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

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

Dear Ms. Norwalk: 

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

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

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

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

Thank you for your consideration of this serious matter. 

Sincerely , 

Steven E. McGraw 
Chief Executive Officer 
Anesthesiologists Associated, P.C. 



Submitter : Dr. Marcelino Alvarez 

Organization : Dr. Marcelino Alvara 

Category : Physician 

Issue AreasIComments 

Date: 08/23/2007 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

Marcclino Alvarcz, MD FCAP 
Mcdical Dircctor. lntcgratcd Rcgional Laboratones 
5361 NW 33rd Avcnuc, Ft. Lauderdale, FL 33309 
Yionc: 954-7 i 7-0399 Fax: 1-800-866-386- 15 17 

August 6.2007 

Thank you for the opportunity to submit comments on the Physician Self-Referral Provisions of CMS-1385-P entitled Medicare Program, Proposed Revis~ons 
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 practlce In in a group practice as part of a 5 member pathology group. Our group practices in Crystal River and Fort Lauderdale, Florida rendering 
pathology scrviccs for a Community Hospital and a largc Corc Laboratory. 

I applaud CMS for undcnaking this important initiativc to end sclf-referral abuses in the billing and paymcnt for pathology scrviccs. I am awarc of arrangcmcnts 
in my practice area that give physician groups a share of the revenues from the pathology services ordered and performed for the group s patients. I believe these 
arrangcmcnts arc an abusc of thc Stark law prohibition against physician self-referrals and I support revisions to closc thc loopholes that allow physicians to profit 
from pathology scrviccs. 

Specifically I support thc cxpansion of thc anti-markup rulc to purchased pathology interpretations and thc exclusion of anatomic pathology from thc in-officc 
ancillary scrvices cxccption to thc Stark law. Thcsc revisions to thc Mcdicare rcassignmcnt rulc and physician self-rcferral provisions arc ncccssary to eliminate 
financial sclf-intcrcst in clinical decision-making. I bclicve that physicians should not be able to profit from thc provision of pathology scrvices unlcss thc 
physician is capablc of personally performing or supervising the scrvicc. 

Opponcnts to these proposcd changcs assert that their captivc pathology arrangemcnts enhance patient cam. I agrcc that thc Mcdican: program should cnsurc that 
providers furnish carc in thc bcst intcrcsts of their patients, and. restrictions on physician sclf-rcfemls arc an imperativc program safcguard to cnsurc that clinical 
dccisions arc dctcrmincd solcly on thc basis of quality. Thc proposed changcs do not impact thc availability or dclivcry of pathology scrviccs and arc dcsigncd 
only tn rcmovc thc financial conflict of intcrcst that compromises thc integrity of the Mcdicarc program. 

Sinccrcly. 

Marcclino Alvarcz, M.D., F.C.A.P. 
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Marcelino Alvarez, MD FCAP 
Medical Director, Integrated Regional Laboratories 

5361 NW 33rd Avenue, Ft. Lauderdale, FL 33309 
Phone: 954-71 7-0299 Fax: 1-800-8663861 517 

August 6,2007 

Thank you for the opportunity to submit comments on the Physician Self-Referral 
Provisions of CMS-1385-P entitled "Medicare Program; Proposed Revisions to Payment 
Policies Under the Physician Fee Schedule for Calendar Year 2008." I am a board- 
certified pathologist and a member of the College of American Pathologists. I practice in 
in a group practice as part of a 5 - member pathology group. Our group practices in 
Crystal River and Fort Lauderdale, Florida rendering pathology services for a 
Community Hospital and a large Core Laboratory. 

I applaud CMS for undertaking this important initiative to end self-referral abuses in the 
billing and payment for pathology services. I am aware of arrangements in my practice 
area that give physician groups a share of the revenues from the pathology services 
ordered and performed for the group's patients. I believe these arrangements are an abuse 
of the Stark law prohibition against physician self-referrals and I support revisions to 
close the loopholes that allow physicians to profit from pathology services. 

Specifically I support the expansion of the anti-markup rule to purchased pathology 
interpretations and the exclusion of anatomic pathology from the in-office ancillary 
services exception to the Stark law. These revisions to the Medicare reassignment rule 
and physician self-referral provisions are necessary to eliminate financial self-interest in 
clinical decision-making. I believe that physicians should not be able to profit from the 
provision of pathology services unless the physician is capable of personally performing 
or supervising the service. 

Opponents to these proposed changes assert that their captive pathology arrangements 
enhance patient care. I agree that the Medicare program should ensure that providers 
furnish care in the best interests of their patients, and, restrictions on physician self- 
referrals are an imperative program safeguard to ensure that clinical decisions are 
determined solely on the basis of quality. The proposed changes do not impact the 
availability or delivery of pathology services and are designed only to remove the 
financial conflict of interest that compromises the integrity of the Medicare program. 

Sincerely, 



Submitter : Dr. Kimberly Babiash 

Organization : Wichita Anesthesia Chartered 
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Payment For Procedures And 
Services Provided In ASCs 

Payment For Procedures And Services Provided In ASCs 

Lcslic V. Norwalk, Esq. 
Acting Administrator 
C - .  :rs for Mcdicarc and Medicaid Scrvices 
A. .:ion: CMS-1385-P 
P.G. Hox 801 8 
Baltimorc, MD 2 1244-801 8 

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

Dcar Ms. Norwalk: 

I am writing to cxprcss my shongcst support for the proposal to increase anesthesia payments under the 2008 Physician Fec Schcdulc. I am gratcful that CMS has 
rccognizcd thc gross undcrvaluation of ancsthcsia services, and that the Agcncy is taking steps to addrcss this complicatcd issuc. 

Whcn thc RBRVS was instituted, it creatcd a hugc payment disparity for ancsthesia care, mostly duc to significant undervaluation of anesthcsia work comparcd to 
otlicr physician scrviccs. Today, morc than a decadc sincc the RBRVS took effect, Mcdicare paymcnt for anesthcsia scrviccs stands at just $16.19 pcr unit. This 
amount does not covcr the cost of canng for our nation s seniors, and IS creating an unsustainable system in which anesthesiologists are being forced away from 
arcas with disproportionately high Mcdicarc populations. 

In an cffort to rcctify this untcnablc situation, thc RUC rccommendcd that CMS increase the 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 major step forward in correcting the long-standing 
undcrvaluation of ancsthcsia scrviccs. 1 am plcascd that thc Agcncy acccptcd this rccommcndation in its proposcd rulc, and I support full implcmcntation of thc 
RUC s recommendation. 

To cnsurc that our paticnts havc acccss to cxpcrt ancsthcsiology mcdical carc, it is imperative that CMS follow through with thc proposal in thc Fcdcral Rcgistcr 
by fully and immcdiatcly implcmcnting thc ancsthcsia convcrsion factor incrcasc as rccommcndcd by thc RUC. 

Thank you for your considcration of this scrious matter 

Dr. Kimbcrly Babiash 
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Submitter : Dr. John Maxa 

Organization : Dr. John Maxa 

Category : Physician 

Issue AreaslComments 

Date: 08/23/2007 

GENERAL 

GENERAL 

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

Dcar Ms. Norwalk: 

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

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

In an cffort to rectify this untenable situation, the RUC recommended that CMS increase the anesthcsia conversion 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 
undcrvaluation of ancsthesia scrvices. I am plcascd that the Agency accepted this recommendation in its proposed rulc, and I support full implcmcntation of thc 
RUC s recommendation. 

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

Thank you for your consideration of this serious matter. 

Sinccrcly. 
John Maxa MD 
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Submitter : Mrs. Allison Morgan Date: 08/23/2007 

organization : AANA 

Category : Other Health Care Professional 

Issue Areas/Comments 

Background 

Officc of thc Administrator 
Ccntcrs for Mcdicarc & Medicaid Scwiccs 
Dcpartmcnt of Hcalth and Human Scwices 

RE: CMS-1385-P (BACKGROUND, IMP. .CT) 
Baltimore, MD 2 1244-80 18 ANESTHESIA SERVICES 

Dcar Administrator: 

As a mcmbcr of thc Amcrican Association of Nursc Ancsthctists (AANA), I writc to support thc Ccntcrs for Mcdicarc & Mcdicaid Scwiccs (CMS) proposal to 
boost the value of anesthesia work by 32%. Under 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 Certified Registered Nurse Anesthetists (CRNAs) as 
Mcdicarc Part B providers can continuc to provide Medicarc beneficiarics with acccss to ancsthcsia scrvices. 

This incrcasc in Mcdicarc paymcnt is important for scvcral rcasons. 

? First. as thc AANA has previously statcd to CMS, Medicare currently under-reimburses for anesthcsia scwiccs, putting at risk thc availability of ancsthcsia and 
othcr hcalthcarc xrviccs for Mcdicare bencficiarics. Studies by the Medicare Paymcnt Advisory Commission (MedPAC) and othcrs havc dcmonstratcd that 
Mcdicarc Part B reimburses for most scrviccs at approximately 80% of private market rates, but reimburses for ancsthcsia services at approximately 40% of privatc 
markct ratcs. 
'' Second. this proposed rule reviews and adjuts anesthesia services for 2008. Most Part B providers services had been reviewed and adjusted in previous years. 
cffcctlvc January 2007. Howcvcr, thc value of anesthesia work was not adjusted by this process until this proposed rulc. 
? Third. CMS proposed change in the relative value of anesthesia work would help to correct the value of anesthesia services which have long slipped behind 
inflationary adjustments. 

Additionally. if CMS proposed change is not enacted and if Congress fails to reverse the lO%sustainable growth rate (SGR) cut to Medicare payment, an average 
12-unit ancsthcsia scrvicc in 2008 will be rcimburscd at a rate about 17% below 2006 payment Icvcls, and marc than a third bclow 1992 paymcnt lcvcls (adjusted 
for inflation). 

America s 36.000 CRNAs provide some 27 million anesthetics in the U.S. annually. inevery setting requiring anesthesia services, and are the predominant 
ancsthcsia providcrs to rural and medically underserved America. Mcdicarc paticnts and hcalthcarc delivcry in thc U.S. dcpcnd on our scrviccs. Thc availability of 
anesthesia services depends in part on fair Medicare payment for them. I support the agency s acknowledgement that anesthesia payments have been undervalued. 
and its proposal to incrcasc thc valuation of ancsthcsia work in a manncr that boosts Mcdicare anesthesia payment. 

Sinccrcly, 
Allison M. Morgan, BSN. RN. nurse ancsthctist studcnt 
2355 N Sratc Hwy 360 #I026 
Grand Prairic. TX 75050 
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Submitter : Dr. Brian Chung 

Organization : Dr. Brian Chung 

Category : Physician 

Issue AreasIComments 

GENERAL 

GENERAL 

Lcslic V. Nonvalk. Esq. 

Date: 08/23/2007 

Acting Administrator 

Ccntc: .;)r Mcdicarc and Mcdicaid Scrviccs 

Attcntion: CMS-1385-P 

P.O. Box 80 18 

Baltiniorc , MD 21244-8018 

Rc: CMS- 1385-P 

Ancsthcsia Coding (Part of 5-Ycar Rcview) 

Dcar Ms. Notwalk: 

I am writing to exprcss my strongest support for the proposal to increase ancsthesia payments under thc 2008 Physician Fee Schedule. I am gratcful that CMS has 
rccognizcd thc gross undcrvaluation of ancsthcsia scrvices, and that the Agency is taking stcps to address this complicatcd issuc. 

Whcn thc RBRVS was instituted, it crcated a hugc paymcnt disparity for annthesia care, mostly duc to significant undcrvaluation of ancsthcsia work comparcd to 
othcr physician scrviccs. Today, morc than a dccadc sincc thc RBRVS took cffect. Medicare paymcnt for ancsthcsia scrviccs stands at just 516.19 pcr unit. This 
amount docs not covcr thc cost of caring for our nation's seniors, and is creating an unsustainable system in which anesthesiologists arc being forced away from 
arcas with disproportionately high Medicarc populations. 

In an cffort to rcetify this untcnablc situation, thc RUC reeommcndcd that CMS increase thc ancsthcsia convcrsion factor to offset a caleulatcd 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 
undcrvaluation of ancsthcsia scrvices. I am pleased that the Agcncy acccptcd this recommendation in its proposcd mlc, and I support full irnplcmcntation of the 
RUC's rccommcndation. 

To cnsurc that our paticnls have access to cxpert ancsthcsiolcgy medical carc, it is impcrativc that CMS follow through with the proposal in thc Fcdcral Rcgistcl 
by fully and immcdiatcly lmplcmcnting thc ancsthcsia convcrsion factor incrcase as rccommcndcd by thc RUC. 

Thank you for your consideration of this scrious mattcr. 

Sinccrcly. 
Brian Chung. MD 
Nonhwcstcm Mcmorial Hospital 
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Submitter : Mr. dose Soto 

Organization : Mr. Jose Soto 

Category : Other Technician 

Issue AreaslComments 

GENERAL 

GENERAL 

Lcslic V. Norwalk. Esq. 

Date: 08/23/2007 

Acting Administrator 

Ccntcrs for Mcdicarc and Mcdicaid Serviccs 

Attention: CMS-1385-P 

P.O. Box 801 8 

Baltimorc . MD 2 1244-801 8 

Rc: CMS-1385-P 

Ancsthcsia Coding (Part of 5-Ycar Rcview) 

Dcar Ms. Norwalk: 

I an1 writing to cxprcss my strongcst support for thc proposal to incrcasc ancsthcsia payments undcr thc 2008 Physician FCC Schcdulc. I am gratcful that CMS has 
rccognizcd thc gross undcrvaluation of anesthesia scrviccs, and that thc Agcncy is taking stcps to addrcss this complicatcd issuc. 

Whcn thc RBRVS was instituted, it creatcd a hugc paymcnt disparity for ancsthcsia carc, mostly ducto significant undcrvaluation of ancsthcsia work comparcd to 
othcr physician scrviccs. Today, morc than a decade sincc thc RBRVS took effect, Medicarc paymcnt for ancsthcsia scrviccsstands at just $16.1 9 pcr unit. This 
amount docs not covcr thc cost of caring for our nation's scniors. and is creating an unsustainablc system in which ancsthcsiologists arc bcing forced away from 
arcas with disproportionatcly high Mcdicarc populations. 

In an cffort to rcctify this untcnablc situation, thc RUC rccommcndcd that CMS increase thc anesthesia 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 
undcrvaluation of ancsthesia scrviccs. I am plcascd that thc Agcncy acccpted this recommendation i n  its proposcd rulc. and I support full implcmcntation of tllc 
RUC's rcco~nmcndation. 

To cnsurc that our patients havc acccss to cxprt  anesthesiology mcdical carc, it is imperative that CMS follow through with thc proposal in the Fcdcral Rcgistcr 
by fully and immcdiatcly implemcnt~ng thc ancsthcsia convcrsion factor increasc as rewmmcndcd by thc RUC. 

Thank you for your consideration of this serious mattcr. 

Sinccrcly. 
Josc Soto 
Northwcstcrn Mclnorial Hospital 
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Submitter : Mr. Peter Klimah 

Organization : Mr. Peter Klimah 

Category : Other Technician 

Issue AreasIComments 

Date: 08lt312007 

GENERAL 

GENERAL 

Lcslic V. Norwalk, Esq. 

Acting Administrator 

Ccntcrs for Mcdicarc and Mcdicaid Serviccs 

Attcntion: CMS- 1385-P 

P.O. Box 8018 

Raltimorc . MD 21244-8018 

Rc: CMS-I 385-P 

Ancsthcsia Coding (Part of 5-Ycar Review) 

Dcar Ms. Norwalk: 

1 am writing to cxprcss my strongcst support for the proposal to incrcasc anesthesia payments under the 2008 Physician Fee Schedule. I am grateful that CMS has 
rccognizcd thc gross undcrvaluation of ancsthcsia services. and that the Agcncy is taking stcps to address this complicated issuc. 

When thc RRRVS was instituted. it created a huge payment disparity foranesthesia carc, mostly due to significant undervaluation of ancsthcsia work comparcd to 
othcr physician scrvices. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 pcr unit. This 
amount docs not covcr thc cost of caring for our nation's seniors, and is creating ao unsustainable system in which anesthcsiologists arc bcing forccd away from 
arcas with disproport~onatcly high Mcdicare populations. 

In an effort to rcctify this untcnablc situation, thc RUC rccommcndcd that CMS incrcase thc ancsthesia conversion factor to offsct a calculated 32 perccnt work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undcrvaluation of ancsthcsia scrvices. I am pleased that the Agcncy acccpted this rccommcndation in its proposcd rule, and I support full implcmcntation of the 
RUC's rccommcndation. 

To cnsurc that our patients have =cccss to expert anesthesiology medical carc, it is imperative that CMS follow through with thc proposal in thc Fedcral Rcgistcr 
by fully and immcdiatcly implcmenting the anesthesia conversion factor incrcasc as recommended by the RUC. 

Thank you for your consideration of this scrious matter. 

Sinccrcly. 
Pcter Kli~nah 
Northwcstcm Mcmorial Hospital 
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Submitter : Dr. Robert Sullivan 

Organization : Dr. Robert Sullivan 

Category : Physician 

Issue AreaslComments 

GENERAL 

GENERAL 

Lcslic V. Norwalk, Esq. 

Date: 08/23/2007 

Acting Administrator 

Ccntcrs for Mcdicarc and Medicaid Scrvices 

Attcntion: CMS- 1385-P 

P.O. Box 8018 

Baltimorc . MD 2 1244-8018 

Rc: CMS- 1385-P 

Ancsthcsia Coding (Pan of 5-Ycar Rcview) 

Dcar h4s. Norwalk: 

I atn writing to cxprcss my strongest support for thc proposal to incrcase anesthesia paymcnts undcr thc 2008 Physician FCC Schedule. I am gratcful that CMS has 
rccognizcd thc gross undcrvaluation of ancsthcsia serviccs, and that thc Agcncy is taking stcps to addrcss this complicated issuc. 

Whcn thc RBRVS was instituted, it crcatcd a hugc payment disparity for anesthesia care, mostly due to significant undcrvaluation of ancsthcsia work comparcd to 
othcr physician scrviccs. Today, morc than a decade sincc the RBRVS took effect, Medicarc paymcnt for ancsthcs~a scwiccs stands at just $16.19 pcr unit. This 
amount docs not covcr the cost of caring for our nation's senlors, and is creating an unsustainablc system in which ancsthcsiologists arc bcing forccd away from 
arcas with disproportionately high Mcdicare populations. 

In an cffort to rcctify this untcnablc situation, thc RUC rccommcndcd that CMS incrcase the anesthesia convcrsion factor to offsct a calculated 32 perccnt work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in wrrectlng thc long-standing 
undcrvaluation of ancsthcsia scrviccs. I am pleascd that thc Agcncy acccpted this rccommcndation in its proposcd rulc, and I support full implcmcntation of thc 
RUC's rccommcndation. 

To cnsurc that our paticnts 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 implcmcnting thc ancsthcsia convcrsion factor increasc as rcwmmcndcd by thc RUC. 

 hank you for your considcration of this scrious mattcr. 

Sinccrcly. 
Robert Sullivan. MD 
Univcrsity of Mississippi Mcdical Ccntcr 
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Submitter : Ms. Jennifer Enriquez Date: 08/23/2007 

Organization : Physiotherapy Associates 

Category : Physical Therapist 

Issue AreaslComments 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

I havc bccn a practicing PT in an outpatient setting for 12 years and I feel it is important that there rcmain signficiant checks and balances regarding rcfcrral 
sourccs. Wc can look to the pas1 and see abuses of the system whcn such resources werc not in place and due to those abuses wc are in our current situation 
rcgarding insurance covcragc. I feel that with morc physician ownership of clinics the patients suffer as thcy lose the freedom to choose which clinic they go to for 
PT. Paticnts oftcn fccl intimidated when a physician rcfcrs to one and only one clin~c and may fccl they havc to go to thc clinic dcspitc their desire to go to 
anothcr clinic about which tt.cy have heard good rccommcndations. I feel that with morc "POPWs them is less abiltity for PT clinics to be opcned and managed by 
PTs and 1 fccl that the bcst clinics are thc oncs that are ownedhnanaged by PTs themsclvcs. This is our arca of c~pertisc and I feel that PTs arc the oncs who arc 
bcttcr awarc of the balancc betwccn functional gains with thcrapy, nccd for continucd skillcd covcragc and platcau in progrcss. In an environmcnt where thcrc are 
signficant financial gains for physician owncrs 1 do not feel thesc insurance constraints will bc considered. Thank you for your considcration in this matter. 

Page 70 of217 August 27 2007 08:23 AM 



Submitter : Dr. Karen Roush 

Organization : Laboratory Physicians Association 

Category : Physician 

Issue Areas/Comments 

Date: 08/23/2007 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

August 23.2007 

I appreciate the opportunity to submit comments on the Physicians Referral provisions of CMS-I 385-P entitled Medicare Program; Proposed Revisions to 
Pavment Policoes [Jnder the Physician Fee Schedule, for Year 2008 . I am a board certified pathol02!-,~ mcticing in Dallas, TX. I am part of a group of eight 
p?!!:-logist: practicrilg moz!ly in a hospital-bascd scning, as wcll as a small outpatient Ia+wratory. I ,:'. - member cf the Collegc of American Painologists. 

1 cnthusiastically support thc initiative of c MS to end self-referral abuscs for pathology services. Thesc irregular billing arrangcmcnts are an attempt to bypass 
the Stark law which prohibits physician sclf-referrals. Clinicians havc exploited a loopholc that allows them to profit from pathology scrviccs which they did not 
pcrform. I am acutely awarc of several abusivc arrangements in my practicc area here in Dallas-Fort Worth and around thc statc, cspccially in San Antonio, TX 
whcrc many of thcsc dubious billing practices originated. Thcy arc nothing mom than a fec-splitting arrangement on self-referrals of a captivc paticnt population. 

I strongly support the expansion of thc anti-markup rulc to purchasc pathology intcrprclations and thc exclusion of anatomic pathology from in-office ancillary 
scrviccs cxccption to the Stark law. Thcsc revisions to the medicare rcassignmcnt rulc and physician sclf-refcrral provisions arc ncccssary to climinatc financial- 
intcrcst considerations in critical decisions and arc in the bcst intercsts of the paticnt. I bclieve that physicians should not bc ablc to profit from professional 
pathology scrv~ccs unlcss thcy havc pcrsonally prcformcd or supervised thc scrvicc. 

Opponents of thc proposcd changcs arguc that these dubious arrangements actually enhance paticnt care. I agrce that the Medicare Program should cnsurc thc 
highcst quality of carc for their patients. Rcshictions on physician sclf-referrals are necessary to safeguard and cnsure that clinical dccisions are detcrmincd solcly 
on thc basis of quality and not tainted by financial incentives. Thc proposed changes, contrary to what opponents may argue, do not impact thc availability or 
dclivcry of pathology scrviccs. Thcy simply remove the financial conflict of interest that compromiscs the integrity of the medicare program. Thank you again for 
addressing this issuc. 

Karcn S. Roush. MD 
3400 Hidalgo St. 
Irving. TX 75062 
2 14-974-3584 
karcnroush@mhd.com 
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Submitter : 

Organization : 

Category : Physician 

Issue AreaslCornments 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

August 23.2007 

Date: 08/23/2007 

Ccrrt. -- For Mcdicnrc & Mcdicaid Services 
7500 !::curity Boulcvard 
Baltimore. MD 2 1244 

I appreciate the opportunity to submit comments on the Physicians Referral provisions of CMS-1385-P entitled Medicare Program; Proposed Revisions to 
Payment Policies Under the Physician Fee Schedule, for Year 2008 . I am a board certified pathologist practicing in Dallas, TX. I am part of a group of e~ght 
pathologists practicing mostly in a hospital-bascd sctting with a small indcpcndcnt outpaticnt laboratory. I am a mcmbcr of thc Collcgc of Amcrican 
Pathologists and Tcxas Socicty of Pathologists. 

I enthusiastically support thc initiative of CMS to cnd sclf-rcfcrral abuses for pathology scrviccs. Thesc irregular billing arrangemcnts arc an attcmpt to bypass 
thc Stark law which prohibits physician self-rcfemls. Clinicians have exploited a loophole that allows them to profit from pathology smices which thcy did not 
pcrform. I am acutcly awarc of several abusivc arrangements in my pmctice area here in Dallas-Fort Worlh and around the state, especially in San Antonio, TX 
whcrc inany of thcsc dubious billing practices originated. They arc nothing more than a fee-splitting arrangement on sclf-referrals of a captivc patient population. 

I strongly support thc expansion of the anti-markup mlc to purchasc pathology interpretations and thc exclusion of anatomic pathology from in-officc ancillary 
scrviccs cxccption to thc Stark law. Thcse revisions to the medicare rcassignmcnt rule and physician self-rcfcml provisions arc necessary to climinatc financial- 
intcrcst considcrations in critical decisions and are in the bcst interests of the patient. 1 belicve that physicians should not bc ablc to profit from professional 
pathology scrviccs unless thcy havc personally prcformcd or supcrvised the service. 

Opponcnts of the proposcd changcs argue that these dubious arrangemcnts actually cnhancc paticnt carc. I agrce that thc Mcdicarc Program should cnsurc thc 
llighcst quality of carc for thcir patients. Restrictions on physician self-refcmls arc necessary to safeguard and cnsurc that clinical decisions arc detcrmincd solely 
on thc basis of quality and not tainted by financial inccntivcs. Thc proposed changcs, contrary to what opponents may arguc, do not impact thc availability or 
dclivcry of pathology scrviccs. Thcy simply rcmove thc financial conflict of intercst that compromises thc integrity of thc mcdicarc program. Thank you again for 
addressing this issue. 

Sinccrcly, 

Randolph C. Lcstcr. M.D 
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Lcslic V. Norwalk, Esq. 
Acting Administrator 
Ccntcrs for Mcdicarc and Medicaid Scrviccs 
Attention: CMS-1385-P 
P.O. Box 80 18 
Baltimorc. MD 2 1244-801 8 

Rc: CMS-1385-P 

Ancsthcsia Coding (Part of 5-Ycar Rcvicw) 

Dcar Ms. Norwalk: 

1 am writing to cxprcss my strongest support for the proposal to incrcase ancsthesia payments undcr the 2008 Physician Fec Schcdulc. I am gratcful that CMS has 
rccognizcd the gross undervaluation of ancsthcsia scrviccs, and that thc Agcncy is taking steps to addrcss this complicated issuc. 

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

In an cffort to rectify this untenable situation, the RUC rccomrncndcd that CMS increase the ancsthesia conversion factor to offset a calculatcd 32 percent work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undcrvaluation of ancsthcsia scrviccs. I am pleascd that the Agcncy accepted this rccomrnendation in its proposcd rule, and I support full implcmcntation of thc 
RUC s recommendation 

To cnsurc that our paticnts have access to expert ancsthcsiology medical care, it is imperative that CMS follow through with thc proposal in thc Fcdcral Rcgistcr 
by fully and immcdiatcly implcmcnting thc ancsthcsia conversion factor increasc as rccommendcd by the RUC. 

Thank you for your considcration of this serious matter. 

Jay J Wiliams. MD-PhD 
Managing Partner 
Bay Anesthesia Assc 
Dovcr, DE 
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Lcslic V. Nonvalk, Esq. 

Date: 08/23/2007 

Acting Administrator 

Ccntcrs for Mcdicarc and Mcdicaid Scrviccs 

Attcntion: CMS-1385-P 

P.O. Box 801 8 

Balti~norc . MD 21244-801 8 

Rc. CMS- 1385-P 

Ancsthcsia Coding (Patt of 5-Ycar Rcvicw) 

Dcar Ms. Nonvalk: 

I an1 writing to cxprcss my strongest support for thc proposal to incrcasc ancsthcsia payments under the 2008 Physician Fce Schcdulc. I am gratcful that CMS has 
rccognizcd thc gross undcrvaluation of anesthcsia scrvices, and that the Agcncy is taking stcps to address th~s  complicated issuc. 

Whcn thc RBRVS was instituted, it crcated a hugc paymcnt disparity for anesthesia care, mostly duc to significant undcrvaluation of ancsthcsia work comparcd to 
othcr physician scrviccs. Today, morc than a decade since thc RBRVS took effect, Mcdicare paymcnt for ancsthcsia scrvices stands at just $16.19 pcr unit. n i s  
amount docs not covcr thc cost of caring for our nation's seniors, and is crating an unsustainable system in which ancsthcsiologists are being forccd away from 
arcas with disproportionatcly high Mcdicarc populations. 

In an cffort to rcctify this untcnablc situation, the RUC recommcndcd that CMS increase the anesthcsia convcrsion factor to offset a calculated 32 percent work 
undervaluat~on a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step foiwatd in correcting the long-standlng 
undcrvaluation of ancsthcsia scrviccs. I am plcascd that thc Agcncy acccptcd this recommendation in its proposed rule, and I support full implcmcntation of the 
RUC's rccommcndation. 

To cnsurc that our patients have Pteess to cxpcrt anesthesiology medical care, it is imperative that CMS follow through with thc proposal in thc Federal Rcgistcr 
by fully and immcdiatcly implementing the anesthesia convcrsion factor increasc as recommcndcd by the RUC. 

Thank you for your consideration of this serious matter. 

Sinccrcly. 
Mila Mogilcvsky 
Rehabilitation lnstitutc of Chicago 
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August 23,2007 

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

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

Dear Ms. Norwalk: 

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

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

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

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

Thank you very much for your consideration of this serious matter 

Sincerely, 

Antoinette M. Ritchey 
5800 Colonial Blvd. 
Willoughby, Ohio 44094 
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Amer~can Academy of Physical Medtc~ne and Rehab~litat~on 

www aaprnr.org t + - n  d 3t ', * 

August 23,2008 

Leslie Norwalk, Esq. 
Acting Administrator 
Centers for Medicare and Medicaid Services 
Department of Health and Human Services 
Attn: CMS-1385-P 
P.O. Box 8015 
Baltimore, MD 2 1244-8015 

Re: Medicare Program; Proposed Revisions to Payment Policies Under 
the Physician Fee Schedule, and Other Part B Payment Policies for 2008; 
CMS-1385-P; Reassignment and Self-Referral 

Dear Ms. Norwalk: 

The American Academy of Physical Medicine and Rehabilitation (AAPM&R) 
appreciates this opportunity to comment on the Proposed Revisions to 
Payment Policies Under the Physician Fee Schedule as published in the July 
12,2007 Federal Register. 

AAPM&R is the national medical specialty society of more than 7,000 board 
certified physical medicine and rehabilitation physicians, also called physiatrists. 
Approximately 90 % of all physiatrists practicing in the United States are 
members of AAPM&R. Physical medicine and rehabilitation (PM&R), 
recognized as a board-certified medical specialty in 1947, focuses on restoring 
function to people with problems ranging from simple physical mobility issues to 
those with complex cognitive involvement. Physiatrists also treat patients with 
acute and chronic pain and musculoskeletal disorders, neurological disorders and 
those in need of prostheses, orthoses and mobility devices. 

A. Anti-Markup and Reassignment Proposals 

CMS' proposal to extend the anti-markup rule to the professional component 
of diagnostic tests and expand the definition of outside supplier to encompass 
anyone who is a less than full-time employee of the billing practice violates 
the Medicare statute and, as such, constitutes illegal agency rulemaking. In 
addition, the proposal is so broadly conceived that it would result in the 
elimination of many legitimate group practice anangements and cause loss of 
access to care for Medicare beneficiaries. 
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1. Extension of the Anti-Markup Rule to the Professional 
Component of Diagnostic Tests 

We find no legal authority for expanding the anti-markup rule to physician 
professional services. Section 1848 of the Social Security Act mandates 
that physician services be paid the lesser of the billing physician's actual 
charge or the physician fee schedule amount. CMS cannot, through 
regulation, impose a different methodology for determining payment for 
physician services. 

Nor is there anything in Section 1842(n) which would permit the anti- 
markup rule to be applied to services other than diagnostic tests. That law 
specifically states that the policy applies to billing for a "diagnostic test 
described in section 1861(s) (3). The physician interpretation of a 
diagnostic test is NOT a service described in 186 1 (s)(3). Physician 
services are described in section 186 l(s)(l). ' ). Congress, in enacting 
section 1842(n), specifically limited the applicability of the anti-markup 
provision to diagnostic tests. CMS cannot, through rulemaking, expand the 
scope of Section 1842(n) to include physician services. The proposal to 
do so is inconsistent with the plain meaning of the law and contrary to the 
clear intent of Congress. 

2. Applicability of the Anti-Markup rule to Sewices Provided by 
Employees and Contractors 

CMS also proposes to redefine outside supplier under the purchased 
diagnostic test rule and the reassignment rules to include anyone who is 
not a full-time employee of the billing physician or medical group. The 
agency's authority for the purchased diagnostic test rule comes from 
section 1842(n) of the Act. That section limits the applicability of the anti- 

' CMS has specifically addressed this issue in a previous fee schedule notice in which the 
agency stated: [dliagnostic services that have physician work RVUs are not "other diagnostic 
tests" covered under section 1861(s)(3) of the Act but physician services and services 
incident to a physician's services covered under sections 1861(s)(l) and 1861(s)(2)(A) of the 
Act. See Final 1998 Physician Fee Schedule Rule at 62 Fed. Reg. 59048,59059 (October 3 1, 
1997). 
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markup rule to charges for diagnostic tests "for which the bill or request 
for payment does not indicate that the billing physician personally 
performed or supervised the performance of the test or that another 
physician with whom the physician who (sic) shares a practice personally 
performed or supervised the performance of the test. . . ." Thus, the anti- 
markup rule does not apply where the services are provided by a physician 
who "shares a practice" with the billing physician or group. The clear 
intent of this section is to limit the prohibition on markups to services 
actually purchased from a third party or entity and not to interfere with 
services provided directly by the billing group. 

Consequently, CMS' definition of "outside supplier* to include employees 
of a group practice is inconsistent with the plain meaning of the statute. 
Section 1842(n) is clear that the anti-markup rule does not apply if the 
diagnostic test is performed or supervised by either the billing physician or 
another physician with whom that physician "shares a practice." A 
physician who is an employee of a professional corporation, whether or 
not he is also an owner of the practice, clearly "shares a practice" with 
other physicians in the group. This relationship does not change simply 
because the physician might work part-time. For this reason, we believe 
the proposed definition of outside supplier in section 4 14.50 is 
inconsistent with section 1842(n). 

For similar reasons, we do not believe the anti-markup rule can or should 
be applied to services performed by physicians who have a contractual 
rather than employment relationship with a physician practice. This would 
be particularly true where the physician provides services on the premises 
of the billing practice and shares office space, overhead, clinical and 
administrative personnel and equipment with the billing practice. In such a 
situation, we believe the independent contractor is "sharing a practice" 
within the meaning of section 1842(n). Prohibiting a mark-up of the 
charge does not allow the billing practice to be paid for its legitimate 
overhead costs. 
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If implemented, the proposed rule would result in the elimination of a 
number of legitimate arrangements and would also reduce access to care 
for Medicare beneficiaries. 

3. Impact of Proposal on Employed Physiatrists and Their Practices 

Physiatrists perform nerve conduction studies (NCS) and 
electromyography (EMGs) to diagnose musculoskeletal conditions or 
disease. Both tests have a separate TC and PC. The TC of an NCS is 
occasionally done by a technician. However, the TC of an EMG is usually 
performed by the physician, who then also performs the professional 
interpretation. In fact, Medicare will only cover the TC of an EMG if it is 
performed personally by a physician or a physical therapist certified by the 
American Board of Physical Therapy Specialties as a qualified 
electrophysiologic clinical specialist and only if state law permits the 
therapist to perform such tests. The overwhelming majority (over 99%) of 
EMGs performed on Medicare beneficiaries are performed by physicians 
(primarily physiatrists and neurologists). 

Under the proposed rule, CMS would require that a practice charge 
Medicare for the TC and PC of an EMG the same amount the practice is 
charged by the performing physician if that physician is not a full-time 
employee of the practice. Failure to include the "charge" of the performing 
physician on the claim would result in denial of the claim. 

The proposed rule reflects a fundamental misunderstanding of physician 
group practice compensation. Employed physicians are not paid by the 
service and do not "charge" their own practices - they are typically paid 
on a salary basis which might be adjusted based on individual 
productivity. This is unlikely to be any different just because the 
employee is part-time. It will therefore be impossible to determine what 
the "charge" is for the TC or PC of an EMG or the PC of a NCS 
performed by a part-time employed physiatrist. Yet, if such a "charge" is 
not reflected on the claim, CMS is proposing that payment would be 
denied. However, including a "charge" on the claim when there is no 
identifiable charge or means of calculating a charge would subject a 
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practice to liability under the False Claims Act. Thus, the proposed rule 
puts practices in an entirely untenable position with respect to their part- 
time employees. The only way to avoid this dilemma would be for the 
part-time physician to bill Medicare him or herself for diagnostic test 
services, rather than reassign to his or her group (even though the group 
bills, under a reassignment arrangement for that physician's other 
services). This would create compliance problems under the physician- 
self-referral laws as well as substantial billing and administrative 
headaches for both the physician practice and the Medicare program 
without any apparent countervailing benefit. In addition, the proposed rule 
penalizes physicians who, for whatever reason, have elected to work on a 
part-time basis. 

4. Impact on Physiatrists with Independent Contractor 
Arrangements 

Many physiatrists have independent contract relationships with other 
specialty groups such as orthopedic surgery to provide specialized services 
such as nerve blocks or epidural injections or EMGs and NCS on a part- 
time basis (e.g. one half-day a week). These arrangements serve to 
increase patient access to services especially in rural or other areas where 
there may be a shortage of physicians able to provide these highly 
specialized services. Such services are furnished on the premises of the 
billing practice (i.e. not in a centralized building) and utilize the billing 
practice's overhead, clinical and administrative personnel and supplies. 
The physiatrist may be paid a per diem or may be paid per test. If payment 
is on a per diem basis, there is no assigned "charge" for thecontract 
physician's services and thus, for the same reasons as discussed above, 
with respect to employees, practices are forced to come up with a "charge" 
and risk False Claims Liability or not be paid for the procedure. 

Certainly if payment is on a per test basis, then a charge can be 
determined. However, that charge reflects the fact that the billing practices 
incurs practice expenses such as overhead, clinical and administrative 
labor costs, supplies and equipment. Thus, for example, a contract 
physician might be paid $100 for a service for which the practice charges 



Leslie Norwalk, Esq. 
August 23,2007 
Page 6 

and is paid $200. Under the proposed expansion of the anti-markup policy, 
Medicare would only pay $100 for the service and the billing practice 
would receive no payment for its significant practice expense costs - costs 
that are otherwise recognized by CMS as appropriate and paid for under 
the physician fee schedule. It would be tantamount to paying for the work 
RVUs but not PE RVUs. 

We understand that there are abuses that CMS is attempting to eliminate 
and we do not disagree that certain anangements such as those involving 
so-called "pod laboratories" should be curtailed. However, the proposed 
solution has such a broad brush, that a great many legitimate non-abusive 
amngements such as those discussed above would also be eliminated. 
We believe these abuses could be more appropriately addressed through 
changes to the Stark law definition of "centralized building." 

5. Prohibition on Reassignment of the TC if Billing Practice Does Not 
"Directly Perform" the PC 

We oppose the changes to the reassignment rule (section 484.4-0(d)(3)) for 
the same reasons we oppose the changes in the anti-markup regulation, as 
set forth above. We are also concerned about the particular impact of the 
proposed new 424.80(d)(3)(iii) on EMGs which are somewhat unique 
among diagnostic tests because the physician generally performs both the 
TC and the PC. That section states that if a group is billing under a 
reassignment from a physician who performs the technical or professional 
component of the service and is not a full-time employee of the practice, 
then: 

To bill for the technical component of the service, the physician 
or medical group must directly perform the professional 
component of the service. 

As explained above, a physician performs the TC and the PC of an 
EMG on the premises of the billing practice. If that physician is not a full- 
time employee of the billing group, then this provision would have the 
effect of entirely prohibiting the reassignment of the TC of EMGs since 
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the billing group would also not have performed the "professional 
component" of the service. This creates the odd situation that the group 
could bill for the PC of an EMG performed by a part-time employed or 
contractor physiatrist, under the reassignment rules, but could not bill for 
the TC since it was also performed by the same part-time employee. We 
do not believe CMS intended such an absurd result. 

We recommend that CMS clarify that this provision would not avplv 
where the physician performs both the TC and the PC of a diagnostic test 
such as is typically the case with EMGs. 

B. Physician Self-Referral Issues 

CMS states that it is considering whether it should narrow the scope of the in- 
office ancillary services and specifically mentions physical and occupational 
therapy services as an area of concern. CMS notes that it has received 
"hundreds of letters from physical therapists and occupational therapists 
stating that the in-office ancillary services exception encoumges physicians to 
create physical and occupational therapy practices." Many physiatrists 
practicing in out-patient settings include a physical therapy or occupational 
therapy component to their practice. AAPM&R believes such this multi- 
disciplinary approach to treatment permits better coordination of care and can 
result in more effective use of therapy. Physiatrists are specifically trained in 
physical and occupational therapy and to work closely with and supervise 
therapists. Including therapy services as part of a PM&R practice allows 
Medicare beneficiaries to receive the benefit of this team approach to the 
provision of therapy. Medicare specifically recognizes the importance of this 
approach in the provision of inpatient rehabilitation. We believe this approach 
is also effective in the delivery of rehabilitation services to outpatients. It 
would be a disservice to Medicare beneficiaries to limit these types of multi- 
disciplinary models of health care delivery. 

To the extent that CMS is concerned about potential over utilization of 
therapy services, the existing caps on the therapy services should be more than 
adequate to address such concerns. Moreover, even without thempy caps, we 
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do not believe there is any evidence of abuse or over utilization of therapy 
services in physiatry practices. To the extent that this is a concern in other 
specialties, we suggest that any restriction on physician self-referrals related 
to therapy be narrowly targeted to address only those areas where there is 
documented evidence of abuse. It is essential that physiatrists, who are 
specifically trained to provide a multi-disciplinary approach to rehabilitation, 
be permitted to continue to provide services in this manner. 

C. Physician Work Adjuster 

AAPM&R opposes the use of an 11 % work adjuster and believes that budget 
neutrality changes should be made through adjustments to the conversion 
factor. AAPM&R supports the position taken by the RUC in its comment 
letter to CMS in connection with this rulemaking. 

AAPM&R appreciates the opportunity to comment on these important issues. 
If you have any questions please contact Rebecca Burke, JD, at (202) 872- 
675 1 or Rebecca.Burke@~psv.com. 

Sincerely, 

Joel M. Press, MD 
President 

c: Thomas E. Stautzenbach, CAE, Executive Director 
Lisa J. Kaplan, JD, Director, Health Policy and Practice Services 
Wendy Chill, Manager, Reimbursement and Practice Management 
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Acting Administrator 

Cc-r-rs for ?~cdica~c  snd h!;dicaid Scrvices 

Attcntion: CMS-I 385-P 

P.O. Box 8018 

Rc: CMS- 1385-P 

Ancsthcsia Coding (Part of 5-Ycar Rcvicw) 

Dcar Ms. Norwalk: 

I am writing to cxprcss my swongcst support for the proposal to incrcasc anesthesia paymcnts undcr thc 2008 Physician FCC Schcdulc. I am grateful that CMS has 
rccognizcd the gross undcrvaluation of anesthesia scrvices, and that the Agency is taking stcps to address this complicated issue. 

Whcn thc RBRVS was instituted, it creatcd a hugc payment disparity for anesthesia carc, mostly duc to significant undervaluation of ancsthcsia work comparcd to 
othcr physician scrvices. Today, morc than a dccadc sincc the RBRVS took effect, Medicare paymcnt for ancsthesia scrviccs stands at just 1616.19 pcr unit. This 
amount docs not covcr thc cost of caring for our nation's seniors, and is creating an unsustainablc systcm in which ancsthcsiologists arc being forccd away from 
arcaq with disproportionately high Mcdicarc populations. 

In an cffort to rcctify this untenablc situation, thc RUC recommendcd that CMS incrcasc thc ancsthcsia conversion factor to offsct a calculated 32 pcrccnt work 
undervaluation a move that would result in an Increase of nearly 54.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undcrvaluation of ancsthcsia scrviccs. I am plcased that thc Agcncy acceptcd this rccommcndation in its proposcd rulc, and I support full implcmcntation of thc 
RUC's rccommcndation. 

To cnsurc that our patients have acccss to expert ancsthesiology - - 'icrl care, it is imperative that CMS follow through with the proposal in the Fcdcral Rcgistcr 
by fully and immcdiatcly implcmcnting the anesthcsia convcrsion factor increase as recommended by thc RUC. 

Thank you for your considcration of this serious matter. 

Sinccrcly, 
Marccl Valcnta, Esq. 
Wilson Sonsini Goodrich Rosati 
Palo Alto, CA 
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Thc timc during direct paticnt care involvcs focus and expertise on the part of the physician. Thc knowledge and skills that make up our practiec optimizes thc 
carc and cvcntual outcome. There are many distractions from this focus that wc manage in addition to the medical decisions making we make. Thc mcdical care 
to patients and their families is our priority and placing valuc on this practice would be very appropriate. 
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Dcar Ms. Norwalk: 

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

Whcn thc RBRVS was instituted, it crcated a huge payment disparity for anesthesia care, mostly duc to significant undervaluation of ancsthesia work comparcd to 
othcr physician scrvices. Today, more than a dccade sincc thc RBRVS took cffect, Med~carc paymcnt for ancsthcsia scrviccs stands at just $16.19 per unit. This 
amount docs not covcr thc cost of caring for our nation's seniors, and is creating an unsustainable systcm in which ancsthcsiologists arc being forced away from 
an-as with disproportionatcly high Medicarc populations. 

In an cffort to rectify this untcnablc situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work 
undervaluation a move that would result in an increase of nearly 54.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
~~ndcrvaluation of ancsthcsia services. I am pleased that thc Agcncy accepted this recommendation in its proposed rule, and I support full implementation of thc 
RUC's rccommcndation. 

To cnsurc that our patients have access to expert ancsthcsiology medical carc, it is imperative that CMS follow through with the proposal in thc Fcderal Rcgistcr 
by fully and immcdiatcly implcmcnting thc ancsthesia convcrsion factor increase as reeommcndcd by the RUC. 

Thank you for your consideration of this scrious matt;.. 

Jakc Krisik 
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Submitter : Larry Carroll Date: 08/23/2007 

Organization : Carroll Anesthesia Services, Ltd. 

Category : Other Health Care Professional 

Background 

Background 

August 23,2007 
Officc of thc Administrator 
Ccntcrs for Mcdicarc & Medicaid Scrviccs 
Dcpartment of Hcalth and Human Services 
P.O. Box 801 8 
RE: CMS 1385 P (BACKGROUND, IMPACT-ANESTHESIA SERVICES) 
Baltimore, MD 21244 8018 
Dcar Administrator: 
As a nicmber of the Amcrican Association of Nurse Anesthetists (AANA), I writc to support thc Centers for Medicare & Mcdicaid Scrvices (CMS) proposal to 
boost the value of anesthesia work by 32%. Under CMS proposed rule Medicare would increase the anesthesia conversion factor (CF) by 15% in 2008 compared 
wlth current levels. (72 FR 38122,7/12/2007) If adopted, CMS proposal would help to 
cnsurc that Ccrtificd Rcgistercd Nursc Ancsthctists (CRNAs) as Medicare Part B providers can continue to providc Mcdicare bencficiaries with acccss to ancsthcsia 
scrv iccs. 

This incrcasc in Mcdicarc paymcnt is important for sevcral reasons. 
First. as the AANA has prcviously statcd to CMS, Medicare currcntly undcr-reimburses for ancsthesia services, puttingat risk the availability of ancsthesia and 
othcr hcalthcarc scrv~ces for 
Mcdicarc bcncficiarics. Studies by the Mcdicare Paymcnt Advisory Commission (MedPAC) and othcrs havc demonstrated that Medicare Part B rcimburses for 
most scrviccs at approxirnatcly 80% of private market rates, but rcimburses for ancsthesia scrviccs at approximately 40% of privatc markct rates. 

Second. this proposed rule reviews and adjusts anesthesia services for 2008. Most Part B providers services had been reviewed and adjusted in previous years, 
cffcctivc January 2007. Howcvcr, the value of ancsthesia work was not adjusted by this process until this proposed rulc. 

Third. CMS proposed change in the relative value of anesthes~a work would help to correct the value of anesthesia services which have long slipped behind 
Inflationary adjustmcnts. 

Add~ttonally, if CMS proposed change is not enacted and if Congress fails to reverse the 10% sustainable growth rate (SGR) cut to Med~care payment, an average 
12-unit ancsthcsia service in 2008 will be rcimburscd at a rate about 17% below 2006 payment Icvels, and morc than a third bclow 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 services, and are the predominant 
ancsthcsia providcrs to rural and medically undcrscrved America. Medicare paticnts and healthcare delivery in the U.S. dcpcnd on our scrviccs. Thc availability of 
anesthesia services depends in part on fair Medicare payment for them. 1 support the agency s acknowledgement that anesthesia payments have been undervalued, 
and its proposal to increase the valuation of ancsthcsia work in a manncr that boosts Medicare ancsthcsia paymcnt. 

Sinccrcly. 
Larry J. Carroll, CRNA, APN 
Prcsidcnt 
Carroll Ancsthcsia Scrviccs, Ltd. 
2630 East Fork Drivc 
Vandalia. IL 62471 
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Submitter : Dr. David Wheeler 

Organization : Dr. David Wheeler 

Date: 08/23/2007 

Category : Physician 

Issue AreaslComments 

GENERAL 

GENERAL 

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

I an1 writing to cxprcss my strongest support for the proposal to incrcasc anesthesia paymcnts undcr thc 2008 Physician FCC Schcdulc. I am gratcful that CMS has 
rccognizcd thc gross undcrvaluation of ancsthcsia scrviccs, and that thc Agcncy is taking stcps to addrcss this issuc. 

Thc workforcc markctplacc has long rccognizcd that Mcdicarc scvercly undcrcompensates ancsthesia scrviccs. In my group practicc, our unit rcimburscmcnt from 
Mcdicarc is now lcss than onc third of what wc rcccivc from thc promincnt commcrcial paycrs in our arca. This disparity is wcll-known throughout thc ancsthcsia 
workforce The question what is your percentage of Medicare patients? is asked by all who interview for positions with us. The result of the dramatic 
undcrvaluation of ancsthcsia scrviccs by Mcdicarc is straightforward and alrcady apparent: the bcst applicants gravitate toward practices with low numbers of 
Mcdicare paticnts. This cffect makcs it difficult to retain and rccruit anesthesiologists (and nurse anesthetists) in geographic locations with highcr eldcrly 
populations and in clinical settings where older and sicker paticnts make up a greater fraction of thc patient load. 

In an cffort to rect~fy this untenable situation, thc RUC rccommended that CMS increase thc ancsthesia conversion factor to offset 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 
undcrvaluation of ancsthesia scrviccs. I am plcased that the Agcncy accepted this recommendation in its proposed rule. and I support full implementation of thc 
RUC s recommendation. 

To ensure that Medicare patients have access to cxpert anesthesiology medical care, it is imperative that CMS follow through with thc proposal in the Fedcral 
Rcgistcr by fully and immcdiatcly implcrnenting the anesthesia conversion factor increasc as recommcndcd by the RUC. 
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Submitter : Date: 08/23/2007 

Organization : 

Category : Physical Therapist 

Issue AreaslComments 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

As a physical thcrapist in Colorado I have scen amplc abuse of rcfcnal for profit. I am part of a private practicc (physical thcrapist owncd) in thc Bouldcr area that 
is within fivc minutcs of a large surgical ccnterhospital that houses two largcorthopedic surgery groups. Historically, thcsc surgcons referred thcir paticnts to 
physical thcrapy clinics in the surrounding area, and in fact, our clinic was thought of wcll enough to havc been the clinic of choicc for trcatmcnt of the surgcons 
f'lcn~selvcs. However, sincc thcsc physician groups have been allowed to open their own in-house ti.,!:: ,y scrviccs, thc numbcr of rcfcrrals to our clinic has 
drc;,;d :o c:arly.zcr,o. Tni::~fully, thc only time we sce a paticnt from these surgcons 1s ~f the patiel,. '$ ..l formerly been seen in our clinic and specifically 
rcqucsted to be rcfcrrcd back to our care. 
Thcrc havc also bccn multiplc instanccs ot paticnt kidnapping'. Understanding our scope of care, we refcr patients to orthopedists for additional treatment if 
appropriate. Morc than oncc. the paticnt has bcen explicitly told by the surgcon that they cannot rctum to our clinic and must be sccn for therapy by thc 
physician-owncd group. Needless to say, this is ovcrt action directed primarily at increasing thcir revenue, not acting in the best interest of the patient. 
Additionally, physiatrists and ostcopathic physicians have been opening in-house therapy clinics to where they refer the vast majority of their patients. This also 
is an advantageous abuse of thc loophole in the Stark Law. 
Privatc practice is not thc only entity taking a hit fiom rcferral for profit practices. It has becn dcmonstratcd that thcovcrall cost to thc healthcarc systcm is grcatcr 
for rcfcrral-for-profit practiccs as compared to privatc practice. 
Thc cfforts of the American Physical Therapy Association, thc legal structure of multiple state practice acts, and thc truc intent of thc Stark Law are to prcvcnt 
instanccs arc dcscribcd above from occurring. It would be in the bcst intcrcst of the hcalthcare systcm and patients in gcneral to close this loophole. 
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Submitter : Mr. David N. Olsen 

Organization : Star Valley Medical Center 

Category : Other Health Care Professional 

Issue Areas/Comments 

Background 

Background 

August 20,2007 
Officc of thc Administrator 
Ccntcrs for Mcdicarc & Medicaid Scrviccs 
r . .-wtmcnt of Hcalth and Human Scrviccs 
1 . . -  6 0 ~ 8 0 1 8  RE: CMS 1385 P (BACKGHOJND, IMPACT) 
Ba..linore. MD 21244 8018 ANESTHESIA SERVICES 

Dcar Administrator: 

As a mcmbcr of thc Amcrican Association of Nursc Anesthetists (AANA), I writc to support the Centers 
for ~cdica'rc & Mcdicaid Scrviccs (CMS) proposal to boost the value of ancsthcsia work by 32%. Under 
CMS proposed rule Medicare would Increase the anesthesia conversion factor (CF) by 15% in 2008 
compared with current levels. (72 FR 38122,711 2R007) If adopted, CMS proposal would help to 
cnsurc that Ccrtificd Rcgistercd Nursc Ancsthctists (CRNAs) as Mcdicarc Part B providers can continuc 
to providc Mcdicarc bencficiarics with acccss to ancsthcsia scrviccs. 

This incrcasc in Mcdicarc payment is important for scvcral reasons. 
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Submitter : Dr. Xobert Start 

Organization : Dr. Robert Start 

Category : Physician 

Date: 0812312007 

Issue AreaslComments 

GENERAL 

GENERAL 

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

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

Dcar Ms. Norwalk: 

I am writing to cxpress my strongest support for thc proposal to increase anesthesia payments under thc 2008 Physician FCC Schedule. I am gratcful that CMS has 
rccognizcd thc gross undcwaluation of ancsthcsia scwiccs, and that the Agency is taking stcps to addrcss this complicated issuc. 

Whcn thc RBRVS was instituted. it crcatcd a hugc paymcnt disparity for ancsthcsia carc, mostly duc to significant undcwaluation of ancsthcsia work comparcd to 
othcr physician scrviccs. Today, more than a dccadc sincc thc RBRVS took cffect. Mcdicarc paymcnt for ancsthcsia scwiccs stands at just $16.19 pcr unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
arcas with disproportionatcly high Mcdicarc populations. 

In an cffort to rcctify this untcnablc situation, thc RUC rccommcnded that CMS increase thc ancsthcsia conversion factor to offsct a calculated 32 pcrccnt work 
undewaluat~on a move that would result In an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undcwaluation of ancsthcsia scwiccs. I am plcascd that the Agcncy accepted this recommendation in its proposcd rulc, and I support full implcmcntation of thc 
RUC s recommendation 

To cnsurc that our paticnts havc acccss to cxpcrt anesthesiology mcdical care, it is imperative that CMS follow through with the proposal in thc Fcdcral Rcgistcr 
by fully and immcdiatcly implcmcnting thc ancsthcsia convcrsion factor incrcase as recommcndcd by thc RUC. 

Thank you for your considcration of this scrious mattcr. 

Page 84 of 217 August 27 2007 08:23 A M  



Submitter : Mrs. Nisha Bhatt 

Organization : Mrs. Nisha Bhatt 

Category : Physical Therapist 

Issue AreaslComments 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

scc attachrncnt 

Date: 08/23/2007 
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DEPARTMENT OF HEALTH AND HUMAN SERVICES 
CENTERS FOR MEDICARE AND MEDICAID SERIVICES 
OFFICE OF STRATEGIC OPERATIONS & REGULATORY AFFAIRS 

Plea~2-3 note: We did not receive the attachment that was cited in 
this comment. We are not able to receive attachments that have been 
prepared in excel or zip files. Also, the commenter must click the 
yellow "Attach File" button to forward the attachment. 

Please direct your quegtions or comments to 1 800 743-3951. 



Submitter : Mr. Bernard Kuzava Date: 08/23/2007 

Organization : AANA 

Category : Other Health Care Provider 

Background 

Background 

August 23.2007 

Ms. Lcslic Nonvalk, JD 
Acting Administrator 
Ccntcrs for Mcdicarc & Mcdicaid Scrviccs 
Dcpartmcnt of Hcalth and Human Scrvices 
P 0. Box 801 8 RE: CMS 1385 P (BACKGROUND, IMPACT) 
Baltimore, MD 21244 8018 ANESTHESIA SERVICES 

Dcar Ms. Nonvalk: 

As a mcmbcr of thc Amcncan Association of Nursc Anesthctists (AANA), I wntc to support thc Ccntcrs for Mcdicarc & Mcdicaid 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 2008 compared 
with current levels. (72 FR 38122,711212007) If adopted, CMS proposal would help to ensure that Certified Registered Nurse Anesthetists (CRNAs) as 
Mcdicarc Part B providcrs can continue to provide Mcdicarc bcncficiarics with acccss to ancsthcsia scrviccs: 

This incrcasc in Mcdicarc paymcnt is important for scvcral rcasons 

? First. as thc AANA has previously statcd to CMS, Medicare currently under-rcimburscs for ancsthcsia scrviccs, putting at risk thc availability of ancsthcsia and 
othcr hcalthcarc scrviccs for Medicarc bcncficiarics. Studies by thc Medicare Payment Advisory Commission (MedPAC) and othcrs havc dcmonstratcd that 
Mcdicarc Part B rcimburscs for most services at approximately 80% of privatc market rates, but reimburses for anesthesia scrviccs at approximately 40% of privatc 
markct ratcs. 
? Second. this proposed rule reviews and adjusts anesthesia services for 2008. Most Part B providers services had been reviewed and adjusted in prevlous years, 
cffcctivc January 2007. Howcvcr, the valuc of ancsthesia work was not adjusted by this process until this proposcd rule. 
? Third, CMS proposed change in the relative value of anesthesia work would help to correct the value of anesthesia services which have long slipped behind 
inflationary adjustmcnts. 

Additionally, if CMS proposed change is not enacted and if Congress fails to reverse the 10% sustainable growth rate (SGR) cut to Medicare payment, an average 
12-unit ancsthcsia scrvicc in 2008 will bc rcimburscd at a ratc about 17% bclow 2006 paymcnt Icvcls, and morc than a third bclow 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 services, and are the predominant 
ancsthcsia providcrs to rural and medically undcrscrved Amcrica. Mcdicare patients and hcalthcarc dclivcry in thc U.S. dcpcnd on our scrviccs. Thc availability of 
anesthesia services depends in pan on fair Medicare payment for them. I support the agency s acknowledgement that anesthesia payments have been undervalued. 
and its proposal to incrcasc thc ~aluation of ancsthcsia work in a manner that boosts Medicarc ancsthesia paymcnt. 

Sinccrcly. 

Bcrnard A. Kuzava, CRNA 
PO Box 382 
Hastings, MI 49058 
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Submitter : Dr. Lawrence Seigel Date: 08/23/2007 

Organization : Suncoast Eye Center, P.A. 

Category : Health Care Professional or Association 

Issue AreaslComments 

Background 

Background 

As a physician owncr of a busy ophthalmology ccntcr that cmploys two CRNA's, providing care for approximatcly 200 paticnts a wcck, the Mcdicarc 
rci~nburscmcnt cut has affcctcd us all. Wc arc sccing and treating more paticnts than evcr, yet havc been punished with a reduction in reimbursement. I urgc You 
to support thc CMS proposal to boost thc valuc of Ancsthcsia so we can continue to providc our patients with thc highcst quality of cart that thcy an: currently 
rc.rciving. Tnsnk you. 
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Submitter : Mrs. Kristen Brake 

Organization : Thomas Jefferson University Hospital 

Category : Health Care Provider/Association 

Issue Areas/Comments 

Page 88 of 217 

Date: 08/23/2007 

GENERAL 

GENERAL 

August 20,2007 
Ofiicc of thc Adminishator 
Ccntcrs for Mcdicarc & Mcdicaid Scrviccs ' ;artmcnt of Hcalth and Human Scrviccs 
I. r-. Box 801 8 RE: CMS 1385 P (BACKGROUND, IMPACT) 
Ba..ilnore, MD 2 1244 801 8 ANESTHESIA SERVICES 
Dcar Administrator: 
As a mc~nbcr of thc Amcrican Association of Nursc Ancsthctists (AANA), I writc to support thc Ccntcrs 
for Mcdicarc & Mcdicaid Scrvices (CMS) proposal to boost thc valuc of anesthesia 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 381 22,7/12/2007) If adopted, CMS pmposal would help to 
cnsurc that Ccrtificd Rcgistcrcd Nursc Ancsthctists (CRNAs) as Mcdicarc Part B providcrs can continuc 
to providc Mcdicarc bcncficiarics with access to anesthcsia scrviccs. 
This incrcasc in Mcdicarc payment is important for sevcral reasons. 
I First, as the AANA has previously stated to CMS, Medicare currently under-reimburses for 
ancsthcsia scrviccs, putting at risk the availability of anesthcsia and othcr hcalthcarc scrvices for 
Mcdicarc bcncficiarics. Studics by the Mcdicarc Paymcnt Advisory Commission (McdPAC) and 
othcrs havc dcmonstratcd that Medicarc Part B rcimburscs for most scrviccs at approximately 
80% of privatc markct ratcs, but reimburscs for anesthcsia scrviccs at approximatcly 40% of 
privatc markct ratcs. 
I Second, this proposed rule reviews and adjusts anesthesia services for 2008. Most Wrt B 
providers services had been reviewed and adjusted in previous years, effective January 2007. 
Howcvcr. thc valuc of ancsthcsia work was not adjusted by this process until this proposed rulc. 
I Th~rd. CMS proposed change in the relative value of anesthesia work would help to correct the 
valuc of ancsthcsia scrviccs which havc long slipped bchind inflationary adjustmcnts. 
Additionally, if CMS proposed change is not enacted and if Congress fails to reverse the 10% sustainable 
growth ratc (SGR) cut to Mcdicarc paymcnt, an avcragc 12-unit ancsthcsia scrvicc in 2008 will be 
rcimburscd at a ratc about 17% below 2006 paymcnt lcvcls, and morc than a third bclow 1992 paymcnt 
lcvcls (adjustcd for inflation). 
Amerlca s 36,000 CRNAs provide some 27 million anesthetics in the U.S. annually, in every setting 
rcqi~iring ancsthcsia scrviccs, and arc thc prcdominant ancsthcsia providers to rural and medically 
undcrscrvcd Amcrica. Medicarc patients and healthcare. dclivery in the U.S. dcpcnd on our serviccs. Thc 
availability of ancsthcsia serviccs dcpcnds in part on fair Mcdicarc payment for them. I support thc 
agency s acknowledgement that anesthesia payments have been undervalued, and its proposal to increase 
thc valuation of ancsthcsia work in a manner that boosts Medicare anesthesia payment. 
Sinccrcly. 
Kristcn Brakc, RN, BSN. SRNA 
3 18 Crcswood Avcnuc 
Iiaddonficld. NJ 08033-2918 
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Submitter : Dr. ,'-Ian Freedman 

Organization : Suncoast Eye Center, P.A. 

Category : Health Care Professional or Association 

Issue AreaslComments 

Date: 08/23/2007 

Background 

Background 

As a physician owncr in practice at a busy surgcry center that employs two CRNA's, and providing carc for over 200 patients a week, the Mcdicare reimbursement 
cut has affcctcd us all. We arc seeing and trcating more patients than ever. yet have been punished with a reduction in reimbursement. I urge you to Support the 
CMS proposal to boost the value of Anesthesia, so we can continue to provide our patients with the highest quality of carc. Thank you. 
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Submitter : Dr. Michael M. Grubb 

Organization : Dr. Michael M. Grubb 

Category : Physician 

Issue AreaslComments 

Date: 08/23/2007 

Coding-- Additional Codes From 
5-Year Review 

Coding-- Additional Codes From 5-Year Review 

Lcslic V. Nonvalk, Esq. 
Acting Administrator 
Ccntcrs for Mcdicarc and Mcdicaid Scrviccs 
Attcntion: CMS- 1385-P 
P.O. Box 801 8' 
Baltimore, MD 2 1244-8018 

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

Dcar Ms. Nonvalk: 

I am writing to cxprcss my strongest support for thc proposal to incrcasc anesthesia paymcnts undcr the 2008 Physician FCC Schcdulc. I am gratcful that CMS has 
rccognizcd thc gross undcrvaluation of ancsthcsia scrviccs, and that thc Agcncy is taking steps to addrcss this complicated issuc. 

Whcn thc RBRVS was instituted, it crcatcd a hugc payment disparity for ancsthesia care, mostly due to significant undcrvaluation of ancsthcsia work comparcd to 
othcr physician scwiccs. Today, more than a dccadc sincc the RBRVS took cffcct, Mcdicarc payment for anesthesia scrviccs stands at just $16.19 pcr unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
arcas with disproponionatcly high Medicarc populations. 

In an cffort to rcctify this untcnable situation, thc RUC rccommcndcd that CMSincrease the anesthesia conversion factor to offset a calculated 32 percent work 
undervaluat~on a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undcrvaluation of ancsthcsia serviccs. I am plcascd that thc Agcncy acceptcd this recommendation in its proposcd rulc, and I support full implcmcntation of tllc 
RIJC s recommendation 

To cnsurc that our patlcnts havc access to cxpen ancsthcsiology mcdical carc, it is imperativc that CMS follow through with thc proposal in thc Fcdcral Rcgistcr 
by fully and im~ncdiatcly implcmcnting thc ancsthcsia convcrsion factor increasc as rccommcndcd by thc RUC. 

Thank you for your considcration of this scrious mattcr. 

Micliacl M. Grubb, M.D. 
Mctliodist Hospital 
Dcpartmcnt of Ancsthcsiology 
8303 Dodgc Strect 
Omaha. Ncbraska 68 1 14 
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Submitter : Dr. Robert Campagnone 

Organization : Anesthesia Asgociates of Willimantic 

Category : Physician 

Issue AreaslComments 

Date: OSlt3lt007 

Payment For Procedures And 
Services Provided In ASCs 

Payment For Procedures And Services Provided In ASCs 

Aftcr thc rcccnt rcduction In rcimburscment of our anesthesia conversion factor by $2 per unit, our group seriously considcred no longcr participating with 
Mcdicarc. Although we feel that our seniors deserve the best care, the current rate is not sufficient in light of ow increases in costs to provide OW service. 1 hope 
that you will approvc thc increase in the conversion factor to $20 per unit as soon as possible. Furthermore: 1 would hopc that this figure will be adjusted 
annually to takc into account increases in cost of living and increases in ow costs to provide the best service possible for ow seniors. 
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Submitter : Dr. Steve Wright 

Organization : MedNet America 

Category : Private Industry 

Issue AreaslComments 

Date: 08/23/2007 

GENERAL 

GENERAL 

August 23. 2007 

Lcslic V. Norwalk, Esq. 
Acting Admi~istrator 
Ccntrrs for hicaicnyc and Medicaid Scrviccs 
Attention: CMS- 1385-P 
P.O. Box 8018 
Baltin~orc. M D  2 1244-801 8 

Rc: CMS-1385-P 
Ancstl~csia Coding (Part o f  5-Ycar Rcvicw) 

Dcar Ms. Norwalk: 

This lcttcr is to cxprcss my strongcst support for thc proposal to incrcasc ancsthcsia payrncnts undcr thc 2008 Physician FCC Schcdulc. Wc arc apprcciativc that 
CMS has rccognizcd thc gross undcrvaluation o f  ancsthcsia scrvices, and that the Agcncy is taking stcps to addrcss this complicated issue. 

In  an cffort to rcctify this untcnablc situation, thc RUC recommended that CMS incrcase thc ancsthesia convcnion factor to offsct a calculated 32 pcrccnt work 
undervaluation a move that would result ~n an increase o f  nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undcrvaluation o f  ancsthesia scrviccs. I am pleased that the Agency acccptcd this recommendation in its proposed rulc. and I support full implcmcntation of thc 
RUC s recommendation. 

To cnsurc that Mcdicarc patients havc acccss to expcrt ancsthcsiology medical cam, i t  is imperative that CMS follow through with thc proposal in  thc Fcdcral 
Rcg~stcr by fully and immcdiatcly implc~ncnting the ancsthcsia convcnion factor increase as rccommcndcd by thc RUC. 

Thank you for your consideration. 

J. Stcphcn Wright, PI1.D. 
Prcsidcnt 
McdNct A~ncrica 
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Submitter : Ms. Cathleen Sullivan 

Organization : DePaul University/Evanston Northwestern Healthcare 

Category : Other Health Care Professional 

Date: 08/23/2007 

Issue AreaslComments 

Background 

Background 

Officc of the Administrator 
Ccntcrs for Mcdicare & Mcdicaid Rcimburscmcnt 
Dcpartmcnt of Hcalth and Human Services 
1. ?Box 8018 
k;*~:.morc, MD 21244-8018 

Dcar Administrator: 

I am currcntly a student mcmber of thc Amcrican Association of Nurse Ancsthestists, and 1 am supporting the Centers for Mcdicarc and Mcdicaid in the proposal 
to lncrcasc thc valuc of anesthesia services by 32%. Currently. Certified Registered Nurse Anesthctists provide over half of anesthesia services to Medicarc 
hcncficiarics. Thc ability for CRNA's to prov~dc ancsthcsia dcpcnds on thc amount of Mcdicare reimburscmcnt for their scrviccs. Thc rcimburscment for CRNA's 
IS currently bclow thc lcvcl it should be according to inflation, and 1 support thc proposal to incrcasc the value of anesthesia services. 

Sinccrcly. 

Cathlccn Sullivan 
RN, SRNA 
2442 W. Gunnison St. BSMT 
Chicago. IL. 60625 
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Submitter : Dr. Paul Osterbauer Date: 08/23/2007 

Organization : No, mwestern Health Sciecnes University 

Category : Chiropractor 

Issue AreaslComments 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

RE: CMS- 1385-P 

TECHNICAL CORRECTIONS 

To Whom it May Conccm: 

Thc proposcd rulc datcd July 12 contained an itcm under the tcchinical corrections scction calling for thc current regulation that permits a beneficiary to bc 
rcimburscd by Mcdicare for an X-ray takcn by an MD or DO and uscd by a Doctor of Chiropractic to dctcrminc a subluxation bc eliminated. I am writing in 
strong opposition to this proposal. 

Whilc it is truc that a subluxation docs not need to bc dctectcd by an X-ray, thcy arc vital to rulc out serious (pathologic) causcs of unrcsolvcd or recurring spinal 
pain syndromes. Radiographs arc vital to dctcrminc diagnostic and treatment options. This proposcd rule change will unfairly impact paticnts by forcing thcm to 
rccicvc duplicatc scrviccs if X-rays or special tests are needed. Spccifically, if X-rays are deemed necessary by a chiropractor, patients will necd to schcdulc an 
additional cxarnination by thcir MD in order to verify thc nced for for films or other tcsts. Furthcrmorc, this proccss can rcsult in dclays in trcatmcnt or 
appropriatc follow-up that could bc potentially lifc thrcatcning. 

I strongly urgc you to tablc this proposal. Appmpriatc X-rays arc integral to the bcst case managemcnt of mcdicarc paticnts and paticnts will suffcr should this 
proposal bccomc standing regulation. 

If I can bc of furthcr assitancc, plcase contact mc. 

Sinccrcly. 

Paul J.0stcrbaucr.D.C.. M.P.H 
Associatc Profcssor 
Collcgc of Chiropractic 
Nonhwcstcrn Hcalth Scicnccs Univcrsity 
2501 Wcst 84th Strcct 
Rloo~nington. MN 55431 
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Submitter : Dr. Ahmed Bata 

Organization : Lighthouse Anesthesia 

Category : Physician 

Issue AreasIComments 

GENERAL 

GENERAL 

Date: 0812312007 

Dcar Ms. Nonvalk: 

I an1 writing to exprcss my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. I am grateful that CMS has 
rccognizcd the gross undervaluation of anesthesia services, and that the Agency is taking stcps to address this complicated issue. 

Whcn thc RBRVS was institutcd, it'creatcd a huge payment disparity for anesthesia care, mostly duc to significant undervaluation of anesthesia work wmparcd to 
othcr physician scrviccs. Today, morc than a decadc since the RBRVS took effect, Medicarc payment for anesthesia scrvices stands at just S 16.19 per unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in wh~ch anesthesiologists are being forced away from 
arcas with disproportionatcly high Medicarc populations. 

In an cffo1.t to rcctify this untcnablc situation, the RUC rccommendcd that CMS incrcase thc ancsthcsia convcrsion factor to offsct a calculatcd 32 percent work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undervaluation of ancsthcsia scrviccs. I am pleased that thc Agcncy acccptcd this recommendation in its proposcd mlc, and I support full implcmcntation of thc 
RUC s recommendat~on 

To cnsurc that our paticnts havc acccss to cxpert anesthesiology mcdical carc, it is imperative that CMS follow through with thc proposal In the Fcdcral Rcgistcr 
by Tully and immcdiatcly implementing the ancsthesia conversion factor incrcase as recommended by thc RUC. 

Thank you Tor your considcration of this serious matter. 
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Submitter : Mrs. Deborah Hartley Date: 08/23/2007 

Organization : American Association of Nurse Anesthetists 

Category : Other Health Care Professional 

Issue AreaslComments 

Background 

Background 

RE. CMS 1385 P (BACKGROWD, IMPACT) 
ANESTHESIA SERVICES 
Dcar Administrator: 
As a mcmbcr of the Amcrican Association of Nurse Anesthetists (AANA), I write to support the Centers 
for Mcdicarc & Mcdicaid Seivices (CMS) proposal to boost the value of anesthesia work by 32%. Under 
CMS proposed rule Medicare would increase the anesthesia conversion factor (CP) by 15% in 2008 
compared w~th current levels. (72 FR 38122, 7112i2007) If adopted, CMS proposal would help to 
cnsurc that Ccrtificd Registered Nurse Anesthetists (CRNAs) as Medicare Part B providers can continue 
to providc Mcdicare bcncficiarics with access to anesthesia serviccs. 
This incrcasc in Medicare payment is important for scveral rcasons. 
I First. as the AANA has previously stated to CMS, Medicare currently under-reimburses for 
ancsthcsia scrviccs, putting at risk thc availability of anesthcsia and other healthcare services for 
Mcdicarc bcncficiarics. Studies by thc Medicare Payment Advisory Commission (McdPAC) and 
othcrs havc demonstrated that Medicarc Part B rcimburses for most services at approximately 
80% of private market rates, but reimburses for anesthesia services at approximately 40% of 
privatc market rates. 
I Second. this proposed rule reviews and adjusts anesthesia services for 2008. Most Part B 
prov~ders services had been reviewed and adjusted in previous years, effective January 2007. 
Howcvcr. thc valuc of anesthesia work was not adjustcd by this process until this pmposcd rulc. 
I Thlrd. CMS proposed change In the relative value of anesthesia work would help to correct the 
valuc of ancsthcsia serviccs which have long slippcd behind inflationary adjustments. 
Addltlonally. ~f CMS proposed change IS not enacted and if Congress fails to reverse the 10% sustainable 
growth ratc (SGR) cut to Medicare payment. an averagc 12-unit ancsthesia servicc in 2008 will be 
rcimburscd at a ratc about 17% bclow 2006 payment levels. and more than a third bclow 1992 paymcnt 
lcvcls (adjustcd for inflation). 
America s 36.000 CRNAs prov~de some 27 million anesthetics in the U.S. annually, in every setting 
requiring ancsthcsia scrviccs, and arc thc prcdominant ancsthcsia providers to rural and medically 
undcrscrvcd Amcrica. Medicare paticnts and healthcarc delivcry in thc U.S. dcpend on our scrviccs. Thc 
availability of ancsthcsia scrviccs dcpcnds in part on fair Medicarc payment for them. I support the 
agency s acknowledgement that anesthesia payments have been undervalued, and its proposal to increase 
thc valuation of ancsthesia work in a manncr that boosts Medicarc anesthesia payment. 
Sinccrcly. 
Dcborah A. Hartlcy,CRNA. ARNP 
650 E. Hiawatha Blvd. 
Shclton. WA 98584 
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Submitter : Dr. Christine Burns 

Organization : Suncoast Eye Center, P.A. 

Category : Health Care Professional or Association 

Issue AreaslCommenh 

Date: 08/23/2007 

Background 

Background 

As an cyc surgcon in practicc at a vcry busy surgery center that employees hvo CRNA's and cares for approximately 200 patients a weck. thc Mcdicare 
rcimburscment cut has affccted us all. We are seeing and treating more patients than ever and have been punished with a reduction in reimbursement. I urge You 
to support the CMS proposal to boost the value of anesthesia so we can continue to provide our patients with the highest quality of care. Thank YOU. 
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Submitter : Dr. Joe Saad 

Organization : Surgical Pathologists of Dallas 

Category : Physician 

Issue AreaslComments 

Date: 08/23/2007 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

August 23,2007 

L ,.~;:.:rs for Mcdicarc & Mcdicaid Scrvices 
751 1 Sccurity Boulcvard 
Baltimarc. MD 2 1244 

I appreciate the opportunity to submit comments on the Physicians Referral provisions of CMS-I 385-P entitled Medicare Program; Proposed Revisions to 
Payment Policies Under the Physician Fee Schedule, for Year 2008 . I am a board certified pathologist practicing in Dallas, TX. I am part of a group of eight 
patllologists practicing mostly in a hospital-bascd setting with a small indcpcndcnt outpatient laboratory. I am a mcmbcr of thc Collcgc of Amcrican 
Pathologists and Tcxas Society of Pathologists. 

I enthusiastically support thc initiative of CMS to cnd self-referral abuscs for pathology services. Thcsc irregular billing arrangements arc an attcmpt to bypass 
thc Stark law which prohibits physician self-referrals. Clinicians have exploited a loophole that allows thcm to profit from pathology scrviccs which they did not 
pcrform. I am acutcly awarc of scvcral abusivc arrangemcnb in my practicc area here in Dallas-Fort Worth and around thc statc, especially in San Antonio. TX 
whcrc many of thcsc dubious billing practices originatcd. They arc nothing more than a fce-splitting arrangcmcnt on sclf-referrals of a captive patient population. 

I strongly support thc expansion of the anti-markup rule to purchase pathology interpretations and thc exclusion of anatomic pathology from in-officc ancillary 
scrviccs cxccption to thc Stark law. These revisions to the medicare rcassignmcnt rule and physician sclf-referral provisions arc necessary to eliminate financial- 
intcrcst considerations in critical decisions and arc in the bcst interests of thc patient. 1 believe that physicians should not be ablc to profit from professional 
pathology scrviccs unless they havc personally preformed or supervised the service. 

Opponcnts of thc proposed changcs argue that these dubious arrangements actually enhance patient care. I agrce that the Mcdicare Program should cnsurc the 
highcst quality of carc for their patients. Rcstrictions on physician self-referrals arc necnsary to safcguard and cnsurc that clinical decisions arc dctcrmincd solcly 
on tlic basis of quality and not tainted by financial incentives. Thc proposed changes, contrary to what opponents may argue, do not impact thc availability or 
dclivcry of pathology scrviccs. Thcy simply remove thc financial conflict of interest that compromises thc integrity of thc mcdicarc program. Thank you again for 
addrcss~ng this issuc. 

Sinccrcly. 

A. Joc Saad 
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Submitter : Mr. -.Villiam McKendrick 111 

Organization : MI'SA 
Date: 08/23/2007 

Cdtegory : Other Health Care Professional 

Background 

Background 

Ms. Lcslic Nonvalk, JD 
Acting Administrator 
Ccntcrs for Mcdicarc & Medicaid Scrviccs 
Dcpartmcnt o f  Health and Human Scrviccs 
PO.  Box 801 8 RE. CMS 1385 P (BACKGROUND, IMPACT) 
Baltimore. M D  21244 8018 ANESTHESIA SERVICES 

Dcar Ms. Nonvalk: 

As a mcmbcr o f  thc American Association o f  Nurse Anesthetists (AANA), I writc to support thc Ccntcrs for Medicarc & Medicaid Scrviccs (CMS) proposal to 
boost thc valuc o f  ancsthcsia work by 32%. Undcr 
CMS proposed rule Medlcare 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 Certified Registered Nurse Anesthetists (CRNAs)as Medicare Part B providers can continue to provide 
Mcdicarc bcncticiarics with acccss to ancsthcsia serviccs. This increasc in Medicare payment is important for several reasons. 
 first. as the AANA has previously stated to CMS, Medicare currently under-reimburses for anesthesia services, putting at risk the availability o f  anesthesia and 
othcr hcalthcarc scrviccs for 
Mcdicarc bcncticiarics. Studics by the Medicare Payment Advisory Commission (MedPAC) and others have demonstrated that Medicarc Part B rcimburscs for 
most scrviccs at approximatcly 80% o f  privatc markct ratcs, but reimburses for anesthesia scrviccs at approximatcly 40% o f  
privatc markct 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. 
cffcctivc January 2007. Howcvcr. thc value of ancsthcsia work was not adjustcd by this process until this proposcd rulc. 
I Thlrd. CMS proposed change In the relatlve value o f  anesthesia work would help to correct the value o f  anesthesia services which have long slipped behind 
inflationary adjustments. 
Additionally. if CMS proposed change is not enacted and ifcongress fails to reverse the 10% sustainable growth rate (SGR) cut to Medicare payment, an average 
12-unit ancsthcsia scrvicc in 2008 will bc 
rciniburscd at a ratc about 17% bclow 2006 payment lcvcls. and morc than a third bclow 1992 paymcnt lcvcls (adjustcd for inflation). 
A~ner~ca  s 36,000 CRNAs provide some 27 million anesthettcs in the U.S. annually. in every setting requiring anesthesia services. and are the predominant 
ancsthcsia providcrs to rural and medically underscrvcd Amcrica. Mcdicare patients and healthcare dclivcry in  thc U.S. dcpcnd on our scrviccs. Thc availability o f  
anesthesia services depends in part on fair Medicare payment for them. I support the agency s acknowledgement that anesthesia payments have been undervalued. 
and its proposal to incrcasc the valuation o f  ancsthesia work in a manner that boosts Mcdicarc anesthesia payment. 

Sinccrcly. 
William McKcndrick I11 

William C. McKcndrick Ill. Studcnt CRNA 
61 7 Larking Springs Road 
Madison. Tn 37 1 15 

August 27 2007 08:23 A M  



Submitter : Dr. Joni Summitt 

Organization : Thoracic Cardiovascular Institute 

Category : Physician 

Issue AreaslComments 

Date: 08/23/2007 

Coding-- Additional Codes From 
IYear  Review 

Coding-- Additional Codes From 5-Year Review 

RE: CMS 1385 P; Proposed Physician Fee Schedule and other Part B Payment Policies for CY2008. 
Coding additional codes from 5-year review 

Dcar Mr. Kuhn: 

As a physic~an who provides echocardiography services to Medicare patients and others in the mid Michigan area, I am writing to object to CMS s proposal to 
bundle Medicare payment for color flow Doppler (CPT Code 93325) into all echocardiography base services. This proposal would discontinue separate 
Medicare payment for color flow Doppler effective on January 1,2008, on the grounds that color flow Doppler has become intrinsic to the performance of all 
cchocardiography procedurcs. 

In conjunction with two-dimensional echocardiography, color Dopplcr typically is used for identifying cardiac malfunction (such as valvular regurgitation and 
intracardiac shunting), and for quantitating the severity of these lesions. In particular. color Doppler information is critical to the decisionmaking proccss in 
paticnts with suspicion of heart valvc diseasc and appropriate selection of patients for valvc surgery or mcdical management. In addition. color flow Doppler is 
important in thc accuratc diagnosis of many othcr cardiac conditions. 

CMS s proposal to bundle (and thereby eliminate payment for) color flow Doppler completely Ignores the practice expenses and physician work involved in 
pcrformancc and interpretation of these shldics. While color flow Doppler can be performed concunmtly or in conccrt with thc imaging component of 
ccliocardiographic studics, the performance of color flow Doppler increases the sonographcr time and equipment time that are rquircd for a study; in fact, thc 
physlctan and sonographer tlme and resources involved have, if anything, increased, as color flow Doppler s role in the evaluation of valve disease and other 
conditions has become morc complex. Thc sonographcr and equipment time and the associated overhead required for the perfonnance of color flow Doppler arc 
not Included in the relatlve value units for any other echocardiography base procedure.. Thus, with the stroke of a pen, the CMS proposal simply elilninates 
Mcdicarc paymcnt for a scrvicc that (as CMS itself acknowledges) is important for accurate diagnosis and that is not reimbursed under any othcr CPT code. 

Moreover. CMS is incorrect in assuming that color flow Doppler is intrinsic to the provision of all echocardiography procedures. I understand that data gathered 
by an indcpcndcnt consultant and submittcd by thc Amcrican Collcgc of Cardiology and thc Amcrican Society of Echocardiography confirm that color flow 
Dopplcr is routinely pcrformcd in conjunction with CPT code 93307. However, thcse data. which wcrc previously submittcd to CMS, also indicatc that an 
cstimatcd 400.000 color flow Doppler claims each year are provided in conjunction with 10 echocardiography imaging codes other than CPT Codc 93307. 
including fetal echo, transesophageal echo, congenital echo and stress echo. For many of these echocardiography base codes, the proportion of claims that 
includc Doppler color flow approximates or is less than 50%. More recent data submi* by the ASE in response to the Proposed Rule confirms that this practice 
pattcm has not changed ovcr the past scveral years. 

For these reasons, I urge you to refra~n from finalizing the proposed bundling of color flow Doppler into other echocardiography procedures, and to work closely 
with thc Amcrican Socicty of Echocardiography to addrcss this issuc in a manner that takes into account thc vcry rcal resourccs involved in thc provision of this 
important scrvicc. 

Sinccrcly yours, 

Joni R. Summitt, DO 
Thoracic Cardiovascular lnstitutc 
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