
Submitter : Mrs. Irene Mouzakitis 

Organization : Mrs. Irene Mouzakitis 

Category : Individual 

Issue AreasIComments 

Date: 08/25/2007 

GENERAL 

GENERAL 

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

Rc: CMS-1385-P 

Anesthesia Coding (Part of 5-Year Review) 

Dcar Ms. Norwalk: 

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

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

In an effort to rectify this untenable situation, the RUC rccommended that CMS increase the ancsthesia conversion factor to offset a calculated 32 percent work 
undcrvaluation a move that would result in an increase of nearly M.OO per anesthesia unit and serve as a major step forward in correcting the long-standing 
undervaluation of anesthesia services. 1 am pleased that the Agency accepted this reeomrnendation in its proposed rule, and 1 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. 

Yours truly, 

Ircnc Mouzakitis 
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Submitter : Dr. Gustavo Collins 

Organization : Kettering Anesthesia Associates 

Category : Physician 

Date: 08/25/2007 

Issue AreaslComments 

GENERAL 

GENERAL 

Lcslic V. Nonvalk, Esq. 
Acting Administrator 
Ccntcrs for Mcdicarc and Medicaid Serviccs 
Attcntion: CMS- 1385-P 
P.O. Rox 8018 
Baltimorc. MD 21244-8018 

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

Dear Ms. Nonvalk: 

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

Whcn thc RBRVS was instituted. i t  crcated a hugc payment disparity for anesthesia care, mostly duc to significant undervaluation of anesthesia work compared to 
othcr physician scrviccs. Today, morc than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 per unit. This 
amount does not cover the cost of caring for our 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 cffon to rectify this untenable situation, the RUC recommendcd that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work 
undervaluation a move that would result in an increax of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undervaluation of anesthesia serviccs. I am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the 
RUC s recommendation. 

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

Thank you for your consideration of this serious matter 

Gustavo Collins M.D. 
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Submitter : David Bertone 

Organization : Marlboro Physical Therapy 

Category : Physical Therapist 

Issue Areadcomments 

Date: 08/25/2007 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

Thcrc is alrcady an industry dcvcloped on how to circumvent thcsystem and continuc the rcferral for profit situations affecting thc profession of Physical Therapy. 
This company cducatcs physicans on how to continue PT for profit. Pleasc review and prcvent thcsc industries from existing by eliminating ALL loopholcs! 
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Submitter : Mr. David Latham 

Organization : Mr. David Latham 

Category : Other Health Care Professional 

Issue Areas/Comments 

Date: 08/25/2007 

Background 

Background 

I am a Cert~fied Rcgistcrcd Nurse Anesthcstist in Greene County Tn 
I am in a group of 7 other CRNA's we do Our own billing wc work at two hospitals. We do our own billing and do not,recievc anyhel from the hospitals The 
prcvious cuts havc hurt us. We will havc problems rccruting help to our small town because the income is not there. Please enerealse the reimbursment so wc can 
kcep high quality help in our community 
Thanks 

David Latham CRNA 
Grecncvillc Ancsthcsia Services 

CMS-I 385-P-7874-Anach-1 .PDF 
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August 20,2007 
Ms. Leslie Norwalk, JD 
Acting Administrator 
Centers for Medicare & Medicaid Services 
Department of Health and Human Services 
P.O. Box 80 18 
Baltimore, MD 2 1244-801 8 

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

Dear Ms. Norwalk: 

As a member of the American Association of Nurse Anesthetists (AANA), I write to support the Centers 
for Medicare & Medicaid Services (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 Medicare Part B providers can continue 
to provide Medicare beneficiaries with access to anesthesia services. 

This increase 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 of anesthesia and other healthcare services for 
Medicare beneficiaries. Studies by the Medicare Payment Advisory Commission (MedPAC) and 
others have demonstrated that Medicare Part B reimburses for most services at approximately 
80% of private market rates, but reimburses for anesthesia services at approximately 40% of 
private market rates. 
Second, thls proposed rule reviews and adjusts anesthesia services for 2008. Most Part B 
providers' services had been reviewed and adjusted in previous years, effective January 2007. 
However, the value of anesthesia work was not adjusted by this process until this proposed 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 adjustments. 

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 anesthesia service in 2008 will be 
reimbursed at a rate about 17% below 2006 payment levels, and more than a third below 1992 payment 
levels (adjusted 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 anesthesia providers to rural and medically 
underserved America. Medicare patients and healthcare delivery in the U.S. depend on our services. The 
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 increase 
the valuation of anesthesia work in a manner that boosts Medicare anesthesia payment. 

Sincerely, 

Name &Credential 

Address 

City, State ZIP 



Submitter : Dr. Deborah Zeleny 

Organization : ACA 
Date: 08/25/2007 

Category : Chiropractor 

Issue AreasIComments 

Coding--Reduction In TC For 
Imaging Services 

Coding--Reduction In TC For Imaging Services 

Thc proposcd rulc datcd July 12th contained an item under the technical corrections section calling for the current regulation that permits a beneficiary to be 
rcimburscd by Mcdicarc for an X-ray takcn by a non-treating provider and used by a Doctor of Chiropractic to determine a subluxation, be eliminated. I am 
writing in strong opposition to this proposal. 

Whilc subluxation does not need to be detected by an X-ray, in some cases the paticnt clinically will require an X-ray to identify a subluxation or to rule out any 
'red flags,' or to also determine diagnosis and treatment options. X-rays may also be required to help determine the need for further diagnostic testing, i.e. MRI 
or for a referral to thc appmpriate specialist. 

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

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

Sinccrcly, 
Dr. Dcborah Zeleny D.C. 
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Submitter : Dr. Deborah Pederson Date: 08/25/2007 
Organization : ASA 

Category : Physician 

Issue Arcas/Comments 

GENERAL 

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

Rc: CMS- 13854' 
Anesthcsia Coding (Pm of 5-Year Revicw) 

Dcar Ms. Nonvalk: 

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

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

In an effort to rccttfy this untcnable situation, the RUC recommended that CMS increase the ancsthesia 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 correcttng the long-standing 
undervaluation of ancsthcsia services. I am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the 
RUC s recornmendatton. 

To ensure that our patients have access to expert anesthesiology medical care, it is impcrativc 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 mattcr. 
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Submitter : Dr. Lonny McKinzie Date: 08/25/2007 
Organization : Dr. Lonny McKinzie 

Category : Chiropractor 

Issue Areas/Comments 

GENERAL 

GENERAL 

With all duc rcspcct, thc system is broken and must bc fixed. Howcvcr, making it harder for patients to rcccive x-rays ordered by a chiropractor and paying for 
them is only hurting the patients. This action does littlc to save any significant amount of moncy and doesn't addrcss the real problcms in the Medicarc system. 
Thcrc arc much more pressing issucs that would affect costs and savings. The burcaucracy it takes to run the systcm is costing millions of dollars that could go to 
carc for nccdy citizcns. That needs to be addressed first beforc pulling minor programs from the system like not paying for x-rays ordered by chiropractors. 
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Submitter : Mr. Eric Feely 

Organization : Mr. Eric Feely 

Category : Other Health Care Professional 

Issue AreasIComments 

Background 

Background 

August 20,2007 
Officc of thc Administrator 
Ccntcrs for Mcdicarc & Medicaid Scrvices 
Dcpanmcnt of Hcalth and Human Services 
PO.  Box 8018 RE CMS 1385 P (BACKGROUND, IMPACT) 
Baltimore, MD 21244 8018 ANESTHESIA SERVICES 
Dcar Administrator: 
As a member of the Amcrican Association of Nurse Anesthetists (AANA), I write to support the Centcrs 
for Mcdicarc & Medicaid Services (CMS) proposal to boost thc value of anesthcsia 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 
cnsurc that Ccnificd Registcred Nurse Ancsthctists (CRNAs) as Mcdicare Part B providers can continue 
to providc Mcdicarc bcncfieiaries with acccss to ancsthesia serviccs. 
This incrcasc in Mcdicare paymcnt is important for scvcral reasons. 
I First. as the AANA has previously stated to CMS, Medicare currently under-reimburses for 
ancsthcsia scwiccs, putting at risk thc availability of ancsthesia and other healthcare scrvices for 
Mcdicarc bcncficiarics. Studics by thc Medicarc Payment Advisory Commission (MedPAC) and 
othcrs have demonstrated that Mcdicare Part B reimburses for most scrvices at approximately 
80% of privatc rnarkct rates, but reimburses for anesthesia services at approximately 40% of 
privatc rnarkct rates. 
I Second, this proposed rule reviews and adjusts anesthesia services for 2008. Most Part B 
providers services had been reviewed and adjusted in previous years, effective January 2007. 
Howcvcr, the valuc of anesthesia work was not adjusted by this process until this proposed rule. 
I Th~rd. CMS proposed change in the relative value of anesthesia work would help to correct the 
valuc of ancsthcsia scrvices which have long slipped bchind inflationary adjushncnts. 
Additionally. if CMS proposed change is not enacted and if Congress fails to reverse the 10% sustainable 
growth ratc (SGR) cut to Mcdicarc 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 payment 
lcvcls (adjusted for inflation). 
America s 36.000 CRNAs provide some 27 million anesthetics in the U.S. annually, in every setting 
requiring ancsthcsia scrviccs, and arc thc prcdominant anesthcsia providcrs to rural and medically 
undcrscrvcd Amcrica. Mcdicarc patients and hcalthcarc delivery in the U.S. depend on our serviccs. The 
availability of ancsthesia 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 
thc valuation of ancsthcsia work in a manner that boosts Medicare ancsthesia payment. 
Sinccrcly, 

Eric Fecly 

Addrcss 
2 170 Trawood Drivc apt 1 102 
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Submitter : Mr. Ray Bertoni 

Organization : AANA 

Category : Nurse Practitioner 

Issue Areas/Comments 

Date: 08/25/2007 

GENERAL 

GENERAL 

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

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

Dcar Ms. Nowalk: 

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

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

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

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

Thank you for your considcration of this scrious mattcr. 

Ray Bcrtoni CRNA 
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Submitter : Mr. Ray Bertoni 

Organization : AANA 

Category : Nurse Practitioner 

Issue AreasIComments 

GENERAL 

GENERAL 

August 20,2007 
Officc of thc Administrator 
Ccntcrs for Mcdicarc & Medicaid Scrviccs 
Dcpartmcnt of Hcalth and Human Scrvices 
P.O. Box 8018 
Baltimore. MD 2 1244 801 8 

Date: 08/25/2007 

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

Dcar Administrator: 

As a mcmbcr of thc American Association of Nursc Anesthetists (AANA), I write to support thc Centcrs for Medicare & Medicaid Services (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 38 122, 7/12/2007) If adopted, CMS proposal would help to ensure that Cert~fied Registered Nurse Anesthetists (CRNAs) as 
Mcdicarc Part B providcrs can continue to provide Medicare beneficiaries with access to anesthesia services. 

This incrcasc in Mcdicarc paymcnt is important for scvcml reasons. 

? First, as thc AANA has previously stated to CMS, Medicare currently under-reimburses for anesthesia services, putting at risk the availability of anesthesia and 
othcr healthcarc serviccs for Mcdicare beneficiaries. Studies by the Medicare. Payment Advisory Commission (MedPAC) and others have demonstrated that 
Mcdicarc Part B reimburses for most services at approximately 80% of private market rates, but reimburses for anesthesia services at approximately 40% of private 
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, 
effective January 2007. However, the value of anesthesia work was not adjusted by this process until this proposed 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 adjustments. 

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 anesthcsia servicc in 2008 will be reimbursed at a rate about 17% below 2006 payment levels, and more than a third below 1992 payment levcls (adjusted 
for inflation). 

America s 36,000 CRNAs provide some 27 million anesthetics in the U.S. annually, in every setting requiring anesthesia scrvlces, and are the predominant 
ancsthcsia providcrs to rural and medically underserved America. Medicare patients and healthcarc delivery in the U.S. depend on our services. The 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 anesthesia work in a manncr that boosts Medicarc anesthcsia paymcnt. 

Sinccrcly, 

-Ray Bcrtoni CRNA- 
Namc & Credential 
-43 1 1 South Terra Verdc 
Addrcss 
-Vcradale, Wa. 99037 
City. Statc ZIP 
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Submitter : Ms. Canaan Champion 

Organization : AANA 

Category : Other Health Care Professional 

Issue AreaslComrnents 

Background 

Background 

August 20,2007 
Officc of thc Administrator 
Ccntcrs for Mcdicarc & Medicaid Scrvices 
Department of Hcalth and Human Serviccs 
P.O. Box 801 8 RE CMS 1385 P (BACKGROUND, IMPACT) 
Baltimore, MD 21244 8018 ANESTHESIA SERVICES 
Dcar Administrator: 
As a mcmber of the American Association of Nurse Ancsthetists (AANA), I write to support the Centers 
for Mcdicarc & Mcdicaid Services (CMS) proposal to boost the valuc of anesthesia work by 32%. Under 
CMS proposed rule Medicare would increase the anesthesia conversion factor (CF) by 15% in 2008 
compared w ~ t h  current levels. (72 FR 38122, 7/12/2007) Ifadopted, CMS proposal would help to 
cnsurc that Ccrtificd Rcgistcred Nursc Ancsthetists (CRNAs) as  Medicare Part B providers can continue 
to providc Mcdicarc bcneficiarics with acccss to anesthesia services. 
This lncrcasc in Mcdicarc payment is important for several reasons. 
I First. as the AANA has previously stated toCMS, Medicare currently under-reimburses for 
ancsthcsia scrviccs, putting at risk thc availability of anesthesia and othcr heaIthcare services for 
Mcdicarc bcncficiarics. Studics by thc Medicare Payment Advisory Commission (MedPAC) and 
othcrs havc dcmonstrated that Mcdicarc Part B reimburses for most services at approximately 
80% of privatc markct rates, but reimburses for anesthesia services at approximately 40% of 
privatc market ratcs. 
I Second, this proposed rule reviews and adjusts anesthesia services for 2008. Most Part B 
providers services had been reviewed and adjusted in previous years. effective January 2007. 
Howevcr, thc valuc of anesthcsia work was not adjusted by this process until this proposed rule. 
I Third, CMS proposed change in the relative value of anesthesia work would help to correct the 
valuc of anesthcsia services which have long slipped behind inflationary adjustments. 
Additionally, ~f CMS proposed change is not enacted and if Congress fails to reverse the IO?h sustainable 
growth ratc (SGR) cut to Medicare paymcnt, an average 12-unit ancsthesia service in 2008 wiIl be 
rcimburscd at a ratc about 17% below 2006 payment levcls, and more than a third below 1992 payment 
lcvcls (adjustcd for inflation). 
America s 36,000 CRNAs provide some 27 million anesthetics in the U.S. annually, in every setting 
rcquiring ancsthcsia services. and arc thc prcdorninant ancsthcsia providers to luml and medically 
undcrscrvcd Amcrica. Medicarc patients and healthcarc delivery in thc U.S. depend on our services. The 
availability of anesthcsia serviccs depends in part on fair Mcdicare payment for them. I support the 
agency s acknowledgement that anesthesia payments have bcen undervalued, and its proposal to increase 
thc valuation of anesthesia work in a manner that boosts Medicare anesthcsia payment. 
Sincerely, 
Canaan Champion, CRNA 
1607 Ridgcvicw Drivc 
Booncville. AR 72927 
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Submitter : Dr. Michael Lane, D.C. Date: 08/25/2007 
Organization : chiropractic physician 

Category : Congressional 

Chiropractic Services 
Demonstration 

Chiropractic Services Demonstration 

I am not surc if this is the correct sitc for my comments but if not I h o p  it can be forwarded to the appropriate forum. I am writing regarding the proposed 
elimination of covcragc for x-rays for chiropractic carc whcn referrcd to a medical radiologist. X-rays are necessary not just to detcmine a spinal subluxation, but 
also to visualizc the gencral hcalth of the area to determine the cxtent of arthritis or bone degeneration that can affect the outcome of treatment. Also, is the health 
of thc bonc ablc to tolerate manual manipulation or is the area too brittlc or osteoporotic and does anothcr method oftreatment have to be eonsidered? It is bad 
cnough that Mcdicarc won't pay for x-rays taken by a chiropractor who has substantial training and knowledge in this area. Then to not allow coverage for the 
Mcdicarc recipient when you make us refer them out is outright discrimination and puts both the chiropractor and patient at risk. 1 do not understand the reasoning 
bchind this proposed leglislation, othcr than to attack our profession again and makc it more dificult for Medicare patients to take a treatment which time and 
again has provcn to be morc efficacious than typical medical care for the most common types of back ailments. Why do you think medicine and the physical 
thcmpists are trying to take over our treatment method which we have been delivering successfully for over 100 years? Please vote against this leglislation. 
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Submitter : Dr. Sandeep Sherlekar 

Organization : Dr. Sandeep Sherlekar 

Category : Physician 

Issue AreaslComments 

Date: 08/25/2007 

GENERAL 

GENERAL 

Dcar Ms. Nonvalk: 

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

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

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

To cnsurc that our paticnts havc acecss to cxpert anesthesiology mcdical care, it is imperative that CMS follow through with the proposal in the Federal Register 
by fully and immcdiatcly implcmcnting the anesthcsia conversion factor increase as recommendcd by the RUC. 

Thank you for your considcration of this serious matter. 
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Submitter : Dr. Mark Landon 

Organization : Dr. Mark Landon 

Category : Physician 

Issue Areas/Comments 

GENERAL 

Date: 08/25/2007 

GENERAL 

Lcslic V. Nonvalk, Esq. 
Acting Administrator 
Ccntcrs for Mcdicare and Medicaid Serviccs 
Attention: CMS-1385-P 
P.O. Box 8018 
Baltimore. MD 2 1244-801 8 

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

Dcar Ms. Norwalk: 

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

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

In an cffort to rectify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work 
undervaluation a move that would result in an increase of nearly $400 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undcrvaluation of anesthesia scrviccs. I am pleased that the Agcncy accepted this recommendation in its proposed rule, and I support full implementation of the 
RUC s recommendation. 

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

Thank you for your considcration of this serious matter. 

Mark Landon, M.D. 
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Submitter : Dr. Selina Xing 

Organization : AdvanceXing Pain 

Category : Physician 

Issue Areas/Comments 

GENERAL 

GENERAL 

Scc Atlachmcnt 
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DEPARTMENT OF HEALTH AND HUMAN SERVICES 
CENTERS FOR MEDICARE AND MEDICAID SERIVICES 
OFFICE OF STRATEGIC OPERATIONS & REGULATORY AFFAIRS 

Plea~.--i note: We did riot 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 questions or comments to 1 800 743-3951. 



Submitter : Ms. Sandra Evans 

Organization : Ms. Sandra Evans 

Category : Other Health Care Professional 

Issue AreaslComments 

Background 

Background 

August 25,2007 
Office of thc Administrator 
Ccnters for Mcdicarc & Mcdicaid Services 
Department of Hcalth and Human Scwiccs 
P.O. Box 8018 RE: CMS 1385 P (BACKGROUND, IMPACT) 
Baltimore. MD 21244 801 8 ANESTHESIA SERVICES 
Dcar Administrator: 
As a member of the American Association of Nursc Anesthetisrs (AANA), I write to support the Centers 
for Mcdicare & Medicaid Scrviccs (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 
cnsurc that Ccrtificd Registcrcd Nursc Anesthetists (CRNAs) as Mcdicare Part B providers can continue 
to providc Mcdicarc bcncficiaries with acccss to anesthesia services. 
This incrcasc in Medicarc payment is imponant for several rcasons. 
I First. as  the AANA has previously stated to CMS, Medicare currently under-reimburses for 
ancsthcsia scrviccs, putting at risk the availability of anesthesia and other healthcare services for 
Medicarc bcncficiarics. Studies by the Medicare Payment Advisoly Commission (MedPAC) and 
othcrs havc demonstrated that Medicare Part B reimburses for most serviccs at approximately 
80% of privatc market rates, but reimburses for anesthesia serviccs at approximately 40% of 
private market rates. 
I Second, this proposed rule reviews and adjusts anesthesia services for 2008. Most Pan B 
providers services had been reviewed and adjusted in previous years, effective January 2007. 
However, the value of anesthesia work was not adjusted by this process until this proposed rule. 
I Third, CMS proposed change in the relative value of anesthesia work would help to correct the 
value of anesthesia scwiccs which have long slipped behind inflationary adjustments. 
Additionally, if CMS proposed change a not enacted and if Congress fails to reverse the 10% sustainable 
growth ratc (SGR) cut to Mcdicarc payment, an avcrage 12-unit anesthesia service in 2008 will be 
rcimbuncd at a rate about 17% below 2006 paymcnt Icvcls, and morc than a third below 1992 payment 
lcvcls (adjustcd for inflation). 
America s 36,000 CRNAs provide some 27 million anesthetics in the U.S. annually, in every setting 
rcquiring ancsthcsia services, and are the predominant ancsthesia providcn to rural and medically 
undcrservcd America. Medicare patients and healthcare delivery in thc U.S. depend on our serviccs. The 
availability of ancsthesia 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 increase 
the valuation of anesthesia work in a manner that boosts Medicare anesthesia payment. 
Sincercly. 

Sandra Evans CRN A APN 
117 Tirnbcrlinc Trail 
Alto Pass, IL 62905 
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Submitter : Dr. Martin De Ruyter 

Organization : Dr. Martin De Ruyter 

Category : Physician 

Issue Areas/Comments 

Date: 08/25/2007 

GENERAL 

GENERAL 

Lcslic V. Norwalk, Esq. 
Acting Administrator 
Ccntcrs for Medicarc and Medicaid Services 
Attcnt~on: CMS-1385-P 
P.O. Box 801 8 
Baltimore, MD 21244-8018 

Rc: CMS-1385-P 

Ancsthcsia Coding (Part of 5-Ycar Review) 

Dcar Ms. Nonvalk: 

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

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

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

To cnsurc that our paticnts have acccss to cxpen anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Fcdcral Rcgistcr 
by fully and immcdiatcly implcmcnting the ancsthcsia convmion factor increase as recommended by the RUC. 

Thank you for your consideration of this scrious matter. 
Martin Dc Ruytcr. MD 
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Submitter : Dr. Martin De Ruyter 

Organization : Dr. Martin De Ruyter 

Category : Physician 

Issue Areas/Comments 

Date: 08/25/2007 

GENERAL 

GENERAL 

scc attachment 

CMS-I 385-P-7888-Attach-I .DOC 

Page 345 of 546 August 28 2007 09: 17 AM 



August 25,2007 

Leslie V. Norwalk, Esq. UActing AdministratorOCenters for Medicare and 
Medicaid ServicesEAttention: CMS-1385-PUP.0. Box 801 80 Baltimore, MD 
2 1 244-80 1 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. 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 
$1 6.1 9 per unit. This amount does not cover the cost of caring for our nation's 
seniors, and is creating an unsustainable system in which anesthesiologists are 
being forced away from 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 fotward 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. 

Martin De Rl~yter, MD 
Dept. Anesthesiology 
Kansas University Medical Center 
Kansas City, KS 661 60 



Submitter : Mrs. Mary De Ruyter 

Organization : Mrs. Mary De Ruyter 

Category : Individual 

Issue AreaslComments 

Date: 0812512007 

GENERAL 

GENERAL 

August 25,2007 
Lcslic V. Norwalk, Esq. 
Acting Administrator 
Ccntcrs for Mcdicare and Mcdicaid Services 
Attcntion: CMS-1385-P 
P.O. Box 801 8 
Baltimore, MD 2 1244-8018 

Rc: CMS-1385-P 

Ancsthcsia Coding (Pan of 5-Ycar Rcvicw) 

Dcar Ms. Norwalk: 

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

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

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

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

Thank you for your considcration of this serious matter. 

M a y  Dc Ruytcr 
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Submitter : Dr. Ross Rames 

Organization : Dept of Urology, Med Univ of S Carolina 

Category : Physician 

Issue Areas/Comments 

Date: 08/25/2007 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

Proposals to limit thc usc of group-owned cquipment, in this casc, Green Light Laser to treat BPH, will adversely impact patient care and result in increased 
hospitalizations and cost. No hospital offcrcd thc scrvice until a local physician group purchased the equipment and hired a technician to run it. 

Plcasc rcconsider this proposal bcfore it adversely impacts the care of my patients. 

Ross Ramcs. MD 
Associatc Proffcssor of Urology 
Mcdical University of South Carolina 

CMS-I 385-P-7891 -Attach-I .TXT 
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Centers for Medicare and Medicaid Services 
Department of Health and Human Services 
Attention: CMS-1385-P 
PO Box 8018 
Baltimore, Maryland 21 244-801 8 

Re: "TECHNICAL CORRECTIONS" 

The proposed rule dated July 12' contained an item under the technical corrections section calling for 
the current regulation that permits a beneficiary to be reimbursed by Medicare for an X-ray taken by a 
non-treating provider and used by a Doctor of Chiropractic to determine a subluxation, be eliminated. 
I am writing in s t ron~ opposition to this proposal. 

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

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

I stronsl~ urcle you to table this proposal. These X-rays, if needed, are integral to the overall 
treatment plan of Medicare patients and, again, it is ultimately the patient that will suffer should this 
proposal become standing regulation. 

Sincerely, 

Dr. Chad M Anderson, D.C. 
Chad .AndersonDC@gmail .com 
763-843-6788 



Submitter : Dr. Laura Hinton 

Organization : Dr. Laura Hinton 

Category : Chiropractor 

Date: 08/25/2007 

Issue Areas/Comments 

Chiropractic Services 
Demonstration 

Chiropractic Services Demonstration 

I'm not sure if this is the correct area to comment, but I would like to give my opinion why payment to radiologists for x-rays ordered by a chiropractor should 
continue. Many of my elderly patients already have so many appointmenti to get to and transportation totfrom these appointments is difficult. If chiropractors 
have to rcfer back to the primary care physician, this is one more appointment that needs to be added to the list. It just makes it more difficult for the medicare 
bcncticiary. 

Also, thc increased time waiting for the x-rays often becomes a problem for the chiropractor who is trying to treat the medicare patient. When a primary care 
physician ordcrs the x-rays, the chiropractor must wait until all the reviews through that doctor's systems are complete, them must also wait for the x-rays to be 
scnt to thc chiropractor's ofticc. Whcn I rcfer to a radiologist, I often have my initial report within the day and the patient is provided a copy of the x-rays to 
bring to my oficc for thc ncxt scheduled treatment date. 

I do not fccl thc cost of x-rays is that cxtrcmc to warrant all the il l  effects on the patient and their care. 

Thank you. Laura Hinton 
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Submitter : Mrs. Heidi Reib Date: 08/25/2007 

Organization : Mrs. Heidi Reib 

Category : Individual 

Issue Areas/Comments 

GENERAL 

GENERAL 

Lcslic V. Norwalk, Esq. 
Acting Administrator 
Ccntcrs for Medicare and Mcdicaid Serviccs 
Attcntion: CMS-1385-P 
P.O. Box 80 18 
Baltimorc. MD 2 1244-8018 

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

Dcar Ms. Norwalk: 

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

Whcn the RBRVS was instituted, it created a hugc payment disparity for anesthesia care, mostly due to significant undervaIuation of anesthcsia work compared to 
othcr physician serviccs. Today, more than a dccade since the RBRVS took effect, Medieare payment for anesthesia services stands at just $16.19 pcr unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable systcm 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 anesthesiaconversion factor to offset a calculated 32 percent work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undcrvaluat~on of ancsthcsia serviccs. I am pleased that the Agency accepted this recommendat~on in its proposed rule, and I support full implementation of the 
RUC s recommendation. 

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

Thank you for your consideration of this serious matter. 
Hcidi K. Rcitz 
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Submitter : Dr. Lauren McCabe 

Organization : Dr. Lauren McCabe 

Category : Health Care Professional or Association 

Issue AreaslComments 

Technical Corrections 

Date: 08/25/2007 

Technical Corrections 

I am horrified that CMS would attempt to eliminate the x-ray reimbursements for chiropractic Medicare patients. This could have very scrious consequences for 
thc insured party as there are other reasons chiropractors order films than simply to diagnose subluxation. Although subluxation-based care is what is covered 
under the current Medicare plans, chiropractors are trained to recognize and screen for more serious conditions such as metastatic cancer or other bone pathology 
that could bc visualized on an x-ray. To deny payment for radiographs ordered by a chiropractor and provided by a non-treating physician will result in 
duplication of scrvices when the chiropractor must refer out for a second evaluation to validate hisher suspicions. This will cause the costs of healthcare to 
skyrocket cven further, nullifying this attempt at cost reduction. Please think carefully about the impact this decision will have on Medicare patients, who often 
are living on a very tight budget and cannot afford to pay out of pocket for additional expensive, yet necessary, medical expenses. 

Thc currcnt system of reimbursement has worked for years, to change it now will most likcly have devastating consequences on the healthcare of this nation's 
cldcrly and disablcd citizens. Pleasc rcconsider this rcvision. Thank you. 
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Submitter : Dr. usha pulakhandam 

Organization : elmhust hospital center 

Category : Physician 

Issue AreaslComments 

Clinical Laboratory Issues 

Date: 08/25/2007 

Clinical Laboratory Issues 

Transparency should be the rule .DISCOURAGE FRAUDULENT PRACTICES TO MAKE HEALTH CARE CHEAPER 
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Submitter : Mr. Mike Sadler 

Organization : Mr. Mike Sadler 

Date: 08/25/2007 

Category : Other Health Care Professional 

Issue Areas/Comments 

Background 

Background 

August 20,2007 
Officc of thc Administrator 
Ccntcn for Mcdicare & Mcdicaid Services 
Dcpartmcnt of Hcalth and Human Serviccs 
P.O. Box 8018 RE: CMS 1385 P (BACKGROUND, IMPACT) 
Baltimore, MD 21244 801 8 ANESTHESIA SERVICES 

Dcar Administrator: 

As a mcmbcr of thc American Association of Nurse Anesthetists (AANA), I write to support the Centers for Medicare & Medicaid Services (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 38122,711212007) If adopted, CMS proposal would help to ensure that Certified Registered Nurse Anesthetists (CRNAs) as 
Mcdicare Part B providers can continue to provide Medicare beneficiaries with access to anesthesia services. 

This incrcase in Medicare payment is important for several reasons. 

'? First, as thc AANA has prcviously stated to CMS, Medicare currently under-reimburses for anesthesia services, putting at risk the availability of anesthesia and 
othcr hcalthcarc scrviccs for Mcdicarc beneficiaries. Studies by the Medicare Payment Advisory Commission (MedPAC) and others have demonshated that 
Mcdicarc Part B rcimburscs for most scrvices at approximatcly 80% of private market rates, but reimburses for anesthesia services 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 previous years. 
cffcctivc January 2007. Howevcr, thc value of anesthesia work was not adjusted by this process until this proposed rule. 
'? Third, CMS proposed change in the relative value of anesthesia work would help to correct the value ofpnesthesia services which have long slipped behind 
inflationary adjustments. 

Add~tlonally, if CMS proposed change IS not enacted and ~f Congress fails to reverse the 10% sustainable growth rate (SGR) cut to Medicare payment, an average 
12-unit ancsthcsia service in 2008 will bc reimbursed at a rate about 17% below 2006 payment levels, and more than a third below 1992 payment levels (adjusted 
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 
anesthesia providers to ~ r a l  and medically underserved America. Medicare patients and healthcare delivery in the U.S. depend on our services. The 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 increase the valuation of anesthesia work in a manner that boosts Medicare anesthesia payment. 

Sinccrcly, 

Mikc A Sadlcr CRNA 
k m c  & Crcdcntial 
- 5860 Wcsthavcn Dr 
Addrcss 
- Ft Worth, Tcxas 761 32 
City, State ZIP 
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Submitter : Dr. Michael Fernandez 

Organization : ACA 

Category : Physician 

Issue AreaslComments 

Date: 08/25/2007 

GENERAL 

GENERAL 

Ccntcrs for Mcdicarc and Mcdicaid Services 
Dcpartmcnt of Health and Human Services 
Attcntion: CMS-I 385-P 
PO Box 8018 
Baltimorc, Maryland 2 1244-80 18 

R e  TECHNICAL CORRECTIONS 

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

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

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

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

Sinccrcly, 

Michacl A. Fcrnandez. D.C 
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Submitter : Mrs. Hylda Nugent 

Organization : Mrs. Hylda Nugent 

Category : Other Health Care Professional 

Issue Areas/Comments 

Date: 08/25/2007 

Background 

Background 

August 20,2007 
Officc of thc Administrator 
Ccntcrs for Mcdicarc & Mcdicaid Scrvices 
Dcpartmcnt of Hcalth and Human Serviccs 
P.O. Box 801 8 RE: CMS 1385 P (BACKGROUND, IMPACT) 
Baltimore. MD 21244 801 8 ANESTHESIA SERVICES 

Dcar Administrator: 

As a mcmbcr of the Amcrican Association of Nurse Anesthetists (AANA), I write to support the Centers for Mcdicare & Medicaid Services (CMS) proposal to 
boost the value of ancsthesia 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 212007) If adopted, CMS proposal would help to ensure that Certified Registered Nurse Anesthetists (CRNAs) as 
Mcdicare Part B providers can continue to provide Medicare beneficiaries with access to anesthesia services. 

This increase 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 of anesthesia and 
othcr hcalthcarc serviccs for Medicare beneficiaries. Studies by the Medicare Payment Advisory Commission (MedPAC) and others have demonstrated that 
Mcdicarc Part B reimburses for most services at approximately 80% of privatc market rates, but reimburses for ancsthesia services at approximately 40% of private 
rnarkct ratcs. 
? Second, this proposed rule reviews and adjusts anesthesia services for 2008. Most Part B providers services had teen reviewed and adjusted in previous years, 
cffcctivc January 2007. Howevcr, thc value of ancsthcsia 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 be rcimbursed at a rate about 17% below 2006 payment Ievcls, and more than a third below 1992 payment lcvels (adjusted 
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 underserved America. Medicarc paticnts and healthcare delivery in the U.S. depend on our services. The 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 increase the valuation of anesthcsia work in a manner that boosts Medicare anesthesia payment. 

Sinccrcly, 

Hylda Nugcnt CRNA 

5860 Wcsthavcn Dr 

Ft Worth, Tcxas 76 132 
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Submitter : Dr. Mark Singleton Date: 08/25/2007 

Organization : California Society of Anesthesiologists 

Category : Physician 

Issue AreaslComments 

Resource-Based PE RVUs 

Resource-Based PE RVUs 

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

Rc: CMS- 1385-P 
Anesthcsia Coding (Pan of 5-Year Rcview) 

Dcar Ms. Norwalk: 

I am writing to express my support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. CMS has recognized the gross 
undcrvaluation of ancsthesia services, and the Agcncy is taking steps to addrcss this complicated issue. 

Whcn the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to 
othcr physician services. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 per unit. This 
represents only about one third of what the commercial market values for anesthesiologists services in negotiated discount rates with HMO and PPO health plans. 
This amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away 
from arcas with disproportionately high Medicare populations. Eventually this will cause anesthesiologists to abandon the Medicare program altogether, only 
because they can t afford to participate. That will be a tragic hardship for America s seniors. 

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

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

Thank you for your consideration of this serious matter. 
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Submitter : Dr. Alyssa Bubeck Date: 08/25/2007 

Organization : Florida Sports and Orthopedic Spine Medicine 

Category : Physical Therapist 

Issue Areas/Comments 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

I am onc of 3 physical therapists that work for a physician owned PT clinic (Florida Sports Orthopedic Spine Medicine) in Palm Harbor Florida. We provide I on 
I quality care, rarcly ever double book patients, and cach therapist sees about 10 to 12 patients per day. We do not hire techs or aides, so 100% of the care recieved 
by paticnts is by a liccnsed physical therapist. 
I workcd for a PT owncd clinic prior to coming to work for a POPTS, and was very disheartened from the unethical issues that arose in the PT owned practice. 
Our physician run practicc is completely ethical, by the books, and focused on patient can: and NOT REIMBURSEMENT. 
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Submitter : Dr. Eric Katz Date: 08/25/2007 

Organization : Dr. Eric Katz 

Category : Physician 

Issue AreaslComments 

Resource-Based PE RVUs 

Resource-Based PE RVUs 

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

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

Dcar Ms. Norwalk: 

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

Whcn thc RBRVS was institutcd, it crcated a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to 
other physician scrviccs. Today, more than a decade since the RBRVS took effect, Medicarc payment for anesthesia services stands at just $16.19 per unit. This 
amount does not cover the cost of caring for our natlon s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
arcas with disproportionately high Medicarc populations. As an example, I had formed a new practice corporation last year and had to reapply for a Medicarc 
numbcr. My Mcdicare number and reimbursement took almost a year to bc issued. The total Medicare reimbursement for that period of time did not even pay for 
thc salary of onc CRNA let alone any payment for me. 1 use fivc CRNAs. As you can imagine, if I were reimbursed at Medicare rates for all my cases, I quite 
literally would be forccd to quit medicine immediately. 

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

Thank you for your considcration of this serious matter. 

Sincerely, 
Eric H. Katz, M.D, 
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Submitter : Dr. Nathaniel Law 

Organization : American Society of Anesthesiology 

Category : Physician 

Issue AreaslComments 

Date: 08/25/2007 

GENERAL 

GENERAL 

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

Rc: CMS-1385-P 

Anesthesia Coding (Part of 5-Year Review) 

Dcar Ms. Norwalk: 

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

Whcn thc RBRVS was institutcd. 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 since the RBRVS took effect, Medicare payment for anesthesia services stands at just % 16.19 per unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
arcas with disproportionately high Medicare populations. 

In an cffort to 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 1 support full implementation of the 
RUC s recommendation. 

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

Thank you for your consideration of this serious matter. 
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Kerry Weems 
Administrator Nominee 
Centers for Medicare & Medicaid Services 
Department of Health and Human Services 
Attention: CMS-1385-P 
Hubert H. Humphrey Building, Room 445-G 
200 Independence Avenue, SW 
Washington, DC 20201 

Re: CMS-1385-P 

Dear Mr. Weems: 

I would like to thank you for the opportunity to comment on the Proposed Rule CMS- 
1385-P, "Revisions to Payment Policies under the Physician Fee Schedule, and Other 
Part B Payment Policies for CY 2008" (the "Proposed Rule") published in the Federal 
Register on July 12, 2007 As requested, I have limited my comments to the issue 
identifiers in the Proposed Rule. 

There are approximately 7,000 physicians practicing interventional pain management in 
the United States I am included in this statistic. As you may know physician offices, 
along with hospital outpatient departments and ambulatory surgery centers are important 
sites of service for the delivery of interventional pain services. 

I appreciated that effective January 1, 2007, CMS assigned interventional pain and pain 
management specialties to the "all physicians" crosswalk. This, however, did not relieve 
the continued underpayment of interventional pain services and the payment shortfall 
continues to escalate. After having experienced a severe cut in payment for our services in 
2007, interventional pain physicians are facing additional proposed cuts in payment; cuts as 
much as 7.8% to 19.8% in 2008 alone. This will have a devastating affect on my and all 
physicians' ability to provide interventional pain services to Medicare beneficiaries. I am 
deeply concerned that the continued underpayment of interventional pain services will 
discourage physicians from treating Medicare beneficiaries unless they are adequately paid 
for their practice expenses. I urge CMS to take action to address this continued 
underpayment to preserve Medicare beneficiaries' access. 

The current practice expense methodology does not accurately take into account the 
practice expenses associated with providing interventional pain services. I recommend that 
CMS modify its practice expense methodology to appropriately recognize the practice 
expenses of all physicians who provide interventional pain services. Specifically, CMS 
should treat anesthesiologists who list interventional pain or pain management as their 
secondary Medicare specialty designation, along with the physicians that list interventional 
pain or pain management as their primary Medicare specialty designation, as 
"interventional pain physicians" for purposes of Medicare rate-setting. This modification is 
essential to ensure that interventional pain physicians are appropriately reimbursed for the 
practice expenses they incur. 

RESOURCE-BASED PE R W S  



I. CMS should treat anesthesiologists who have listed intewentional pain or 
pain management as their secondary specialty designation on their 
Medicare enrollment forms as intewentional pain physicians for purposes 
of Medicare rate-setting. 

Effective January 1, 2007, interventional pain physicians (09) and pain management 
physicians (72) are cross-walked to "all physicians" for practice expenses. This cross- 
walk more appropriately reflects the indirect practice expenses incurred by interventional 
physicians who are office-based physicians. The positive affect of this cross-walk was 
not realized because many interventional pain physicians report anesthesiology as their 
Medicare primary specialty and low utilization rates attributable to the interventional pain 
and pain management physician specialties. 

The practice expense methodology calculates an allocable portion of indirect practice 
expenses for interventional pain procedures based on the weighted averages of the 
specialties that furnish these services. This methodology, however, undervalues 
interventional pain services because the Medicare specialty designation for many of the 
physicians providing interventional pain services is anesthesiology. Interventional pain is 
an inter-disciplinary practice that draws on various medical specialties of anesthesiology, 
neurology, medicine & rehabilitation, and psychiatry to diagnose and manage acute and 
chronic pain. Many interventional pain physicians received their medical training as 
anesthesiologists and, accordingly, clinically view themselves as anesthesiologists. 
While this may be appropriate from a clinically training perspective, their Medicare 
designation does not accurately reflect their actual physician practice and associated costs 
and expenses of providing interventional pain services. 

This disconnect between the Medicare specialty and their practice expenses is made 
worse by the fact that anesthesiologists have the lowest practice expense of any specialty. 
Most anesthesiologists are hospital based and do not generally maintain an office for the 
purposes of rendering patient care. Interventional pain physicians are office based 
physicians who not only furnish evaluation and management (EM) services but also 
perform a wide variety of interventional procedures such as nerve blocks, epidurals, 
intradiscal therapies, implant stimulators and infusion pumps, and therefore have practice 
expenses that are similar to other physicians who perform both E M  services and surgical 
procedures in their offices. 

Furthermore, the utilization rates for interventional pain and pain management specialties 
are so low that they are excluded from Medicare rate-setting or have very minimal affect 
compared to the high utilization rates of anesthesiologists. CMS utilization files for 
calendar year 2007 overwhelming report anesthesiologists compared to interventional 
pain physicians and pain management physicians as being the primary specialty 
performing interventional pain procedures. The following table illustrates that 
anesthesiologists are reported as the primary specialty providing interventional pain 
services compared to interventional pain physicians 

CPT Code Anesthesiologists - 
05 

Intewentional Pain 
Management Physicians 



The high utilization rates of anesthesiologists (and their extremely low practice expenses) 
drive the payment rate for the interventional pain procedures, which does not accurately 
reflect the resource utilization associated with these services. This results in payment 
rates that are contrary to the intent of the Medicare system-physician payment reflects 
resources used in furnishing items and services to Medicare beneficiaries. 

64483 (Inj foramen epidural 11s) 
64520 (N block, lurnbar/thoracic) 
64479 (Inj foramen epidural clt) 
623 1 1 (Inject spine 11s (cd)) 

I urge CMS to make a modification to its practice expense methodology as it pe~tains to 
interventional pain services such that its methodology treats physicians who list 
anesthesiology as their primary specialty and list interventional pain as their secondary 
specialty designation as interventional pain physicians for rate-setting. This pool of 
physicians should be cross-walked to "all physicians" for practice expenses. This will 
result in a payment for interventional pain services that is more aligned with the resources 
and costs expended to provide these services to a complex patient population. 

I urge CMS not to delay implementing our proposed recommendation to see if the 
updated practice expenses information from the Physician Practice Information Survey 
("Physician Practice Survey") will alleviate the payment disparity. While I believe the 
Physician Practice Survey is critical to ensuring that physician services are appropriately 
paid, I do not believe that updated practice expense data will completely resolve the, 
current underpayment for interventional pain services. The accurate practice expense 
information for interventional pain physicians will continue to be diluted by the high 
utilization rates and associated low practice expenses of anesthesiologists. 

(Non-Facility) 

59% 
68 % 
58 % 
78 % 

11. CMS Should Incorporate the Updated Practice Expenses Data from 
Physician Practice Survey in Future Rule-Making 

- 09 
(Non-Facility) 

18% 
15 % 
21 % 
8% 

I commend CMS for working with the AMA, specialty societies, and other health care 
professional organizations on the development of the Physician Practice Survey. I believe 
that the survey data will be essential to ensuring that CMS has the most accurate and 
complete information upon which to base payment for interventional pain services. I urge 
CMS to take the appropriate steps and measures necessary to incorporate the updated 
practice expense data into its payment methodology as soon as it becomes available. 

111. CMS Should Work Collaboratively with Congress to Fix the SGR 
Formula so that Patient Access will be preserved. 

The sustainable growth rate ("SGR") formula is expected to cause a five percent cut in 
reimbursement for physician services effective January 1,2008. Providers simply cannot 
continue to bear these reductions when the cost of providing healthcare services 
continues to escalate well beyond current reimbursement rates. Continuing 



reimbursement cuts are projected to total 40% by 2015 even though practice expenses are 
likely to increase by more than 20% over the same period. The reimbursement rates have 
not kept up with the rising cost of healthcare because the SRG formula is tied to the gross 
domestic product that bears no relationship to the cost of providing healthcare services or 
patient health needs. 

Because of the flawed formula, physicians and other practitioners disproportionately bear 
the cost of providing health care to Medicare beneficiaries. Accordingly, many 
physicians face clear financial hardship and will have to make painful choices as to 
whether they should continue to practice medicine andlor care for Medicare beneficiaries. 

CMS should work collaboratively with Congress to create a formula that bases updates 
on the true cost of providing healthcare services to Medicare beneficiaries. 

Thank you for the opportunity to comment on the Proposed Rule. My fear is that unless 
CMS addresses the underpayment for interventional pain services today there is a risk that 
Medicare beneficiaries will be unfairly lose access to interventional pain physicians who 
have received the specialized training necessary to safely and effectively treat and manage 
their complex acute and chronic pain. We strongly recommend that CMS make an 
adjustment in its payment methodology so that physicians providing interventional pain 
services are appropriately and fairly paid for providing these services and in doing so 
preserve patient access. 

Sincerely, 

Luis A. Escobar, MD 
3510 NE 23 AVE 
Lighthouse Point, FL 33064 



Submitter : Ms. Tomoko Wada 

Organization : Ms. Tomoko Wada 

Category : Individual 

Issue AreaslComments 

Date: 08/25/2007 

GENERAL 

GENERAL 

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

Rc: CMS-1385-P 

Ancsthcsia 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 
rccognizcd the gross undcrvaluation of ancsthcsia serviccs, and that the Agency is taking steps to address this complicated issue. 

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

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

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

Thank you for your considcration of this serious matter. 
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Submitter : Dr. Shailesh Patel 

Organization : Dr. Shailesh Patel 

Category : Physician 

Issue AreaslComments 

Date: 08/25/2007 

GENERAL 

GENERAL 

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

Rc: CMS-I 385-P 

Ancsthcsia Coding (Part of 5-Ycar Review) 

Dcar Ms. Nonvalk: 

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

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

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

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

Thank you for your considcration of this serious matter. 

Sinccrcly, 

Shailesh D. Patcl, M.D. 
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Submitter : Mrs. Cindy Law 

Organization : Mrs. Cindy Law 

Category : Individual 

Issue AreaslComments 

Date: 08/25/2007 

GENERAL 

GENERAL 

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

Rc: CMS-1385-P 

Ancsthesia Coding (Pan of 5-Year Review) 

Dear Ms. Nonvalk: 

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

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

In an cffort to rectify this untenable situation, the RUC recommcnded that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work 
undervaluation a move that would result in an increase of nearly $400 per anesthesia unit and serve as a major step forward in correcting the long-standing 
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 paticnts havc access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register 
by fully and immediately implementing the anesthesia conversion factor increase as recommended by the RUC. 

Thank you for your consideration of this serious matter. 
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Submitter : Date: 08/25/2007 

Organization : 

Category : Chiropractor 

lssue Areas/Comments 

GENERAL 

GENERAL 

Ccntcrs for Mcdicarc and Mcdicaid Scrviccs 
Dcpanmcnt of Hcalth and Human Scrviccs 
Attcntion: CMS-1385-P 
PO Box 80 18 
Baltimore, Maryland 21 244-80 18 

Re: TECHNICAL CORRECTIONS 

Thc proposcd mlc dated July 12th contained an item under the technical corrections section calling for the cumnt regulation that permits a beneficiary to be 
rcimburscd by Mcdicare for an X-ray takcn by a non-treating provider and used by a Doctor of Chiropractic to determine a subluxation, be eliminated. I am 
writing in strong opposition to this proposal. 

Whilc subluxation docs not nccd to bc detccted by an X-ray, in some cascs thc paticnt clinically will require an X-ray to idcntify a subluxation or to mle out any 
"rcd flags," or to also dctcrminc diagnosis and treatment options. X-rays may also be required to help determine the need for further diagnostic testing, i.c. MRI 
or for a rcfcrral to thc appropriatc specialist. 

By limiting a Doctor of Chiropractic from referring for an X-ray study, the costs for patient care will go up significantly due to the necessity ofa rcfcrral to 
anothcr providcr (onhopcdist or rhcumatologist, ctc.) for duplicative evaluation prior to referral to the radiologist. With fixed incomes and limited rcsources 
scniors may choosc to forgo X-rays and thus necdcd treatment. If treatment is dclayed illnesses that could bc lifc threatening may not be discovcred. Simply put, 
it is thc paticnt that will suffer as result of this proposal. 

I strongly urgc you to table this proposal. These X-rays, if necdcd, arc integral to thc overall treatment plan of Medicare patients and, again, it is ultimately thc 
paticnt that will suffcr should this proposal become standing regulation. 

Sinccrcly, 

Jamcs Ash, D.C., R.D. 
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Submitter : Ms. Sheleagh Rosso 

Organization : Ms. Sheleagh Rosso 

Category : Individual 

Issue Areas/Comments 

Date: 08/25/2007 

GENERAL 

GENERAL 

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

Rc: CMS-1385-P 

Ancsthcsia Coding (Part of 5-Year Review) 

Dcar Ms. Norwalk: 

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

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

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

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

Thank you for your consideration of this serious matter 
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Submitter : Mr. lsaki Wada-Law 

Organization : Mr. Isaki Wada-Law 

Category : Individual 

Issue AreasIComments 

Date: 08/25/2007 

GENERAL 

GENERAL 

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

Rc: CMS-1385-P 

Ancsthcsia Coding (Part of 5-Year Revicw) 

Dcar Ms. Nonvalk: 

1 am writing to cxprcss my strongest support for the proposal to increasc ancsthesia payments under thc 2008 Physician Fee Schcdulc. 1 am grateful that CMS has 
rccognizcd thc gross undcrvaluation of ancsthcsia services, and that thc Agcncy is taking steps 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 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 natlon s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
arcas with disproportionatcly high Medicare populations. 

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

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

Thank you for your consideration of this serious matter. 
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Submitter : Mr. Masaki Wada-Law 

Organization : Mr. Masaki Wada-Law 

Category : Individual 

Issue AreasIComments 

Date: 08/25/2007 

GENERAL 

GENERAL 

Lcslic V. Nonvalk, Esq. 
Acting Administrator 
Ccntcrs for Mcdicarc and Mcdicaid Scrviccs 
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 Revicw) 

Dcar Ms. Nonvalk: 

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

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

In an cffort to rectifj. 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. 1 am pleased that the Agency accepted this recommendation in its proposed ~ l e ,  and I support full implementation of the 
RUC s recommendation 

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

Thank you for your considcration of this serious matter. 
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Kerry Weems 
Administrator Nominee 
Centers for Medicare & Medicaid Services 
Department of Health and Human Services 
Attention: CMS- 1385-P 
Hubert H. Humphrey Building, Room 445-G 
200 Independence Avenue, SW 
Washington, DC 20201 

Re: CMS-1385-P 

Dear Mr. Weems: 

I would like to thank you for the opportunity to comment on the Proposed Rule CMS- 
1385-P, "Revisions to Payment Policies under the Physician Fee Schedule, and Other 
Part B Payment Policies for CY 2008" (the "Proposed Rule") published in the Federal 
Register on July 12, 2007 As requested, I have limited my comments to the issue 
identifiers in the Proposed Rule. 

There are approximately 7,000 physicians practicing interventional pain management in 
the United States I am the wife of one of them. As you may know physician offices, 
along with hospital outpatient departments and ambulatory surgery centers are important 
sites of service for the delivery of interventional pain services. 

I appreciated that effective January 1, 2007, CMS assigned interventional pain and pain 
management specialties to the "all physicians" crosswalk. This, however, did not relieve 
the continued underpayment of interventional pain services and the payment shortfall 
continues to escalate. After having experienced a severe cut in payment for our services in 
2007, interventional pain physicians are facing additional proposed cuts in payment; cuts as 
much as 7.8% to 19.8% in 2008 alone. This will have a devastating affect on my and all 
physicians' ability to provide interventional pain services to Medicare beneficiaries. I am 
deeply concerned that the continued underpayment of interventional pain services will 
discourage physicians from treating Medicare beneficiaries unless they are adequately paid 
for their practice expenses. I urge CMS to take action to address this continued 
underpayment to preserve Medicare beneficiaries' access. 

The current practice expense methodology does not accurately take into account the 
practice expenses associated with providing interventional pain services. I recommend that 
CMS modify its practice expense methodology to appropriately recognize the practice 
expenses of all physicians who provide interventional pain services. Specifically, CMS 
should treat anesthesiologists who list interventional pain or pain management as their 
secondary Medicare specialty designation, along with the physicians that list interventional 
pain or pain management as their primary Medicare specialty designation, as 
"interventional pain physicians" for purposes of Medicare rate-setting. This modification is 
essential to ensure that interventional pain physicians are appropriately reimbursed for the 
practice expenses they incur. 

RESOURCE-BASED PE R W S  



I. CMS should treat anesthesiologists who have listed interventional pain or 
pain management as their secondary specialty designation on their 
Medicare enrollment forms as interventional pain physicians for purposes 
of Medicare rate-setting. 

Effective January 1, 2007, interventional pain physicians (09) and pain management 
physicians (72) are cross-walked to "all physicians" for practice expenses. This cross- 
walk more appropriately reflects the indirect practice expenses incurred by interventional 
physicians who are office-based physicik. The positive affect of this cross-walk was 
not realized because many interventional pain physicians report anesthesiology as their 
Medicare primary specialty and low utilization rates attributable to the interventional pain 
and pain management physician specialties. 

The practice expense methodology calculates an allocable portion of indirect practice 
expenses for interventional pain procedures based on the weighted averages of the 
specialties that furnish these services. This methodology, however, undervalues 
interventional pain services because the Medicare specialty designation for many of the 
physicians providing interventional pain services is anesthesiology. Interventional pain is 
an inter-disciplinary practice that draws on various medical specialties of anesthesiology, 
neurology, medicine & rehabilitation, and psychiatry to diagnose and manage acute and 
chronic pain. Many interventional pain physicians received their medical training as 
anesthesiologists and, accordingly, clinically view themselves as anesthesiologists. 
While this may be appropriate from a clinically training perspective, their Medicare 
designation does not accurately reflect their actual physician practice and associated costs 
and expenses of providing interventional pain services. 

This disconnect between the Medicare specialty and their practice expenses is made 
worse by the fact that anesthesiologists have the lowest practice expense of any specialty. 
Most anesthesiologists are hospital based and do not generally maintain an office for the 
purposes of rendering patient care. Interventional pain physicians are office based 
physicians who not only furnish evaluation and management (EM) services but also 
perform a wide variety of interventional procedures such as nerve blocks, epidurals, 
intradiscal therapies, implant stimulators and infusion pumps, and therefore have practice 
expenses that are similar to other physicians who perform both E M  services and surgical 
procedures in their offices. 

Furthermore, the utilization rates for interventional pain and pain management specialties 
are so low that they are excluded from Medicare rate-setting or have very minimal affect 
compared to the high utilization rates of anesthesiologists. CMS utilization files for 
calendar year 2007 overwhelming report anesthesiologists compared to interventional 
pain physicians and pain management physicians as being the primary specialty 
performing interventional pain procedures. The following table illustrates that 
anesthesiologists are reported as the primary specialty providing interventional pain 
services compared to interventional pain physicians 

CPT Code Anesthesiologists - p Interventional Pain 



(Non-Facility) 

1 623 1 1 (Inject spine 11s (cd)) ( 78% 18% 

- 09 

64483 (Inj foramen epidural 11s) 
64520 (N block, lumbarlthoracic) 
64479 (Inj foramen epidural clt) 

The high utilization rates of anesthesiologists (and their extremely low practice expenses) 
drive the payment rate for the interventional pain procedures, which does not accurately 
reflect the resource utilization associated with these services. This results in payment 
rates that are contrary to the intent of the Medicare system-physician payment reflects 
resources used in furnishing items and services to Medicare beneficiaries. 

I urge CMS to make a modification to its practice expense methodology as it pertains to 
interventional pain services such that its methodology treats physicians who list 
anesthesiology as their primary specialty and list interventional pain as their secondary 
specialty designation as interventional pain physicians for rate-setting. This pool of 
physicians should be cross-walked to "all physicians" for practice expenses. This will 
result in a payment for interventional pain services that is more aligned with the resources 
and costs expended to provide these services to a complex patient population. 

59 % 
68 % 
58 % 

I urge CMS not to delay implementing our proposed recommendation to see if the 
updated practice expenses information from the Physician Practice Information Survey 
("Physician Practice Survey") will alleviate the payment disparity. While I believe the 
Physician Practice Survey is critical to ensuring that physician services are appropriately 
paid, I do not believe that updated practice expense data will completely resolve the 
current underpayment for interventional pain services. The accurate practice expense 
information for interventional pain physicians will continue to be diluted by the high 
utilization rates and associated low practice expenses of anesthesiologists. 

(Non-Facility) 
18 % 
15 % 
21 % 

11. CMS Should Incorporate the Updated Practice Expenses Data from 
Physician Practice Survey in Future Rule-Making 

I commend CMS for working with the AMA, specialty societies, and other health care 
professional organizations on the development of the Physician Practice Survey. I believe 
that the survey data will be essential to ensuring that CMS has the most accurate and 
complete information upon which to base payment for interventional pain services. I urge 
CMS to take the appropriate steps and measures necessary to incorporate the updated 
pmctice expense data into its payment methodology as soon as it becomes available. 

111. CMS Should Work Collaboratively with Congress to Fix the SGR 
Formula so that Patient Access will be preserved. 

The sustainable growth rate ("SGR") formula is expected to cause a five percent cut in 
reimbursement for physician services effective January 1,2008. Providers simply cannot 
continue to bear these reductions when the cost of providing healthcare services 
continues to escalate well beyond current reimbursement mtes. Continuing 



reimbursement cuts are projected to total 40% by 2015 even though practice expenses are 
likely to increase by more than 20% over the same period. The reimbursement rates have 
not kept up with the rising cost of healthcare because the SRG formula is tied to the gross 
domestic product that bears no relationship to the cost of providing healthcare services or 
patient health needs. 

Because of the flawed formula, physicians and other practitioners disproportionately bear 
the cost of providing health care to Medicare beneficiaries. Accordingly, many 
physicians face clear financial hardship and will have to make painful choices as to 
whether they should continue to practice medicine andlor care for Medicare beneficiaries. 

CMS should work collaboratively with Congress to create a formula that bases updates 
on the true cost of providing healthcare services to Medicare beneficiaries. 

Thank you for the opportunity to comment on the Proposed Rule. My fear is that unless 
CMS addresses the underpayment for interventional pain services today there is a risk that 
Medicare beneficiaries will be unfairly lose access to interventional pain physicians who 
have received the specialized training necessary to safely and effectively treat and manage 
their complex acute and chronic pain. We strongly recommend that CMS make an 
adjustment in its payment methodology so that physicians providing interventional pain 
services are appropriately and fairly paid for providing these services and in doing so 
preserve patient access. 

Sincerely, 

Laura. Escobar 
3510 NE 23 AVE 
Lighthouse Point, FL 33064 



Submitter : Dr. James Ash 

Organization : Dr. James Ash 

Category : Chiropractor 

Issue AreasIComments 

Date: 08/25/2007 

Coding--Reduction In TC For 
Imaging Services 

Coding--Reduction In TC For Imaging Services 

Ccntcrs for Medicarc and Medicaid Services 
Department of Health and Human Services 
Attcntion: CMS-1385-P 
PO Box 80 18 
Baltimorc, Maryland 2 1244-80 18 

Re: TECHNICAL CORRECTIONS 

Thc proposcd mlc datcd July 12th contained an item undcr the tcchnical corrcctions section calling for the current regulation that permits a beneficiary to be 
rcilnburscd by Mcdicarc for an X-ray takcn by a non-treating provider and used by a Doctor of Chiropractic to dctcrmine a subluxation, bc eliminated. I am 
writing in strong opposition to this proposal. 

Whilc subluxation docs not nccd to bc dctccted by an X-ray, in somc caws the patient clinically will require an X-ray to idcntify a subluxation or to rulc out any 
"rcd flags." or to also dctcrminc diagnosis and trcatment options. X-rays may also be rquired to help dctenninc the necd for further diagnostictcsting, i.c. MRI 
or For a rcfcrral to thc appropriatc specialist. 

By limiting a Doctor of Chiropractic from rcfcrring for an X-ray study, thc costs for patient care will go up significantly due to the neccssity of a referral to 
another providcr (orthopedist or rheumatologist, etc.) for duplicativc cvaluation prior to rcferral to the radiologist. With fixed incomes and limited rcsourccs 
seniors may choose to forgo X-rays and thus needed treatmcnt. If treatmcnt is delayed illncsscs that could be life threatening may not be discovcred. Simply put, 
it is thc paticnt that will suffcras result ofthis proposal. 

I strongly urgc you to tablc this proposal. These X-rays, if needed, arc integral to thc ovcrall treatmcnt plan of Medicare paticnts and, again, it is ultimately the 
paticnt that will suffcr should this proposal bccomc standing regulation. 

Sinccrcly. 

Ja~ncs Ash 
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Submitter : Mr. Colin Johnstone 

Organization : Mr. Colin Johnstone 

Category : Individual 

Issue AreaslComments 

GENERAL 

Date: 08/25/2007 

GENERAL 
Lcslic V. Nonvalk, Esq. 
Acting Administrator 
Ccntcrs for Mcdicare and Medicaid Scrvices 
Attention: CMS- 1385-P 
P.O. Box 801 8 
Baltimore, MD 21 244-801 8 

Rc: CMS- 1385-P 

Ancsthesia Coding (Part of 5-Ycar Rcvicw) 

Dcar Ms. Norwalk: 

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

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

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

TO cnsurc that our paticnts havc access to cxpert anesthesiology medicaI care, it is imperative that CMS follow through with the proposal in the Federal Rcgister 
by fully and immediately implcmcnting the anesthcsia conversion factor increase as recommended by the RUC. 

Thank you for your consideration of this scrious matter. 
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Submitter : Ms. Heather Domengeaux 

Organization : Ms. Heather Domengeaux 

Category : Individual 

Date: 08/25/2007 

Issue AreasIComments 

GENERAL 

GENERAL 

Lcslic V. Norwalk, Esq. 
Acting Administrator 
Ccntcrs for Mcdicare and Mcdicaid Services 
Attcntion: CMS-1385-P 
P.O. Box 801 8 
Baltimore, MD 21244-801 8 

Ancsthcsia Coding (Part of 5-Ycar Revicw) 

Dcar Ms. Norwalk: 

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

Whcn the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to 
othcr physician 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 be~ng forced away from 
areas with disproportionately high Medicare populations. 

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

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

Thank you for your considcration ofthis serious matter. 
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Submitter : Dr. James DePietro 

Organization : Fairfreld Spine Center LLC 

Category : Chiropractor 

Issue Areas/Comments 

Date: 08/25/2007 

Technical Corrections 

Technical Corrections 

Ccntcrs for Mcdicarc and Mcdicaid S c ~ i c c s  
Dcpartmcnt of Hcalth and Human Services 
Attcntion: CMS- 1385-P 
PO Box 8018 
Baltimorc, Maryland 2 1244-80 18 

Re: TECHNICAL CORRECTIONS 

Thc proposcd rulc datcd July 12th contained an item under the technical corrections section calling for the current regulation that permits a beneficiary to be 
rcimburscd by Mcdicare for an X-ray takcn by a non-trcating providcr and uscd by a Doctor of Chiropractic to determine a subluxation, be eliminated. 1 am 
writing in strong opposition to this proposal. 

Whilc subluxation docs not nccd to bc dctected by an X-ray, in some cascs thc paticnt clinically will require an X-ray to identify a subluxation or to rule out any 
"red flags," or to also detcrminc diagnosis and treatment options. X-rays may also bc required to help detcrminc the nccd for further diagnostic testing, i.e. MRI 
or for a rcfcrral to thc appropriate specialist. 

By limiting a Doctor of Chiropractic from referring for an X-ray study, the costs for paticnt care will go up significantly due to thc necessity of a referral to 
anothcr providcr (orthopedist or rheumatologist, ete.) for duplicativc evaluation prior to refcnal to the radiologist. With fixed incomes and limitcd resources 
scniors may choose to forgo X-rays and thus needed treatmcnt. If treatment is dclayed illnesses that eould be life thrcatcning may not be discovcred. Simply put, 
it  is thc patient that will suffer as rcsult of this proposal. 

I strongly urge you to table this proposal. These X-rays, if necded, are integral to the ovcrall treatment plan of Medicare patients. By allowing this changc you 
arc dircctly passing legislation that will have a negative impact on seniors both in quality of carc and overall expense. Based on the governments recent inability 
to dcal with hcalth carc please do not make matters worse by going in the wrong direction. 

Sinccrcly, 

Jamcs DcPictro D.C. 
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Submitter : Dr. Rao Gutta 

Organization : Dr. Rao Gutta 

Category : Physician 

Issue AreaslComments 

Date: 08/25/2007 

GENERAL 

GENERAL 

I.cslic V. Norwalk, Esq. 
Acting Administrator 
Centcrs for Medicare and Medicaid S~rvices 
Attention: CMS-1385-P 
P.O. Box 8018 
Baltimore. MD 21 244-80 18 

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

Dcar Ms. Norwalk: 

1 am writing to cxprcss my saongcst support for the proposal to increase anesthesia payments under the 2008 Physieian Fee Schedule. I am gratcful that CMS has 
rccognizcd the gross undcrvaluation of ancsthcsia serviccs, and that the Agency is taking steps to addrcss this eomplieated issue. 

Whcn the RBRVS was instituted, it crcated a huge payment disparity for anesthesia eare, mostly due to significant undervaluation of anesthesia work compared to 
othcr physician services. Today, more than a decade sinee the RBRVS took effect, Mcdicare payment foranesthesia services stands at just $1 6. I9 per unit. This 
amount does not covcr the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
arcas with disproportionately high Medicare populations. 

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

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

Thank you for your considcration of this scrious matter. 
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Submitter : Mrs. Eileen Sangster 

Organization : Mrs. Eileen Sangster 

Category : Individual 

Issue Areas/Comments 

Date: 08/25/2007 

GENERAL 

GENERAL 

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

Re: CMS-1385-P 

Ancsthcsia Coding (Part of 5-Year Review) 

Dear Ms. Norwalk: 

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

Whcn 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 serviccs. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 per unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
arcas with disproportionately high 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 cnsurc that our patients havc access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register 
by fully and immediately implementing the anesthesia conversion factor increase as recommended by thc RUC. 

Thank you for your consideration of this scrious mattcr. 
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Submitter : Mr. James Sangster 

Organization : Mr. James Sangster 

Category : Individual 

Issue Areas/Comments 

Date: 08/25/2007 

GENERAL 

GENERAL 

Lcsl~c V. Norwalk, Esq. 
Acting Administrator 
Ccntcrs for Medicare and Medicaid Services 
Attcntion: CMS-1385-P 
P.O. Box 8018 
Baltimore. MD 2 1244-8018 

Rc: CMS-1385-P 

Ancsthcs~a Coding (Part of 5-Year Rcvicw) 

Dcar Ms. Norwalk: 

I am writing to cxprcss my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. I am grateful that CMS has 
rccognizcd thc gross undervaluation of anesthesia services, and that the Agency is taking steps to address this 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 $1 6.19 per unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
arcas with disproportionately high Medicare populations. 

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

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

Thank you for your consideration of this serious matter. 
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Submitter : Mr. Micheal Peodelton 

Organization : Mr. Micheal Pendelton 

Category : Individual 

Issue Areas/Comments 

GENERAL 

Date: 08/25/2007 

GENERAL 

Lcslic V. Nonvalk, Esq. 
Acting Administrator 
Ccntcrs for Medicare and Medicaid Services 
Attention: CMS-1385-P 
P.O. Box 801 8 
Baltimorc. MD 21244-801 8 

Rc: CMS-1385-P 

Ancsthcsia Coding (Part of 5-Ycar Rcvicw) 

Dcar Ms. Nonvalk: 

I am writing to express my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. I am grateful that CMS has 
rccognizcd thc gross undcrvaluation 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 
arcas with disproportionately high Medicare populations. 

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

To ensure that our paticnts havc acccss to cxpcrt anesthesiology medieal carc, it is imperative that CMS follow through with the proposal in the Federal Register 
by fully and immediately implementing the anesthesia conversion factor incrcase as recomrncnded by the RUC. 

Thank you for your consideration of this scrious matter. 
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Submitter : Mrs. Janet Tapia Date: 08/25/2007 

Organization : AANA 

Category : Other Health Care Professional 

Issue Areas/Comments 

Background 

Background 

August 24,2007 
Office of the Administrator 
Centers for Medicare & Medicaid Services 
Department of Health and Human Services 
P.O. Box 801 8 RE: CMS 1385 P (BACKGROUND, IMPACT) 
Baltimore, MD 21244 8018 ANESTHESIA SERVICES 
Dcar Administrator: 
As a mcmber of the American Association of Nurse Anesthetists (AANA), I write to support the Centers for Medicare & Medicaid Services (CMS) proposal to 
hoost the value of anesthesia work by 32%. Under CMS proposed rule Medicare would inerease the anesthesia conversion factor (CF) by 15% in 2008 compared 
with current levels. (72 FR 381 22,711212007) If adopted, CMS proposal would help to 
cnsurc that Ccrtiticd Rcgistcrcd Nurse Anesthetists (CRNAs) as Medicare Part B providers can continue to provide Medicare beneficiaries with access to anesthesia 
services. This incrcase in Mcdicarc payment is important for several reasons. 
I First, as the AANA has previously stated to CMS, Medicare currently under-reimburses for anesthesia services, putting at risk the availability of anesthesia and 
other healthcare serviccs for 
Mcdicarc bencficiarics. Studies by the Medicare Payment Advisory Commission (MedPAC) and others have demnsh.ated that Medicare Part B reimburses for 
most serviccs at approximately 80% of private market rates, but reimburses for anesthesia services at approximately 40% of private market rates. 
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, 
effcctive January 2007.However, the value of anesthesia work was not adjusted by this process until this proposed rule. 
I 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 10% sustainable g r o M  rate (SGR) cut to 
Mcdicarc payment, an average 12-unit anesthesia service in 2008 will be reimbursed at a rate about 17% below 2006 payment levels, and more than a third below 
1992 payment levels (ad.justed for inflation). Americas 36,000 CRNAs provide some 27 million anesthetics in the U.S. annually, in every setting requiring 
ancsthcsia scrviccs, and arc thc predominant anesthesia pmviders to nval and medically underservcd America. Medicare patients and healthcare delivery in the U.S. 
depend on our services. The availability ofanesthesia services depends in part on fair Medicare payment for them. I support the agency s acknowledgement that 
ancsthcsia paymcnts havc bccn undervalued. and its proposal to increase the valuation of anesthesia work in a manner that boosts Medicare anesthesia payment. 

Sinccrcly, 
Janct Tapia. CRNA 
3249 Avalon Covc Ln NW 
Rochestcr, MN 5590 1 
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Submitter : Dr. W. Bradford isaacs Date: 08/25/2007 

Organization : Dr. W. Bradford isaacs 

Category : Physician 

Issue AreaslComments 

ASP Issues 

ASP Issues 

Lcslie V. Nonvalk, Esq. 
Acting Administrator 
Ccntcrs for Mcdicarc and Medicaid Services 
Attention: CMS-1385-P 
P.O. Box 80 18 
Baltimore, MD 2 1244-801 8 

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

Dcar Ms. Nonvalk: 

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

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

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

To cnsurc that our paticnts have access to expert anesthesiology medieal care, it is imperative that CMS follow through with the proposal in the Federal Register 
by fully and immcdiatcly implerncnting the anesthcsia convcrsion factor increase as recommended by the RUC. 

Thank you for your consideration of this scrious mattcr. 

GENERAL 

GENERAL 

Lcslic V. Nonvalk, Esq. 
Acting Administrator 
Ccntcrs for Medicarc and Mcdicaid Services 
Attention: CMS- 1385-P 
P.O. Box 80 18 
Baltimore, MD 21244-801 8 

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

Dcar Ms. Nonvalk: 

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

Whcn thc RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work comparcd to 
othcr physician scrviccs. Today, more than a decade sincc the RBRVS took effect, Medicare paymcnt 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 anesthesiolog~sts are being forced away from 
arcas with disproportionately high Mcdicare populations. 

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

Thank you for your consideration of this serious matter. 
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Submitter : Dr. richard singer Date: 08/25/2007 

Organization : ASA 

Category : Physician 

Issue AreaslComments 

GENERAL 

GENERAL 

CMS- 1385-P i HAVE BEEN A PRACTICING ANESTHESIOLOGIST SINCE 1970 SINCE TE THE COST OF THE POSTAGE STAMP HAS RISEN 
300% THE COST OF MALPRACTICE INSURANCE HAS RISEN OVER 3000% BUT THE REINBURSEMENT FROM MEDICARE HAS GONE FROM A 
HIGH OF $32 PER UNIT TO $16. WHY MUST THE PHYSICIANS CONTINUE TO BEAR THE BRUNT OF MEICARE CUTS WHEN THE REAL CAUSE 
OF THE PROBLEM IS THE HOSPITALS AND INSURANCE COMPANIES. TO RECEIVE REIMBURESEMENT FROM MEDICARE IT TAKES 30 -6- 
DAYS TWO EXTRA EMPLOYEES AND THEN HOPEFULLY IT WON'T BE DENIED BECAUSE OF SOME RULE THAT NOW ONE KNEW OF. i DARE 
SAY CONGRES NOR YOUR SELF WOULD WAIT THAT LONG TO BE PAID.. WHAT IS AT RlSH FOR YOU IS EVERY ONE IS SO HARRIED ABOUT 
THIS THAT NO ONE WILL TAKE MEDICARE AND ACCESS IS ALL THAT YOU FEEL, AND IT IS LOOMING 
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Submitter : Mrs. Jasmin David Date: 08/25/2007 

Organization : American association of nurse anesthetist 

Category : Other Health Care Professional 

Issue Areas/Comments 

Background 

Background 

As a mcmbcr of the American Association of Nursc Anesthetists (AANA), I write to support the Centers for Medicare & Medicaid Services (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 381 22,7/12/2007) If adopted, CMS proposal would help to ensure that Certified Registered Nurse Anesthetists (CRNAs) as 
Mcdicarc Part B providcrs can continue to provide Medicare beneficiaries with access to anesthesia services. 

This increase in Medicarc payment is important for sevcral reasons. 

? First. as thc AANA has previously stated to CMS, Medicare currently under-reimburses for anesthesia services, putting at risk the availability of anesthesia and 
othcr hcalthcarc services for Medicare beneficiarics. Studics by the Medicare Payment Advisory Commission (MedPAC) and others have demonstrated that 
Mcdicarc Part B reimburses for most scrvices at approximately 80% of private market rates, but reimburses for anesthesia services 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 previous years, 
cffectivc January 2007. However, the value of anesthesia work was not adjusted by this process until this proposed rule. 
? Th~rd, 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 10% sustainable growth rate (SGR) cut to Medicare payment, an average 
12-unit anesthcsia service in 2008 will be reimbursed at a rate about 17% below 2006 payment levels, and more than a third below 1992 payment levels (adjusted 
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 orovidcrs to rural and medicallv undcrserved America. Medicare oatients and healthcare deliverv in the U.S. deoend on our services. The availabiliw 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 the valuation of anesthesia work in a manner that boosts Medicare anesthesia payment. 
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