrcasc ancsthcsia paymcnts undcr thc 2008 Physician FCC Scl~cdulc I am gratcful that CMS has 
recognized the gross undervaluation of ancsthcsia scrvices, and that the Agcncy is taking steps to addrcss this complicated issuc. 

When the RBRVS was instituted, it crcatcd a hugc payrncnt disparity for ancsthcsia carc, mostly duc to significant undcrvalua~ion of~ncsthesia work compared to 
other physician scrviccs. Today, morc than a dccadc sincc thc RBRVS took cfi'cct, Mcdicarc paymcnt for anesthcsia scrviccs stands at just $16.19 pcr unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creatlng an unsustainable system in which anesthesiolog~scs arc being forced away from 
areas with disproportionatcly high Mcdichrc populations. 

In an effort to rcctify this untcnablc situation, thc RUC rccommcndcd that CMS incrcasc thc ancsthcsia convcrsion factor to offsc~ ti cnlculatcd 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 co~recting the long-standing 
undervaluation of ancsthcsia scrviccs. I am plcascd that thc Agcncy acccptcd th~s rccoinmcndation in its proposcd mlc, and I support full implcmcntation oi'thc 
RUC s recom~nendat~on. 

To ensure that our paticnts havc acccss to cxpcrt ancsthcsiology mcdical carc, it is iinpcrativc that CMS follow through with thc p~.op(isal in thc Fcdcral Rcgistcr 
by fully and immcdiatcly implcmcnt~ng thc ancsthcsia convcrsion factor incrcasc as rccommendcd by thc RUC. 

Thank you for your considcration of this scrious matccr 

Sincerely, 
Bob Valley 
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Submitter : Dr. Chyanson Tzan 

Organization : Advanced Revenue Management 

Category : Physician 

Issue Areas/Comments 

Date: 08/21/2007 

GENERAL 

GENERAL 

Leslie V. Norwalk, Esq. 
Acting Administrator 
Centers for Medicare and Medicaid Scrviccs 
Attention: CMS-1385-P 
P.O. Box 8018 
Baltimore, MD 2 1244-80 1 8 

Re: CMS- 1385-P 

Anesthesia Coding (Part of 5-Year Rcvictv) 

Dear Ms. Norwalk: 

1 am writing to cxprcss my strongest support for thc proposal to incrcasc ancsthcsia paymcnts under thc 2008 Physician FCC Schcdulc. I am gratcful that CMS has 
recognized thc gross undcrvaluation of ancsthesia scrviccs, and that thc Agcncy is taking stcps to addrcss this complicatcd issuc. 

When the RBRVS was instituted, it crcatcd a hugc paymcnt disparity for ancsthcsia carc. ~nostly duc to significant undcrvaluation of ancsthesia work cornparcd to 
other physician serviccs. Today, morc than a decdc  since the RBRVS took cffcct. Mcdicare payment for ancsthcsia serviccs stands at just $16.19 pcr unit. This 
amount does not cover the cost of car~ng for our nation s seniors, and is creatlng an unsustainable system in which anesthes~ologists are being forced away from 
areas with disproportionately high Mcd~carc populations. 

In an effort to rcct~fy this untcnablc situation, thc RUC rccom~ncndcd that CMS incrcasc thc ancsthesia convcrsion factor to offsct a cdlculatcd 32 pcrccnt work 
undervaluat~on a move that would result In an Increase of nearly $4 00 per allesthesla unit and serve as a major step forward in correcting the long-standing 
undervaluation of ancsthcsia scrviccs. 1 am plcascd that thc Agcncy acceptcd this rccommcndation in its proposcd rulc, and I sup pol.^ full implcmcntation of thc 
RUC s recommendation. 

To ensure that our paticnts havc acccss to cxpcrt ancstl~csiology mcdical carc, it is impcrativc that CMS follow through with tl~c puposal in thc Fcdcral Rcgistcr 
by fully and immcdiatcly implcmcnting the ancsthesia convcrsion factor incrcasc as rccommendcd by thc RUC. 

Thank you for your consideration of this scrious mattcr. 
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Submitter : Dr. Henry Venable Date: 0812 112007 

Organization : Advanced Revenue Management 

Category : Physician 

Issue AreaslComments 

GENERAL 

GENERAL 

Leslie V. Norwalk. Esq. 
Acting Administrator 
Centers for Medicarc and Mcdicaid Scrviccs 
Attention: CMS-I 385-P 
P.O. Box 8018 
Baltimore. MD 2 1244-80 18 

Re: CMS-1385-P 

Anesthesia Coding (Pan of 5-Ycar Rcvicw) 

Dear Ms. Norwalk: 

1 am writing to cxprcss my strongcst support for thc proposal to ir~creasc ancsthcsia paymcnts undcr thc 2008 Physician FCC Schcdulc. I an1 gratcful that CMS has 
recognized thc gross undcrvaluation of ancsthcsia scrviccs, and that thc Agcncy is taking stcps to addrcss this co~nplicatcd issuc. 

When thc RBRVS was instituted, it crcatcd a hugc paymcnt disparity for ancsthcsia carc, mostly duc to significant undcrvaluation of ancsthcsia work comparcd to 
other physician scrviccs. Today, morc than a decadc sincc the RBRVS took cffcct, Mcdicare paymcnt for ancsthcsia 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 creating an unsustainable system in which anesthesiologists are b,:~ny forced away from 
areas with disproportionately high Mcdicarc populations. 

In an effort to rcctify this untcnablc situation, thc RUC rccom~ncndcd that CMS incrcasc thc ancsthcsia convcrsion factor to oflsct a calculated 32 pcrccnt work 
undervaluation a move that would result in an iccrease of nearly $4.00 per anesthesia unit and serve as a major step forward in correcring the long-standing 
undervaluation of ancsthcsia scrviccs. I am plcascd that thc Agcncy acceptcd this rccommcndation in its proposcd mlc, and I support full implclncntation of  thc 
RUC s recommendation. 

TO ensure that our paticnts havc acccss to cxpcrt ancsthcsiology ~ncdical carc. it is imperative that CMS follow through with thc proposal in thc Fcdcral Rcgistcr 
by fully and immcdiatcly implcmcnting the ancsthcsia conversion factor incrcasc as rccommendcd by thc RUC. 

Thank you for your considcration of rhis scrious mattcr 

Paee 150 of 234 August 22 7007 03:06 PM 



Submitter : Dr. Jenifer Youngblood 

Organization : Advanced REvenue Management 

Category : Physician 

Issue Areas/Comments 

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 (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 Physicia~i FCC Sclicdulc. I an1 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 of ancsthcsia work conlparcd to 
other physician scrviccs. Today, marc thdn a dccadc sincc the RBRVS took cffcct, Mcdicarc payment for ancsthesia scrviccs stands at just $16.1 9 pcr unit. This 
amount does not cover the cost of cartng for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
areas with disproportionatcly high Medicarc populations. 

In an effort to rcctify this untcnablc situation, thc RUC rcco~nmendcd that CMS incrcasc thc ancsthcsia convcrsion factor to offsct 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 ~najor step forward in corr-ctlng the long-standin? 
undervaluation of ancsthcsia scrviccs. I am plcascd that the Agcncy acccptcd this rccolnmendation in its proposcd rule, and I support fc~ll implcmcntation of thc 
RUC s recommendation. 

To ensure that our paticnts havc access to cxpcrt ancsthcsiology nicdical carc, it is impcrativc that CMS follow through with thc propcsal in thc Fcdcral Rcgistcr 
by fully and immediately irnplemcnting thc ancsthcsia convcrsion factor incrcasc as rccommcndcd by thc RUC. 

Thank you for your considcration of this serious mattcr. 
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Submitter : Dr. William Furman 

Organization : UNC-Chapel Hill 

Category : Physician 

Issue Areas/Comments 

Date: 08/21/2007 

GENERAL 

GENERAL 

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

I am writing to exprcss my strongcst suppon for thc proposal to incrcasc ancsthcsia paymcnts undcr thc 2008 Physician FCC Sclicdulc.. I am gratcful 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 instituted, it crcatcd a hugc paymcnt disparity for ancsthcsia carc, niostly duc to significant undcrvalua~ion of nncsthcsia work comparcd to 
other physician services. Today. lnorc than a dccadc sincc thc RBRVS took cffcct, Mcdicarc paymcnt for ancsthcsia scniccs stands at just $16.19 pcr unit. This 
amount does not cover the cost of' caring for our nation s seniors, and is creatlng an unsusta~nable system in which anesthesiolog~sts are helng forced away from 
areas with disproportionately high Mcdicare populations. 

In an effort to rectify this untcnablc situation, 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 correcling the long-standing 
undervaluation of ancsthcsia scn~iccs. 1 am plcascd that thc Agcncy acccptcd this rccommcndation in its proposcd mlc, and I suppart full implcmcntation of thc 
RUC s recommendation. 

To ensure that our paticnts have acccss to cxpcn ancsthcsiology lncdical carc, it is impcrativc that CMS follow through with thc proposal in ~ h c  Fcdcral Rcgistcr 
by fully and immcdiatcly implcmcnting thc ancsthcsia convcrsion factor incrcasc as rccommendcd by the RUC. 

Thank you for your considcration of this scrious mattcr 

Yours sinccrcly, 
William R. Furman. MD 
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Submitter : 

Organization : 

Category : Other Health Care Professional 

Issue Areas/Comments 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

See attachment 
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August 7,2007 

Centers for Medicare and Medicaid Services 
Department of Health and Human Services 
Attn: CMS-1385-P 
P.O. Box 80 18 
Baltimore, MD 2 1244-80 18 

Issue Identifier: Issues related to Physicians Self-Referral Rules 
File Code CMS-1385-P 

Dear Sir: 

I am writing you regarding self-referral issues. I am a radiation oncologist in practice and have been so 
since 1989. The dynamics in the marketplace continue to evolve. Numerous doctors are using every 
way, shape and form to cut through Stark referral rules to gain as much revenue as possible. From the 
radiation oncologist's point of view, it is okay for a surgeon to own a scalpel, medical oncologist to give 
chemotherapy, a urologist to use a lithotripser. When it comes to radiation therapy, however, every 
doctor that we work with wants to own their own linear accelerator whether it be the medical oncologist, 
urologist, or breast surgeon. This results in tremendous ABUSE if not fraud. 

The dynamics regarding urology are particularly appalling. Previously radiation oncologists had worked 
very hard just to get a patient referred over for a second opinion to give patients the options of radiation 
therapy management, whether it be external beam radiation or brachytherapy. The urologists would do 
pretty much what they could to get the patients to go to the operating room. Many of these urologists are 
not trained to do laparoscopic or robotic radical prostatectomies which is in vogue. Now, however, with 
the advent of the Uro-Rad model, urologists have found a loophole in Stark law so that as a group practice 
they may own their own linear accelerator. What we see happening in our area is 40-some odd urologists 
working up to 30 miles apart getting together and forming a joint practice. Previously they had worked 
independently and competed against one another for patients. Now all of a sudden they are fnends and 
partners in business. They will build a vault and put a linear accelerator in it and hire a radiation 
oncologist to treat their patients. 

Listening to the urologists is particularly appalling. Many that I know have told me that once you form 
the Uro-Rad model and purchase a linear accelerator to work within your group practice, you must keep 
in mind that EVERY single prostate cancer patient is going to receive IMRT (intensity modulated 
radiation therapy). Previously patients would get an option if they were lucky of surgery vs. radiation 
therapy, and the radiation oncologist would discuss options regarding brachytherapy, external beam, or 
combination' treatments. Now the urologists are taking every single patient that has prostate cancer and 
referring them and talking them into IMRT-based radiation therapy to maximize revenue for themselves 
and put the patient through eight and a half weeks of treatments. Then they talk to one another that they 
can recoup revenues on the order of $40,000.00 per patient and it is boosting their personal income over a 
half million dollars each. These doctors in town talk to one another and before you know it, every 
urologist in your community wants to own their own linear accelerator. 
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As a citizen of the United States, this would seem to game and abuse the system and cause costs to go 
way up. Furthermore and most importantly it is NOT good patient care. I think it is fine for patients in 
certain circumstances to have surgery, external beam radiation therapy, brachytherapy, or combinations 
thereof. It is not proper for the urologists just because they diagnosed a patient and see the patient first, to 
talk each and every individual into getting radiation therapy. In particular these same doctors weren't 
really interested in radiation therapy until they owned their own linear accelerator and they gamed and 
abused the system to do IMRT to recoup the most maximum reimbursement possible to pad their pocket 
books. 

I am certainly not strong enough and powerful enough to overcome this but something needs to be done 
and said. It is my understanding that if one owns a linear accelerator, the referring doctors can operate it 
if is in their own building. One could understand this with five or six doctors getting together and 
wanting to do a group practice model. This is not what is taking place. This is 40-some odd doctors 
purchasing a linear accelerator some place and running it under their tax ID number to get it through the 
loopholes of the Stark amendments and referring the patients there to recoup as much money as possible. 
NONE of these urologists work in the same office as the linear accelerator. I am urging you to evaluate 
this practice. The dynamics are very sad. Furthermore, as a clinician and a practicing doctor I find it 
appalling. 

For the profession of radiation oncology, it seems as time goes on more and more individuals find 
loopholes in the Stark amendment to refer only to places where they have ownership interest. What this 
will do is ruin the profession of Radiation Oncology. The radiation oncologists will be in business for 
awhile, be run out of business due to this kind of event and have to find another place to work. This has 
happened to me twice in practice already and I am certainly not strong enough to overcome it. 
Furthermore, the radiation oncologists cannot leave the office during the day given incident to coverage 
laws unlike these owner-referring doctors. 

Thank you so much for looking into this situation. I urge you to close these self-referring loopholes. I 
think it is fine for the urologists to make a good living being urologists. I don't see why they have to be 
radiation oncologists in addition to that. Clearly they have no training in radiation oncology, have never 
done a residency and are not dedicated to our discipline. These individuals have contributed nothing to 
the medical literature for radiation therapy yet they are being put in a position to control the profession 
just because they make the diagnosis and see the patients first 



Submitter : Date: 08/21/2007 

Organization : 

Category : Physical Therapist 

Issue AreaslComments 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

I worked in an orthopcdic physician-owncd physical therapy practicc (POPS) for ovcr 6 ycars in Maryland. During this timc x c  nroslly saw thc paticnts rcfcrrcd 
to us by the physician owncrs, but not cntircly, as we had scvcral outsidc rcfcrrals. Wc wcrc hardly a largc profit-makcr as wc had a lot of okcrhcad. Thcy thcn 
hired an MBA who was successhl in making anothcr well-known largc orthopcdic group in Maryland make ovcr a million dollars!ycar from thcir PT practicc. 
After she was hircd, a complctc ovcrhaul of thc physical thcrapy clinic was donc. Hcr goal, which shc also was told shc would profit from, was to havc thcir PT 
clinic 'make at lcast I million dollars pcr ycar.' I left thc practicc bcforc the overhauling had bccn donc, but continuc to bc awarc of and know somc of thosc who 
continue to be cmploycd thcrc. Thc PT practicc is now what PT's call a 'mill' which mcans thcy turn paticnts in and out at a rapid pacc, with lack of pcrsonalizcd 
physical therapist intcrvcntion. Not only is a paticnt's carc possibly bcing compromiscd bccausc of sclf-referral, but charging Mcdicarc might hc an alanning and 
possibly hudulcnt  issuc. A Mcdicarc paticnt must bc sccn by a liccnsed Physical Therapist to bc chargcd as such; Usc of aidcs nnci ccrtificd Athlctic traincrs to 
work with thcsc patcints may bc con~promising thcir coding and charging. This is common in many physician owncd clinics. I strongly urgc CMS to rcnlovc 
physical therapy as a dcsignatcd hcalth scrvicc (DHS) pcmissiblc undcr thc in-officc ancillary cxccption of thc federal physician sclf-rcfcrral laws. In addition, 
due to the repetitive naturc of physical thcrapy scrviccs, it is no morc convenlcnt for tlic patcint to recievc scrvices in thc physician's officc than an indcpcndcnt PT 
clinic that might bc much closcr to homc, and of thcir own choicc. Thcrc is no nccd for direct supervision by a physician to adniinistcr physical thcrapy. Thank 
you for the considcration of my comments. 
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Submitter : Dr. Holly Muir 

Organhution : Duke University 

Category : Physician 

Issue AreasIComments 

GENERAL 

GENERAL 

Please registcr my support of raising thc convcrsion factor in ancsthcsia profcssio~ial paymcnts by CMS. Thank you 

Date: 08/21/2007 
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Submitter : Dr. Christopher Litynski Date: 08/21/2007 

Organization : West Coast Anesthesia 

Category : Physician 

Issue Areas/Comments 

Physician Scacity Areas 

Physician Scacity Areas 

Dear Sirmadam: 
I am writing this lcttcr to rcqucst that CMS acccpt thc RUC rccornmcndation for incrcasing ancsthcsia conversion factor. 
I practicc Anesthesia in Wcst Michigan. wherc majority of my 
patients are Medicarc and Mcdicaid rccipicnts. Bccausc of Ancsthcsia work undervaluation wc arc not ablc to rccmit and rcplacc lcaving 
Anesthesiologists and CRNA's to nicct incrcasing dcmand from growing 
elderly population. 
Correcting Medicare's ancsthcsia con\.crsion factor will significantly 
increase our chanccs to attract ncw ancsthcsia providcrs and guarranty 
timely service for all Medicare rccip~cnts. 

Thank you for your considcration 

Christopher Litynski,MD 
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Submitter : Doug Simpson 

Organization : meridian Physcial Therapy 

Category : Physical Therapist 

Issue AreaslComments 

Date: 0812112007 

Physician Sell-Referral Provisions 

Physician Self-Referral Provisions 

I am a p t  and I havc bccn in practicc for 14 ycars. I havc obscrvcd an incrcasc in abusc of PT scrviccs whcn physcians l~avc a tina~>c.il inccntivc to rcfcr to thcir 
own practice. Physcians that rarely rcfcr to PT havc startcd to rcfcr to tlicir own PT scrviccs bccausc of tlic financal gain. Thcy also rcquirc thicr paticnt to bc scen 
by their therapist. I stongly cncouragc CMS to no longer allow Physical thcrapy scrviccs to be providcd undcr thc In -office anciilary scrvicc exception. 
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Submitter : Mr. James Burdumy Date: 08/21/2007 

Organization : Medicare Recipient 

Category : Individual 

Issue Areas/Comments 

Coding-- Additional Codes From 
5-Year Review 

Coding-- Additional Codes From 5-Year Review 

Leslie V. Nonvalk, Esq. Acting Administrator Ccntcrs for Mcdicarc and Mcdicaid Scrviccs Attention: CMS-1385-P P.O. Box 801 8 Baltimore, MD 2 1244- 
8018 Re: CMS-1385-P Ancsthcsia Coding (Part of 5-Ycar Rcvicw) 

Dear Ms. Nonvalk: I am a Mcdicarc Rccipicnt writing to cxprcss my strongcst support for the proposal to incrcasc ancsthcsia paymcnts undcr thc 2008 Physician 
Fee Schedulc. I am gratcful that CMS has recognized thc gross undcrvaluation of ancsthcsia services, and that thc Agcncy is taking \ t ~ p s  to addrcss t h i ~  
complicated issue. Whcn tlic RBRVS was institutcd, it crcatcd a huge paymcnt disparity for ancsthcsia carc, mostly duc to significanl undcrvaluation of ancsthcsia 
work comparcd to othcr physician scrviccs. Today, morc than a dccadc sincc thc RBRVS took cffcct, Mcdicarc payrncnt for ancstlicsia scrviccs stands at just 
$16.19 per unit. This amount docs not covcr thc cost of caring for our nation s scniors, and is creating an unsustainablc systcm in nhizh ancsthcsiologists arc 
being forced away from arcas with disproportionately high Mcdicarc populations. In an cffort to rcctify this untcnablc situation, tlic RUC rccornmcndcd that CMS 
increase the ancsthcsia conversion factor to offsct a calculated 32 pcrccnt work u~idcrvaluation a movc that would rcsult in an incrcasc of ncarly $4.00 pcr ancsthesia 
unit and servc as a major stcp forward in correcting thc long-standing undcrvaluaticln of ancsthcsia scrviccs. I am plcascd that thc Agcncy acccptcd this 
recommendation in its proposcd mlc. and I support full implcmcntation of thc RUC s rccommcndation. To cnsurc that our paticnts liavc access to cxpcrt 
anesthesiology rncdical carc. it is impcrativc that CMS follow through with thc proposal in thc Fcdcral Rcgistcr by fully and immcdiatcly implcmcnting thc 
anesthesia convcrsion factor incrcasc as rccomlncndcd by thc RUC. Thank you for your considcration of this scrious mattcr. 

James T. Burdumy 
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Submitter : Ms. Cindy Herold Date: 08/21/2007 

Organization : St. Charles Clinic Medical Group 

Category : Other Health Care Professional 

Issue Areas/Comments 

Coding- Additional Codes From 
5-Year Review 

Coding- Additional Codes From 5-Year Review 

CODING-ADDITIONAL CODES FROM 5-YEAR REVIEW: As a cardiac sonographcr for thc past 20 ycars 1 opposc to Ihc mandatc that will allow Mcdicare 
to "bundle" color flow Dopplcr into tllc othcr ccho based codcs. Each tcchniquc has it's own purposc and thc doctor that is rcqucsting the ~ c s t  specifically ordcrs 
each technique for thc paticnts pathology. Wc do not routinely do a color flow dopplcr with a spcctral dopplcr study. Somctimcs just a 2 dimensional picturc is 
used to follow up on pcricardial cffusions ctc. So ifyou arc grouping all thc chargcs, it will takc morc timc on thc technicians part as wcll as thc physicians time 
to read the doppler portions. Hopefully you will rcconsidcr and rccvaluatc thc nccd for us to diffcrcnciatc bchvccn all modcs for tl~c comfort and quality of the test 
we provide to thc paticnts. Thank you vc~y  much for your considcration. 
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Submitter : Date: 08/21/2007 

Organization : 

Category : Physical Therapist 

Issue Areas/Comments 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

The potential for fraud and abuse exists whencvcr physicians arc able to rcfcr Mcdicarc bcneficiarics to cntitics in which tllcy havc :I financial intcrcst, cspccially in 
the case of physician-owncd physical thcrapy scrviccs. Physicians who own practiccs that providc physical thcrapy sewiccs havc an inhcrcnt tinancial incentive to 
refer their paticnts to thc practices thcy havc investcd in and to ovcmtilize tliosc scrviccs for financial rcasons. By climinati~iy physical therapy as a dcsignatcd 
health service (DHS) fumishcd undcr thc in-officc ancillary scrviccs exccption, CMS would reduce a significant amount of progr;~in~natic abusc. ovcmtlization of 
physical therapy scwiccs undcr thc Mcdicare program. and cnhancc thc quality orpaticnt care. I don't bclcivc that onc profcssiorl \11ould own rights or privlcdges 
to another pmfcssion and proffit as a rcsult of having said privlcdgcs. This grca~ly affccts thc autonomy of thc Physical Thcrapy Profession. 
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Submitter : Mrs. Miryam Simonovis 

Organization : Sheridan Healthcorp 

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 1244-80 1 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 ancsthcsia paymcnts undcr thc 2008 Physician FCC Sclicdulc. I am gratcful that CMS has 
recognized thc gross undcrvaluation of ancsthcsia scrviccs, and that thc Agcncy 1s taking steps to addrcss this complicatcd issuc. 

When the RBRVS was instituted, it crcatcd a hugc paymcnt disparity For ancsthcsia carc. mostly duc to significant undcrvaluation ofancsthcsia work comparcd to 
other physician scrviccs. Today, lnorc than a dccadc sincc thc RBRVS took cffcct, Mcdicare paymcnt for ancsthcsia scrviccs stands at Just $16.19 pcr unit. This 
amount does not cover the cost of car~ng for our nation s seniors, and is creating an unsustainable system In which anesthrs~ologis~s are k i n g  forced away From 
areas with disproportionatcly high Mcdlcarc populations. 

In an effort to rectify this untcnablc situation, tlic RUC rccom~ncndcd that CMS increasc thc ancsthcsia conversion factor to offsct a cnlculatcd 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 corl-cclrrig the long-standing 
undervaluation of ancsthcsia scrviccs. I am plcascd that thc Agcncy acceptcd this rccom~ncndation in its proposcd ~ l c ,  and I support full implcmcntation of thc 
RUC s recommendation. 

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

Thank you for your considcration of this scrious mattcr, 

Mircyam Simonovis 
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Submitter : Dr. Allan Goldstein 

Organization : American Society of Anesthesiologists 

Category : Physician 

Issue AreasIComments 

Date: 0812 112007 

GENERAL 

GENERAL 

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

August 2 1,2007 

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

Dear Ms. Nonvalk: 

I am writing to exprcss my shongcst support for thc proposal to incrcasc ancsthcsla paymcnts undcr thc 2008 Physician Fcc Sclicclulc. [ ain gratcful that CMS has 
recognized thc gross undcrvaluation of ancsthcsia scrviccs, and tliat thc Agcncy is taking stcps to addrcss this complicated issue. 

When the RBRVS was institutcd. i t  crcatcd a hugc payment disparity for ancsthcsia carc, mostly duc to significant undcrvaluation ofancstlicsia work comparcd to 
other physician scrviccs. Today. morc than a dccadc sincc thc RBRVS took cffcct, Mcdicarc paynicnt for ancsthcsia scrviccs stands at just $16.19 pcr urit. This 
amount does not covcr thc cost of caring for our nation's scniors. and is creating an u~isustainablc systcni in which ancsthcsiolog~srs arc bcing forccd away from 
areas with disproportiona~cly high Mcdicarc populations. 

In an effort to rectify this untcnablc situation, thc RUC recommcndcd that CMS increasc the anesthesia convcrsion factor to offsct a calculatcd 32 pcrccnt work 
undervaluation - a movc that would rcsult in an increase on nearly $4.00 pcr ancsthcsia unit and servc as a mojor step forward in corrccting thc long-standlng 
undervaluation of ancsthcsia scrviccs. I am plcascd that the Agency acceptcd thts rccommendation in its proposcd rulc, and 1 suppol.t full implcmcntation of the 
RUC's recommendation. 

To ensure that our paticnts havc acccss to cxpcrt ancsthcsiology mcdicsl carc, it is impcrat~vc that CMS follow through with tlic proposal In thc Fcdcral Rcglstcr 
by fully and immcdiatcly ~mplcmcnting the ancsthcsia convcrsion factor incrcasc as rccommcndcd by the RUC. 

Thank you for your consideration of this scrious mattcr. 

Yours truly. 

Allan Goldstcin, M.D. 
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Submitter : Dr. Eugene Lee 

Organization : University of North Carolina 

Date: 0812 112007 

Category : Physician 

Issue AreasIComments 

GENERAL 

GENERAL 
Leslie V. Nonvalk, Esq. 
Acting Administrator 
Centers for Mcdicarc and Mcdicaid Scrviccs 
Attention: CMS-I 385-P 
P.O. Box 80 18 
Baltimore, MD 2 1244-80 1 8 

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

Dear Ms. Nonvalk: 

I am writing to exprcss my strongcst support for thc proposal to incrcasc anesthcsia paylncnts undcr thc 2008 Physician FCC Schcdulc. I aln gratcful that CMS has 
recognized the gross undcrvaluation of ancsthcsia services, and that thc Agcncy is taking steps to addrcss this complicatcd issue. 

When the RBRVS was instituted, it  crcatcd a hugc payment disparity for ancsthcsia carc, mostly duc to significant undcrvaluation of ancsthcsia work comparcd to 
other physician serviccs. Today, Inarc than a decadc since thc RBRVS took cffcct. Medicare paymcnt for ancathcsia scrviccs stands a1 just $16.19 pcr unit. This 
amount does not cover the cost of caring fbr our natlon s seniors, and is creatlng an unsusta~nable system in which anesthes~olog~sts are he~ng forced away from 
areas with disproportionately high Mcdicarc populations. 

In an effort to rcctify this untcnablc situation, thc RUC rcco~nmcndcd that CMS incrcasc tl~c ancsthcsia convcrsion factor to offkct ,r calculatcd 32 pcrccnl work 
undervaluation a move that would result in an increase of nearly 84.00 per anesthes~a unit and serve as a major step forward In ccrrrectlng the long-standing 
undervaluation of anesthcsia scrviccs. I am pleased that thc Agcncy acccptcd this rccommcndation in its proposed ~ l c ,  and I support fill1 implcmcntation ofthc 
RUC s recommendation 

To ensure that our paticnts have acccss to cxpert anesthesiology mcdical carc, i t  is impcrative that CMS follow through with thc pl.oposa1 in thc Fedcral Rcgister 
by fully and irnmediatcly implcmcnting thc ancsthcsiaconvcrsion factor incrcasc as rccommended by thc RUC. 

Thank you for your considcration of this scrious mattcr. 

Sincerely, 
Eugene Lee M.D. 
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Submitter : Mrs. Janice Conway Date: 08/21/2007 

Organization : Mrs. Janice Conway 

Category : Other Health Care Professional 

Issue Areas/Comments 

Background 

Background 

As a member of thc American Association of Nursc Anesthetists (AANA), I write to support thc Ccntcrs 
for Medicarc & Mcdicaid Serviccs (CMS) proposal to boost thc valuc of ancsthcsia work by 32%. Undcr 
CMS proposed rule Medicare would increase the 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 Certificd Rcgistcrcd Nursc Ancstl~ctibts (CRNAs) as Mcdicarc Part B probidcrs can conlinuc 
to provide Mcdicarc bcncticiarics with acccss to ancsthcsia scrviccs. 
This increase in Mcdicarc payment is important for scvcral reasons. 
1 First, as the AANA has previously stated to CMS, Medicare currently under-re~mburses for 
anesthesia serviccs, putting at risk thc availability of ancsthcsia and othcr hcalthcarc scrviccs for 
Medicare bencficiaries. Studics by thc Mcdicarc Payment Advisory Commission (McdPAC) and 
others have demonstrated that Mcdicarc Part B rcimburscs for most scrviccs at approximatcly 
80% of private markct ratcs, but rci~nburscs for ancsthcsia sc~viccs at approximatcly 40% of 
private market ratcs. 
I Second, this proposed rule reviews and adjusts anesthesia services for 2008. Most Part B 
providers services had been reviewed and adjusted in previous years, effective January 2007. 
However, the valuc of ancsthcsia work was not ad,iustcd by this proccss until this proposed rule. 
I Third, CMS proposed change in the relat~ve value of anesthesia work would help to correct the 
value of anesthesia scrviccs which have long slippcd bchind inflationary adjustrncnts. 
Additionally, if CMS proposed change is not enacted and if Congress fails to reverse the IOO/o sustainable 
growth rate (SGR) cut to Mcdicarc paylncnt, an avcragc 12-unit ancsthcsia scrvicc in 2008 will bc 
reimbursed at a ratc about 17% bclow 2006 paylncnt Icvcls, and lnorc than a third bclow 1992 paymcnt 
levels (adjustcd for inflation). 
Americas 36,000 CRNAs provide some 27 million anesthetics in the U S.  annually, in every setting 
requiring ancsthcsia scrviccs, and arc thc prcdominant ancsthcsia providcrs to rural and mcdically 
underserved Amcrica. Mcdicarc patients and hcalthcarc dclivcry in thc U.S. dcbc~id on our scrviccs. Thc 
availability of ancsthcsia scrviccs dcpcnds in part on fair Mcdicarc paymcnt for thcm. I support the 
agency s acknowledgement that anesthesia payments have been undervalued, and its proposal to increase 
the valuation of ancsthcsia work in a manner that boosts Mcdicarc ancstlicsia paymcnt. 
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Submitter : Dr. Thomas Bride Date: 08/21/2007 

Organization : Dr. Thomas Bride 

Category : Physician 

Issue Areas/Comments 

Resource-Based PE RVUs 

Resource-Based PE RVUs 

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

Re: CMS-1385-P 

Anesthesia Coding (Part of a 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 Schcdulc. I an1 gratcful that CblS has 
recognized thc gross undcrvaluation of ancsthcsia scrviccs, and thc Agcndy is taking steps to addrcss this complicatcd issuc. 
When the RVRBS was instih~tcd, it crcalcd a hugc paymcnt disparity for ancsthcs~a carc, mostly duc to significant undcrvaluation ol'ancsthcsia work co~nparcd to 
other physician scrviccs. Today, morc than a dccadc sincc thc RVRBS took cffcct, Mcdicarc paymcnt for ancsthcsia scrviccs stanils at just 16.19 pcr unit. This 
amount does not covcr the cost of car~ng for our nation's scniors, and is crcating an unsustainablc systcm in which ancsthcsiologistr al-c being forccd away from 
areas with disproportionately high Mcdicarc populations. 
In an effort to rcctify this untcnablc situation, thc RUC recom~ncndcd that CMS incrcasc thc ancsthcsia convcrsion factor to ofl'sct a calculated 32 pcrccnt work 
undervaluation- a movc that would rcsult in an incrcase of nearly $4.00 per ancsthcsia unit and scrvc as a major stcp forward in correcting thc long-standing 
undervaluation of ancsthcsia scrviccs. I am plcascd that thc Agcncy acccptcd thls rccommcndation in its proposcd mlc, and I support full implementation of thc 
RUC;s recommendation. 
To ensure that our patients havc acccss to cxpcrt ancsthcsiology mcdical carc, it is impcrativc that CMS follow through with thc proposal in thc Fcdcral Rcgistcr 
by fully and immcdiatcly implementing thc ancsthcsia convcrsion factor incrcasc as rccommcndcd by thc RUC. 
Thank you for your consideration of this scrious mattcr. 
Sincerely, Thomas P. Bridc D.O. 
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Submitter : Dr. Michael Petrover 

Organization : Anesthesiologist 

Category : Physician 

Date: 08/21/2007 

Issue AreaslComments 

GENERAL 

GENERAL 

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

I want to express my strongest suppon for thc proposal to incrcasc ancsthcsia paylncnts undcr the 2008 Physician Fec Schcdulc. 1 am grateful that CMS has 
recognized the gross undcrvaluation of anesthesia scrvices, and that thc Agcncy is taking stcps to addrcss this complicatcd issue. 

When the RBRVS was instituted, it crcatcd a hugc payment disparity for anesthesia carc, niostly duc to significant undcrvaluation of anesthesia work comparcd to 
other physician services. Today, morc than a decade sincc thc RBRVS took cffcct, Mcdicare payment for ancsthcsia scrviccs stands at just $16.19 pcr unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologis~s are belng forced away from 
areas with disproponionatcly high Mcdicarc populations. 

In an effort to rectify this untcnablc situation, thc RUC rccolnmcndcd that CMS incrcasc thc ancsthcsia convcrsion factor to offsct a calculatcd 32 pcrccnt work 
undervaluation a move that would result ~n an increase of nearly $4.00 per anesthesia unit and serve as a major step fonvard in co~rrc[ing the long-standilig 
undervaluation of ancslhcsia scrviccs. 1 am plcascd that thc Agcncy acccptcd this rccolnmcndation in its proposcd rule, and I suppolt full implcmcntativn of thc 
RUC s recommendation 

To ensure that our paticnls havc acccas to cxpen ancsthcsiology medical carc, it is imperative that CMS follow through with thc pr~posal in thc Fcdcral Rceistcr 
by fully and immcdiatcly lmplcmcnt~ng thc ancsthcsia convcrsion factor incrcasc as rccommcndcd by thc RUC. 

Thank you for your considcration of this serious matter. 
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Submitter  : Dr. Louis Susman 
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Issue AreasIComments 

Date: 08/21/2007 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

August 2 I, 2007 

Thank you for the opportunity to submit comments on the Physccian Self-Referral Provisions of CMS-1385-P entitled Medicare Program; Proposed Revisions 
to Payment Policies Under the Physician Fee Schedule for Calendar Year 2008. 1 am a board-certified pathologist and a member of the College of American 
Pathologists. I practice in Flushing, NY as an cmploycc ofNcw York Hospital Quccns 

I applaud CMS for undcrtaking this important initiativc to cnd sclf-rcfcrral abuscs in thc billing and paymcnt for pathology scrviccs. I am awarc of arrangcmcnts 
in my practice area that give physlc~an groups a share of the revenues from the pathology services ordered and performed for the groups patients. I believe these 
arrangements are an abusc of thc Stark law prohibition against physician self-rcfcrrals and I support rcvisions to close thc loopholes Illat allow physicians to profit 
from pathology scrviccs. 

Specifically I support thc cxpansion of the anti-markup rulc to purchascd pathology intcrprctations and thc exclusion of anatomic patllology from thc in-office 
ancillary serviccs cxccption to thc Stark law. Thcsc rcvisions to thc Mcdicarc rcasslgnmcnt rulc and physician sclf-rcfcrral provisions arc ncccssary to clirninatc 
financial self-intcrcat in clinical decision-making. I bclicvc that physicians should not bc ablc to profit from thc provision of pathology scrvices unicss thc 
physician is capablc of pcrsonally pcrforming or supcrvising thc scrvicc. 

Opponents to thcsc proposcd changcs asscrt that their captivc pathology arrangcmcnts enhancc paticnt carc. I agrcc that thc Mcdicarc program should cnsurc that 
providen furnish carc in thc best intcrcsts of thcir patients, and, restrictions on physician sclf-rcfcrrals are an impcrativc program s~fcguard to cnsurc that clinical 
decisions are dctcmined solcly on tllc basis of quality. Thc proposed changcs do not impact thc availability or delivcry of patilology scrvlccs and arc dcsigncd 
only to remove the financial conflict of interest that comprorr~iscs thc integrity of thc Mcdicarc program. 

Sincerely, 

Louis K. Sussman, M.D 
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Submitter : Dr. Daniel Thomas 

Organization : Duke Anesthesiology Residency Program 

Category : Physician 

Issue Areas/Comments 

Date: 08/21 12007 

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 1 8 

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

Dear Ms. Norwalk: 

I am writing to exprcss my strongest support for thc proposal to incrcasc ancsthcsia paymcnts undcr thc 2008 Physician Fcc Schcdulc I am gratcful that CMS has 
recognized the gross undcrvaluation of ancsthcsia scrviccs, and that thc Agcncy IS takrng stcps to addrcss this complicated ~ssuc. 

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. morc than a dccadc sincc thc RBRVS took cffcct, Mcdicare paymcnt for ancsthcsia scrviccs stands at just $16.19 pcr unit. This 
amount does not cover the cost of carlng for our nations seniors, and is creatlng an unsustainable system in which anesthesiolog~sts are being forced away from 
areas with disproportionatcly high Mcdicarc populations. 

In an effort to rcctify this untcnablc situation, thc RUC rccommcndcd that CMS incrcasc the anesthesia conversion factor to offsci a calculated 32 pcrccnt 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 correcting the long-standing 
undervaluation of ancsthcsia scrviccs. I am plcascd that thc Agcncy acccptcd this recommendation in its proposcd mlc, and I suppo~t full implcmcntation of thc 
RUC s recommendation. 

To ensure that our paticnts havc acccss to cxpcrt ancsthcsiology mcdical carc. it is imperative that CMS follow through with thc proposal In thc Fcdcral Rcpistcr 
by fully and immcdiarcly implcmcnt~ng thc ancsthcsia conversron factor incrcasc as rccommendcd by thc RUC. 

Thank you for your considcration of this scrious mattcr. 
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Background 

Background 

Dear Ms. Norwalk. 

I am writing to support tlic CMS proposal to boost thc valuc of ancsthcsia work by 32%. If adoptcd. CMS' proposal would hclp to cnsurc that CRNA as 
Medicare part B providers can conlir~l~c to providc Mcdicarc bcncficiarics with acccss to ancsthcsia scrviccs 
First medicarc undcr rcimburcscs for ancsthcsia scrvices putting at risk thc availability of ancsthcsia and othcr hcalthcarc scrviccs fir Mcdicarc. rcscrach shows 
some serviccs arc rcimbul.scd at 80%) whcrcas ancsthcsia is only rci~nburscd at about 40% of privatc ~narkct ratcs. Sccond proposcd 1 . ~ 1 ~  rcvicw and adjusta arc for 
2008. Most were cffcctivc January 2007. Third CMS proposcd changc in rclativc valuc of ancsthcsia work would hclp corrccl thc valuc of ancsthcsia scrviccs 
which have longcd slippcd bchind infla~ionary adjustments. 
Medicare and healthcarc dclivcry dcpcnd on our scrviccs . . 
I supportthe agcncy's acknowledgement that ancsthcsiapaymcnts havc bccn undcrvalucd and its proposal to incrcase thc valuation of ancsthesia work in a manner 
that boosts Medicarc ancsthesia payments. 
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Date: 08/21/2007 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

As a physical thcrapist with 20 ycars of cxpcricncc in the southwcstcm Michigan arca, I would likc to colnmcnt on the proposcd 2008 physician fcc schcdulc rule, 
specifically thc issuc surrounding physician sclf-rcfcrral and tlic "in-officc ancillary scrviccs" cxception. For thosc of us who practice in an indcpcndcnt, thcrapist- 
owned setting, it is casy to scc thc potcntinl for abusc and ovcrutilization of thcrapy scrviccs in a sctting wherc thc physician has wrncrsliip il~tcrcst in thosc 
services. 

In the Statc of Michigan, a physician's prescription is rcquircd for a paticnt to rcccivc physical thcrapy scrviccs. Thcrcforc. Ihc doctor has a significant amount of 
influence on whcrc thcy wish to scnd thc paticnt for therapy trcatmcnt. In a sclf-rcfcrral arrangcmcnt, thc physician usually dirccts tlic paticnt to thcir "in-liousc" 
facility that thcy own, stating that thcy will bc ablc to "stop in and clicck on thcln" or intcract with thcir thcrapist dircctly. Quitc olicn. tilc facility is a significant 
distance from thc patient's homc, rcqi~iring thcm to drivc scvcral niilcs 2-3 days pcr wcck for hcatmcnt wlicn thctt may bc a clin~c such as ours locatcd within 
their own community. On many occasions I havc heard paticnts say "1 wish I cou!d havc come to your office for treatmcnt sincc it is so close to my homc. but my 
doctor told mc to go to HIS thcrapist". I also havc yet to hcar a paticnt tcstimony stating that thc doctor "stoppcd in to chcck on thcm" during tlicrapy sessions. 

Another concem rcgarding thc sclf-rcfcrral arrangcmcnt is in regard to quality of scrviccs. I know that many of thc physician-owncd clinics in our arca arc staffed 
primarily with physical thcrapy assistants rathcr than physical therapists, and paticnts arc not always madc awarc of thc crcdcntials of thcir trcating clinicians. 

Yet another conccm is in rcgard to thc autonolny of our profcssion. Physical thcrapy educational programs in Michigan havc bccn clcvatcd to a doctoratc Icvcl, 
providing graduates with a high lcvcl of cxpcrtisc in thcir ficld. In tlic physician-owncd sctting, it would bc vcry casy for thcrapy clillizians to bccomc coniplaccnt 
and rcly on thc clinical decision-making cfforts of tlic physicians cir thc usc of thcir prc-cstablishcd protocols. thus bccolning a "puppet", so to spcak. Thc sclf- 
rcferral arrangcmcnt also discouragcs compctitivc pricing of scrviccs. comparison of outcomes with othcr providcrs,ctc. Physician-owncd thcrapy scrviccs sccm to 
be developing at a rampant pacc i n  our arca and I am vcry conccrncd about thc cffcct it will havc on thc physical thcrapy profcssioll as a wholc. 

Your time is certainly apprcciatcd in rcvicwing tlicsc comments. 1 would cncouragc you to seriously rcconsidcr thc proposcd Icgisl;ttion rcgarding physician sclf- 
referral and thc "in-officc ancillary scrviccs" cxccption in ordcr tc continuc to promotc thc highcst quality thcrapy scrviccs available and to discourage potcntial 
abuse of thosc scrviccs. 
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TRHCA- Section 201: Therapy 
CapS 

TRHCA-- Section 201 : Therapy CapS 

Putting acap on OP PT scrviccs rcndcrcd by privatc practicc is uncthical. Thcrc should bc no cap on outpatient serviccs or cvcryonc should abidc by thc same 
cap. 1 think it is safe to say that thc highcst quality of therapy is rcccivcd through privatc practices and it is not right to cli~ninatc this as an option for our 
patients. 
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