
Submitter : Dr. James Anton 

Organization : Baylor College of Medicine Dept. of Anesthesia 

Category : Physician 

Issue Areas/Comments 

Date: 08/27/2007 

GENERAL 

GENERAL 

Lcslic V. Nonvalk, Esq. 
Acting Administrator 
Ccntcrs for Mcdicarc and Mcdicaid Scrviccs 
Attcntion: CMS-I 385-P 
P.O. Box 8018 
Baltimorc, MD 21244-8018 

Rc: CMS-1385-P 

Ancsthcsia Coding (Pan of 5-Ycar Rcvicw) 

Dcar Ms. Nonvalk: 

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

Whcn thc RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of ancsthesia work compared to 
other physician services. Today, more than a decade since the RBRVS took effect, Medicare payment for ancsthesia 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 whlch anesthes~ologists are being forced away from 
arcas with disproponionatcly high Medicare populations. 

In an cffort to rcctify this untcnablc situation, the RUC recommended that CMS increase the anesthesia conversion factbr 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 scrviccs. I am pleascd that the Agency accepted this recommendation in its proposed rulc, and I support full implcmcntation of the 
RUC s recommendat~on. 

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

Thank yuu for your consideration of this scrious mattcr. 
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1305 SOUTH HICKORY STREET 
MELBOURNE, FLORIDA 32901 

(321 ) 952-9009 
FAX (321 ) 952-9005 

August 28, 2007 

Herb 6. Kuhn, Deputy Administrator (Acting) 
Centers for Medicare and Medicaid Services 
Department of Health and Human Services 
Attention: CMS-1385-P 
Mail Stop: C4-26-05 
7500 Security Boulevard 
Baltimore, MD 21 244-1 850 

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

Dear Mr. Kuhn: 

On behalf of Atlantic CardioLink and our 13 individual practicing cardiologists, we 
appreciate the opportunity to submit comments to the Centers for Medicare & Medicaid 
Services ("CMS") regarding the "Resource-Based PE RW's" section of the above 
'referenced July 2, 2007 Proposed Rule. We are specifically concerned with the 2008- 
2010 PE RVU's established for non-facility outpatient cardiac catheterization procedure 
codes and the significant negative impact that could result for our practice and our patients 
if these values are finalized for the 2008 Physicians Fee Schedule. 

Atlantic CardioLink is an IDTF located in Melbourne, Florida, which was established in 
1999 for outpatient cardiac cath services. This facility has 13 physicians successfully 
utilizing its services. Atlantic CardioLink operates with just one cath lab suite in which we 
perform about 1,000 procedures per year. 

Atlantic CardioLink is a founding member of the Cardiovascular Outpatient Center Alliance 
(COCA) and as such we have actively been involved in the work that COCA has 
accomplished this year to collect and submit direct and indirect cost data to the AMA's 
Practice Expense Review Committee (PERC) of the Relative Value Scale Update 
Committee (RUC). Unfortunately, this process did not allow all of COCA'S data to be 
considered and resulted in PE RVU recommendations to CMS that severely undervalued 
the direct and indirect costs associated with providing these procedures to our patients. 

It is apparent from the July 2, 2007 Proposed Rule that CMS has accepted the RUC 
recommendations without considering the detailed direct cost information that COCA 
provided to CMS in May 2007. The PE-RVU values set out in the July 2 Proposed Rule 
would result in a draconian cut in reimbursement for cardiac catheterizations performed in 



practice or IDTF locations. For example, if the 2007 conversion factor is applied to the 
technical component of the primary three CPT codes for a Left Heart Cath (93510TC, 
93555TC, and 93556TC) the reimbursement in 2008 would be cut by 32% and when fully 
implemented the total reimbursement would be reduced by 49%. These reductions would 
undoubtedly result in the closing of the majority of non-facility outpatient cardiac 
catheterization labs in the country forcing all patients who now benefit from improved 
access and lower costs into more acute hospital settings. 

It has also come to my attention recently that reimbursement for outpatient hospital APC 
rates (code 0080) have been proposed to receive an increase of 11.1 9% for 2008 while 
the equivalent procedure performed in an outpatient IDTF setting will receive a decrease in 
reimbursement by 32.18%. 

I am requesting that CMS review the additional cost data provided by COCA and establish 
PE RVU's for outpatient cardiac catheterization procedures that more reasonably reflect 
the direct and indirect costs of providing these procedures. If the proposed RVU's are 
allowed to stand, the outcome will inevitably that will cost the Medicare program more in 
direct APC payments and Medicare patients more in higher deductibles and co-insurance. 

Thank you for this opportunity to comment on this important issue. 

Sincerely, 

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

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

Dear Ms. Norwalk: 

As Treasurer of an all physicians ( 4 4 )  anesthesia group in Annapolis, MD, I am writing 
to express support for the proposal to increase anesthesia payments under the 2008 
Physician Fee Schedule. Thank you for recognizing this gross undervaluation of 
anesthesia services. Please consider my opinion to represent the opinion of all 34 
anesthesiologists in our group. 

When the RBRVS was first 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, nation wide. 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. As the Treasurer of our group, it has been 
my pleasure to negotiate reimbursement rates with third party payers, not an easy task in 
the State of Maryland. The only tool at hand was to stop participating with the third party 
payers, and send a full nondiscounted bill to the patient. With the planned decrease in 
Medicare reimbursements that had been promulgated before the recent announcement by 
the Relative Value Update Committee (RUC), I had anticipated telling our hospital and 
affiliated free standing surgery centers that we would no longer participate with 
MedicareMedicaid products, and that we would be billing their facility directly for our 
services. The reason behind this stance is simple survival of our group. As the % of 
MedicareMedicaid patients increase in our payer mix, our ability to attract physicians to 
our location in Maryland dramatically decreases. Prior to wrestling increases from our 
commercial products, we had 18 consecutive job applicants reject employment offers 
with our group, because our reimbursements were too low. The previously proposed 
downward spiral of Medicare reimbursements would rapidly return us to the days where 
we could not attract qualified physicians to our group. 

As you know, 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 
unde~valuation- a move that would result in an increase of nearly $4.00 per anesthesia 
unit and serve as a major first step forward in correcting the long-standing undervaluation 



of anesthesia services. I am pleased that the Agency accepted this recommendation in its 
proposed rule, and I support full implementation of the RUC's recommendation. 

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

Thank you for your consideration of this serious matter. 

Sincerely yours, 

David G .  Lanpe M.D.. Ph.D. 
Treasurer 
Anesthesia Companv 
700 Melvin Ave. 
Suite 7A 
Annapolis. MD 2 140 1 



Submitter : Dr. Brad Bushong Date: 08/27/2007 

Organization : Balanced Body Chiropractic Wellness 

Category : Chiropractor 

Issue AreasIComments 

GENERAL 

GENERAL 

The full scope and benefit package available to Medicare patients is already dismally limited for chiropractic care. The government's own research shows how 
effcctivc chiropractic care can be for chronic ailments that afflict the elderly. Rather than block reimbursement further, and thereby choosing the over inflated 
medical model. Medicare should reimburse chiropractors for all they do as primary care physicians. This fonn of corrective care with continued pain management 
is lcss expensive, more responsive and highly efficacious in treating Medicare patients. Medical research demonstrates the necessity for chiropractic arc, but it will 
takc a brave Congress to trust thc facts and turn away from lobbyist monies in order to provide the best care for our elderly. Please consider the ramifications of 
your actions for thosc who can't speak for thcmselves. 
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Submitter : Dr. Jerrold Simon 

Organization : ACA 

Date: 08/27/2007 

Category : Chiropractor 

lssue Areas/Comments 

Technical corrections 

Technical Corrections 

Ccntcrs for Medicare and Medieaid Services 
Department of Health and Human Services 
Attention: CMS-I 385-P 
PO Box 80 18 
Baltimore, Maryland 21244-80 18 

Re. TECHNICAL CORRECTIONS 

The proposcd rulc datcd July 12th contained an item undcr thc technical corrections scction calling for the current regulation that permits a beneficiary to be 
rc~lnburscd by Mcdicarc for an X-ray takcn by a non-trcating providcr and used by a Doctor of Chimpractic to dctcrminc a subluxation, bc eliminated. I am 
writing in strong opposition to this proposal. 

Whilc subluxation docs not nccd to be dctectcd 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 lo help determine the need for further diagnostic testing, i.e. MRI 
or for a rcfcrral to thc appmpriatc specialist. 

By limiting a Doctor of Chimpractic 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 cvaluation prior to rcfcrral to the radiologist. With fixcd incomes and limited resources 
scniors may choose to forgo X-rays and thus necded treatment. If treatment is dclaycd illnesses that could be life threatening may not be discovcred. Simply put, 
it is thc paticnt that will suffcr as rcsult of this proposal. 

I strongly urgc you to tablc this proposal. These X-rays, if needed, arc integral to the overall treatment plan of Mcdicare patients and, again, it is ultimately thc 
pat~cnt that will suffcr should this proposal become standing regulation. 

Sinccrcly, 

Jcrrold Simon. DC 
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Submitter : Roxanna Hall Date: 08/27/2007 

Organization : OREGON IMAGING CENTER 

Category : Health Plan or Association 

Issue AreaslComments 

GENERAL 

GENERAL 
Thc Physician Work RW-CPT 77080 (DXA) 
Thc Dircct Practice Expense R W  for 77080 (DXA) 
Indirect Practice Expense for DXA and VFA 
Deficit Rcduction Act 
Dear Mr. Wcems: 
I appreciate the opportunity to offer general comments on the proposed rule regarding changes to the Medicare physician fee schedule CMS-1385-P. 
As a provider of DXA andlor VFA services, I request CMS to reevaluate the following: 
a. The Physician Work R W  for 77080 (DXA) should be i n c r e d  fmm 0.2 to 0.5, consistent with the most comprehensive survey data available; 
b. Thc Direct Practice Expcnsc R W  for 77080 (DXA) should reflecl the following adjustments: 
? thc equipment typc for DXA should bc changed fmm pencil bcam lo fan bcam with a corresponding increase in equipment cost from $41,000 to $85,000; 
? the utilization ratc for preventive health services involving equipment designed to diagnose and treat a single disease or a preventive hcalth service should be 
calculated in a different manner than other utilization rates so as to reflect the actual utilization of that service. In the case of DXA and VFA, the 50% utilization 
ratc should bc changed to refleet the utilization rate for DXA to 12%. 
c. The inputs used to derivc Indimt Practice Expense for DXA and VFA should be made available to the general public, and 
d. DXA (77080) should not be considered an imaging service within the meaning ofthe section 5012 (b) of the Deficit Reduction Act of ZOOS because the 
diagnosis and treatment of osteoporosis is based on a score and not an image. 
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THE ALLIANCE FOR PATIENT ACCESS 

August 27,2007 

Via Electronic Submission to: http://www.cms.hhs.gov/eRulemaking 
Kerry Weems 
Administrator, Centers for Medicare and Medicaid Services-Designate 
U.S. Department of Health and Human Services 
Attn: CMS-1385-P 
7500 Security Boulevard 
Baltimore, MD 21244 

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

Dear Mr. Weems: 

As chairman of the Alliance for Patient Access (AfPA), a national network of physicians whose 
mission is to ensure and protect patient access to approved medical treatments in the U.S., and as 
a neurologist who has been practicing in an academic setting for 13 years, I am pleased to submit 
comments on the Proposed Physician Fee Schedule Update for 2008, particularly on the agency's 
proposal concerning drug compendia and request for comments concerning CAP issues. 

DRUG COMPENDIA 

AfPA thanks CMS for recognizing and proposing solutions to resolve the problems that could 
arise if Medicare contractors are left with only one compendium on which to make off-label use 
coverage determinations. Although AfPA recognizes that Medicare law refers to the compendia 
specifically for coverage of Part B cancer chemotherapy drugs, we likewise recognize that 
Medicare contractors generally refer to these same compendia when making off-label 
determinations for most Part B drugs. 

While we generally applaud CMS for developing a process to permit listing of additional 
compendia, we are nonetheless concerned that the process CMS is proposing may be overly 
restrictive to allow timely adoption of new compendia. The process outlined by CMS likely 
would take applicants more than a year to clear, and may actually be too high a hurdle for some 
useful compendia. Patients need access to drugs that treat their conditions. If there are too few 
compendia covering the drugs most commonly used by patients, and those that are available are 
not updated quickly enough as new therapies are approved or as new uses,of existing therapies 
are reported in the clinical literature, access could be impacted. We urge CMS to develop a 
process for adoption of new compendia that is flexible and that focuses on adoption of new 
compendia that are accurate and timely in their updates. 



Kerry Weems 
August 27,2007 
Page 2 of 2 

Additionally, we urge CMS to immediately recognize DrugPointsB as the successor publication 
to the USP-DI, so that Medicare contractors have at least two compendia available to suppod 
coverage decisions while CMS reviews requests to adopt additional compendia. 

CAP ISSUES 

As physicians who frequently administer complex biologicals, we are concerned that CMS may 
be considering loosening CAP regulations in a manner that might pennit CAP vendors to 
repackage complex biologicals that require special handling. Many complex biologicals require 
special handling, such as constant refrigeration at specified temperatures, utilization within a 
specified period after reconstituting and special refrigeration after reconstituting. Unless CAP 
vendors are specifically trained in these handling techniques, and abide by them, the safety and 
efficacy of the product furnished could compromised. Even if CAP vendors are specially 
trained, we as physicians could not vouch for the safety and efficacy of a product that has been 
opened and manipulated after leaving the manufacturer. 

AfPA encourages CMS to consider carefully any changes that would allow CAP vendors to offer 
compounded drugs. AfPA strongly discourages CMS from allowing CAP vendors to compound 
or open in any manner complex biologicals. AfPA specifically recommends that CMS continue 
to require that CAP vendors ship complex biologicals only in "unopened vials or other original 
containers as supplied by the manufacture." 

Thank you for your consideration of our comments. 

Sincerely yours, 

David Charles, MD 
Chainnan 



Submitter : Mr. Kevin Coit 

Organization : Mr. Kevin Coit 

Category : Device Industry 

Date: 08/27/2007 

Issue Areas/Comments 

GENERAL 

GENERAL 

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

Rc: CMS-1385-P 

Ancsthcsia Coding (Pan of 5-Ycar Review) 

Dcar Ms. Nowalk: 

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

When thc RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to signifteant undervaluation of anesthesia work compared to 
other physician serviees. Today, more than a deeade sinee the RBRVS took effect, Medicare payment for anesthesia serviees 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 cfCort to rcctify this untenable situation, thc RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work 
undervaluation a move that would result in an inerease of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undcrvaluation of ancsthcsia scrvices. I am plcased that the Agency accepted this recommendation in its proposcd rule, and I support full implementation of the 
RUC s reco~nmendation. 

To ensurc that our patients havc acccss to expcrt anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Registcr 
by fully and immediatcly implementing thc ancsthesia conversion factor increasc as recommended by the RUC. 

Thank you for your consideration of this serious matter. 
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Submitter : Mrs. Hannah Coit Date: 08/27/2007 
Organization : Mrs. Hannah Coit 

Category : Individual 

Issue AreasIComments 

GENERAL 

GENERAL 
Lcslic V. Norwalk, Esq. 
Acting Administrator 
Ccntcrs for Medicare and Medicaid Serviccs 
Attention: CMS- 1385-P 
P.O. Box 8018 
Baltimore. MD 2 1244-8018 

Re: CMS- 1385-P 

Ancsthcsia Coding (Part of 5-Year Rcvicw) 

Dcar Ms. Nonvalk: 

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

When the RBRVS was instituted, it crcated a huge paymcnt disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to 
othcr physician services. Today, morc than a dffiadc since thc RBRVS took effect, Mcdicarc paymcnt 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 creating an unsustainable system in which anesthesiologists are being forced away from 
areas with disproponionatcly high Mcdicare populations. 

In an effort to rectify this untcnablc situation, the RUC recommended that CMS incrcase the anesthesia conversion factor to offsct a calculated 32 percent work 
undewaluatlon 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 acceptcd this rccommendation in its proposed rule, and I suppon full implementation of thc 
RUC s recommendation. 

To cnsurc that our patients have access to expen anesthesiology medical carc, 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 : Mr .  David Freeman Date: 08/27/2007 

Organization : Texas Association of Nurse Anesthetists 

Category : Other Practitioner 

Issue AreasIComments 

Background 

Background 

Ofticc of the Administrator 
Ccntcrs for Medicare & Medicaid Services 
Department of Health and Human Scrvices 
P.O. Box 801 8 RE. CMS 1385 P (BACKGROUND, IMPACT) 
Baltimore, MD 21244 8018 ANESTHESIA SERVICES 
Dear Administrator. 
As a mcmber of the American Assoelation of Nurse Anesthaists (AANA), 1 write to support the Centers 
for Mcdlcarc & Medicaid Scrvices (CMS) proposal to boost the value of anesthesia work by 32%. Under 
CMS oro~osed rule Medicare would increase the anesthesia conversion factor (CF) bv 15% in 2008 . . .  
compa;ed'with current levels. (72 FR 38122. 711 212007) If adopted, CMS proposal would help to 
cnsurc that Ccniticd Rcgistercd Nurse Anesthetists (CRNAs) as  Mcdicare Part B providers can continue 
to provide Mcdicare beneficiaries with access to annthesia scrviccs. 
This increasc in Mcdicarc payment is important for several reasons. 
I First, as the AANA has previously stated to CMS, Medicare currently under-reimburses for 
ancsthesia services, putting at risk the availability of anesthesia and other healthcare saviees for 
Medicare beneficiaries. Studics by the Medicare Payment Advisory Commission (MedPAC) and 
others have demonshated that Medicare Part B reimburses for most services at approximately 
80% of private market raws, but reimburses for anesthesia services at approximately 40% of 
private markct rates. 
I 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. 
Howcvcr, the value 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 ancsthcsia services which have long slipped bchind inflationary adjustmen.&. 
Addltlonally. if CMS proposed change is not enacted and if Congress fails to reverse the 10% sustainable 
growth ratc (SGR) cut to Mcdicarc payment, an avcrage 12-unit ancsthesia service in 2008 will be 
reimbursed at a ratc about 17% below 2006 payment levels, and more than a third below 1992 payment 
lcvcls (adiusted 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 the predominant anesthesia providers to rural and medically 
underscrvcd America. Medicare patients and healtheare delivery in the U.S. depend on our services. The 
availability of anesthcsia scrvices depends in part on fair Medicare payment for them. 1 support the 
agency s acknowledgement that anesthesia payments have been undervalued, and its proposal to increase 
the valuation of anesthesia work in a manner that boosts Medicare anesthesia payment. 
Sincercly. 

Name & Crcdential 
-- 

Address 

City, Stalc ZIP 
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Submitter : Dr. David Charles 

Organization : Alliance Tor Patient Access 

Category: Physician 

Issue AreaslComments 

CAP Issues 

CAP lssues 

Scc attachment. 
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THE ALLIANCE F O R  PATIENT ACCESS 

August 27,2007 

Via Electronic Submission to: http://www.cms.hhs.gov/eRulemaking 
Keny Weems 
Administrator, Centers for Medicare and Medicaid Services-Designate 
U.S. Department of Health and Human Services 
Attn: CMS-1385-P 
7500 Security Boulevard 
Baltimore, MD 21244 

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

Dear Mr. Weems: 

As chairman of the Alliance for Patient Access (AfPA), a national network of physicians whose 
mission is to ensure and protect patient access to approved medical treatments in the U.S., and as 
a.neurologist who has been practicing in an academic setting for 13 years, I am pleased to submit 
comments on the Proposed Physician Fee Schedule Update for 2008, particularly on the agency's 
proposal concerning drug compendia and request for comments concerning CAP issues. 

DRUG COMPENDIA 

AfPA thanks CMS for recognizing and proposing solutions to resolve the problems that could 
arise if Medicare contractors are left with only one compendium on which to make off-label use 
coverage determinations. Although AfPA recognizes that Medicare law refers to the compendia 
specifically for coverage of Part B cancer chemotherapy drugs, we likewise recognize that 
Medicare contractors generally refer to these same compendia when making off-label 
determinations for most Part B drugs. 

While we generally applaud CMS for developing a process to pennit listing of additional 
compendia, we are nonetheless concerned that the process CMS is proposing may be overly 
restrictive to allow timely adoption of new compendia. The process outlined by CMS likely 
would take applicants more than a year to clear, and may actually be too high a hurdle for some 
useful compendia. Patients need access to drugs that treat their conditions. If there are too few 
compendia covering the drugs most commonly used by patients, and those that are available are 
not updated quickly enough as new therapies are approved or as new uses of existing therapies 
are reported in the clinical literature, access could be impacted. We urge CMS to develop a 
process for adoption of new compendia that is flexible and that focuses on adoption of new 
compendia that are accurate and timely in their updates. 



Kerry Weems 
August 27,2007 
Page 2 of 2 

Additionally, we urge CMS to immediately recognize DrugPointsQ as the successor publication 
to the USP-DI, so that Medicare contractors have at least two compendia available to support 
coverage decisions while CMS reviews requests to adopt additional compendia. 

CAP ISSUES 

As physicians who frequently administer complex biologicals, we are concerned that CMS may 
be considering loosening CAP regulations in a manner that might permit CAP vendors to 
repackage complex biologicals that require special handling. Many complex biologicals require 
special handling, such as constant refrigeration at specified temperatures, utilization within a 
specified period after reconstituting and special refrigeration after reconstituting. Unless CAP 
vendors are specifically trained in these handling techniques, and abide by them, the safety and 
efficacy of the product furnished could compromised. Even if CAP vendors are specially 
trained, we as physicians could not vouch for the safety and efficacy of a product that has been 
opened and manipulated after leaving the manufacturer. 

AfPA encourages CMS to consider carefully any changes that would allow CAP vendors to offer 
compounded drugs. AfPA strongly discourages CMS from allowing CAP vendors to compound 
or open in any manner complex biologicals. AfPA specifically recommends that CMS continue 
to require that CAP vendors ship complex biologicals only in "unopened vials or other original 
containers as supplied by the manufacture." 

Thank you for your consideration of our comments. 

Sincei-ely yours, 

David Charles, MD 
Chairman 



Submitter : Mr. Paul Dierks Date: 08/27/2007 
Organization : Mr. Paul Dierks 

Category : Individual 

Issue AreasIComments 

Physician SelCReferral Provisions 

Physician Self-Referral Provisions 

I am writing in suppon of the propsed changes to CMS-1385-P, particularly in regards to 41 1.357(a)(S) and @)(4), Exceptions to the referral prohibition to 
compensation arrangements. The proposed regulations are a good start, however they do not go quite far enough. The intent of the changes is sound, however 
while it is nicc to state that rental charges 'arc not to be determined in a manner that takes into account the volume or value of referrals or other business generated 
between the two parties,' in practice. this is still too vague. If a physician owns a share of a company that supplies equipment to a facility, even if the arrangement 
is based on market value and set in advance, the physician owner benefits by hisher referrals, since any contract entered into between the physician's entity and the 
facility will bc based upon expcctcd referrals. 

With that in mind, while it would bc nicc to carve out a niche for physicians to participate in the market using arms length transactions in order to protect against 
rcfcrral abuse, particularly in areas that are undersewed geographically, in practice, as long as physicians own ANY piece of an 'entity' (other than publically traded 
cqu~tlcs) that provides products or sewiccs to a facility. helshe benefits financially through that ownership through referrals. 

Whilc 1 suppon CMS's attempt to clcarly dcfinc an 'Entity' in rcgards to these propscd changes, 41 1.351 Definitions, perhaps a better way to dcfine thc t en ,  
would bc in fact. to dcfinc 'Entity'as ANY business arrangement, and instead definc the onc exception, that being a sharcholdcr of a large publically tradcd 
corporation. That way, thc impact ofany physician shareholder referral is for all intents and purposes, ~nsignificant. 

Thank you. 
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Submitter : Mr. Robert Rainey Date: 08/27/2007 

Organization : Mr. Robert Rainey 

Category : AttorneylLaw Firm 

Issue Areas/Comments 

GENERAL 

GENERAL 

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

Rc: CMS-1385-P 

Ancsthcsia Coding (Pan of 5-Ycar Rcview) 

Dcar Ms. Nonvalk: 

I am writing to cxprcss my strongest support for the proposal to increase ancsthaia payments under the 2008 Physician Fee Schedulc. I am p tc fu l  that CMS has 
rccognizcd thc gross undervaluation of anesthesia services, and that the Agency is taking steps to addrcss 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 decadc sincc the RBRVS took effect, Mcdicare payment for anesthesia services stands at just $16.19 per unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
arcas with disproponionately high Medicare populations. 

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

Thank you for your consideration ofthis serious mattcr. 
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Submitter : Mrs. Carolyn Rainey 

Organization : Mrs. Carolyn Rainey 

Date: 08/27/2007 

Category : AttorneylLaw Firm 

GENERAL 

GENERAL 

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

Rc: CMS-1385-P 

Ancsthcsia Coding (Part of 5-Ycar Revicw) 

Dcar Ms. Nonvalk: 

I am wr~ting to cxprcss my strongest support for the proposal to incrcasc anesthesia payments under the 2008 Physician Fce Schedulc. I am grateful that CMS has 
rccognizcd the gross undcrvaluation of anesthcsia services, and that thc Agcncy is taking steps to address this complicated issue. 

Whcn the RBRVS was instituted, it creatcd a huge payment disparity for anesthesia care, mostly duc to significant undcrvaluation of ancsthcsia work compared to 
othcr physician scwiccs. Today, morc than a decade 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 carlng for our nation s seniors, and is creating an unsustainable system in whichanesthesiologists are being forced away from 
areas with disproportionately high Mcdicare populations. 

In an cffort to rcctify this untenable situation, thc RUC rccommcnded 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 $400 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undcrvaluatlon of ancsthcsia scrviccs. I am pleascd that thc Agcncy acccpted this recommendation in its proposed rule, and I support full implementation of thc 
RlJC s recommendation. 

To cnsurc that our paticnts havc access to cxpen anesthesiology medical carc, it is imperative that CMS follow through with the proposal in thc Fcderal Register 
by fully and immcdiatcly implementing thc anesthcsia conversion factor increasc as recommended by the RUC. 

Thank you for your consideration of this serious matter. 
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Submitter : Dr. Rodrick Phillips 

Organization : Dr. Rodrick Phillips 

Date: 08/27/2007 

Category : Physician 

Issue Areas/Comments 

GENERAL 

GENERAL 

Leslie V. Nonvalk, Esq. 
Acting Administrator 
Centers for Medicare and Medicaid Services 
Attention: CMS-1385-P 
P.O. Box 80 18 
Baltimorc, MD 2 1244-801 8 

Re: CMS-1385-P 

Ancsthesia Coding (Part of 5-Ycar 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. 

Whcn thc RBRVS was instituted. it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to 
othcr physician scrviccs. Today, more than a decade since the RBRVS took effect Medicare payment for 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 creatlng 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 increm 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 ancsthcsia scrviccs. I am pleascd that thc Agency acceptcd this recommendation in its proposed rule, and I support full implemcntation of the 
KUC s recommendation. 

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

Thank you for your considcration of this serious matter. 
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Submitter : Mrs. Karen DiGregorio 

Organization : Mrs. Karen DiGregorio 

Date: 08/27/2007 

Category : Other Health Care Provider 

Issue Areas/Comments 

Chiropractic Services 
Demonstration 

Chiropractic Services Demonstration 

Ccntcrs for Mcdicarc and Mcdicaid Scrvices 
Dcpanmcnt of Hcalth and Human Scrviccs 
Attcntion: CMS-I 385-P 
PO Box 8018 
Baltimorc. Maryland 2 1244-8018 

Rc: TECHNICAL CORRECTIONS 

Thc proposcd rule dated July 12th contained an item under thc 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 uscd by a Doctor of Chiropractic to determine a subluxation, be eliminated. I am 
writing in strong opposition ta this proposal. 

Whilc subluxation does not nced 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 
anotlicr providcr (orthopedist or rhcumatologist, etc.) for duplicative evaluntion prior to referral to the radiologist. With fixed incomes and limited resources 
seniors may choosc to forgo X-rays and thus needed treatmcnt. If trcatmcnt 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 ~hongly urge you to tablc this proposal. Thcse X-rays, ~f needed, arc integral to the overall treahnent plan of Medicare patients and, again, it is ultimately the 
paticnt that will suffer should this proposal become standing regulation. 

Sincercly, 

Karen DiGregorio 

Page 119 of 1128 August 29 2007 08:49 AM 



Submitter : Dr. Byron Tsusaki Date: 08/27/2007 
Organization : Baylor college of Medicine 

Category : Physician 

Issue Areas/Comments 

GENERAL 

GENERAL 
Leslie V. Nonvalk, Esq. 
Aeting Administrator 
Ccntcn for Medicare and Medicaid Services 
Attention: CMS-I 385-P 
P.O. Box 8018 
Baltimore, MD 2 1244-8018 

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

Dcar Ms. Nonvalk: 

I am writing to cxprcss my strongest support for the proposal to increase anesthcsia payments under the 2008 Physician Fee Schedule. I am grateful that CMS has 
rccognizcd thc gross undcrvaluation 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 sign~ficant undcrvaluation 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 $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 
areas with disproportionatcly high Medicare populations. 

In an effort to rcctify this untenable situation, thc RUC recommended that CMS incrcase the anesthesia conversion factor to offset a calculated 32 percent work 
undervaluation a move that would result in an increase of nearly %? 00 per anesthesia unit and serve as a major step forward In correcting the long-standing 
undcrvaluation of anesthcsia services. I am plcased that the Agency acccpted this mommendation in its proposed rulc, and I support full implementation of the 
RUC s recommendation. 

TO cnsurc that our paticnts havc acccss to cxpert anesthesiology medical carc, it is imperative that CMS follow through with thc proposal in the Fedcral Rcgistcr 
by fully and immcdiatcly implementing the anesthcsia convcnion factor increasc as recommcnded by the RUC. 

Thank you for your considcration ofthis serious matter 

Sincerciy, 

Byron Tsusaki D.0 
Houston. Texas 
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Submitter : Dr. Rick DiGregorio 

Organization : Dr. Rick DiGregorio 

Category : Other Health Care Provider 

Date: 08/27/2007 

Issue Areas/Comments 

Technical Corrections 

Technical Corrections 

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

Re: TECHNICAL CORRECTIONS 

Thc pmposcd rulc datcd July 12th contained an item undcr thc tcchnical corrections section calling for thc current regulation that pcrmits a beneficiary to be 
rci~nburscd by Mcdicare for an X-ray taken by a non-treating provider and used by a Doctor of Chiropractic to determine a subluxation. be eliminated. I am 
writing in strong opposition to this proposal. 

Whilc subluxation 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 dcterrnine diagnosis and treatment options. X-rays may also be required to help determine the need for funher diagnostic testing, i.c. 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 patient care will go up significantly due to the necessity of a refenal to 
anothcr provider (onhopcdist 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 patient that will suffcr as rcsult ofthis proposal. 

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

Sinccrcly. 
Dr Rick DiGregorio 
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Submitter : Dr. Ramon Albert0 Vargas Date: 08/27/2007 

Organization : American Society of Anesthesiology 

Category : Physician 

Issue Areas/Comments 

GENERAL 

GENERAL 

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

Rc: CMS-1385-P 

Ancsthcsia Coding (Part of 5-Ycar Rcview) 

Dcar Ms. Nonvalk: 

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

Whcn thc RBRVS was instituted, it created a hugc payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work comparcd to 
othcr physician scrviccs. Today, morc than a dccadc sincc thc RBRVS took effect, Mcdicarc 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 disproportionately high Mcdicare populations 

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

To cnsurc that our paticnts havc access to cxpert ancsthcsiology rncdical carc, it is imperative that CMS follow through with thc proposal in thc Fcderal Rcgistcr 
by fully and immcd~atcly implcmcnting thc ancsthesia convcrsion factor increasc as rccommcnded by thc RUC. 

Thank you for your consideration of this scrious rnatcr. 

R. Albcrto Vargas, M.  D. 
Board Ccnified Ancsthcsiologist 
3483 Dovccotc Mcadow Lanc 
Davic. FL 33328-7312 
nica53@aol.com 
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Submitter : Dr. Eric Hartman Date: 08/27/2007 

Organization : Michigan Association of Chiropractors 

Category : Chiropractor 

lssue AreaslComments 

Technical Corrections 

Technical Corrections 

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

While subluxation does not necd 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 detcrminc diagnosis and trcatment options. X-rays may also be rquircd to help determine the nccd for funher diagnostic testing, i.e. MRI 
or for a rcfcrral to thc appropriate specialist. 

By limiting a Doctor of Chiropractic horn rcfemng for an X-ray study. the costs for patient care will go up significantly due to thc necessity o f a  referral to 
another providcr (orthopedist or rhcumatologist. etc.) for duplicative evaluation prior to rcfcrral to the radiologist. With fwcd incomcs and limited rcsourccs 
seniors may choose to forgo X-rays and thus needcd trcatmcnt. If trcatmcnt is dclaycd illncsscs that could bc lifc thrcatcning may not be discovcrcd. Simply put. 
i t  is thc paucnt that will suffcr as rcsult of this proposal. 

I strongly urgc you to table this proposal. These X-rays, if needcd, are intcgral to the overall treatment plan of Mcdicarc paticnts and, again, it is ultimately the 
patient that will suffer should this proposal bccomc standing rcgulation. 

Dr. Eric R Hartman 
SponslFamily Chiropractor & Therapcutic Massagc 
76 10 Cottonwood Dr. Stc 10 1 
Jcnison. MI 49428 
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Submitter : Veronica Krussell Date: 08127LZ007 
Organization : Anesthesia Medical Consultants 

Category : Other Health Care Provider 

Issue AreasIComments 

GENERAL 

GENERAL 
Lcslic V. Nomalk, 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-Ycar Review) 

Dcar Ms. Norwalk: 

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

Whcn thc RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to 
othcr physician scrviccs. Today, more than a decade sincc the RBRVS took effect, Mcdicare 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 unsustalnable system in which anesthesiologists are being forced away from 
areas with disproportionately high Medicare populations. 

In an cffort to rcctify this untcnablc situation, the RUC recommcnded that CMS increasc the anesthesia conversion factor to offset a calculated 32 perccnt work 
undervaluation a move that would result in an increasc 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 ofthe 
RUC s recommendation. 

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

Thank you for your cons~dcration of this scrious matter 

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

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

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



Submitter : Dr. David MacLennan Date: 08/27/2007 
Organization : Dr. David MacLennan 

Category : Health Care ProviderlAssociation 

lssue AreaslComments 

GENERAL 

GENERAL 

I am opposed to the non reimbursement by anon treating physician for radiographs pcrformcd on patients whose insurance is medicare. This is in reference to 
CMS- 1385-P. 1 am opposed in that as a Chiropractor, it is important for Patients usually of medicare age to have an x-my performed not just for evaluating a 
subluxation bocausc that is what thc PART portion of theexamination is for. Bu5 there are many organic and other causes of problems particularly for a patient 
of mcdicare age that would warrant an x-ray to be taken with regards to contraindieations, such as Cancer, fractures and severity or arthritis. Please understand 
that if this is passcd that mcdical costs would surcly go even higher because radiographs would be ordered by an Orthopedist, Rheumotologist and then increased 
medication costs ctc. I also fccl that this would limit an avenue for a patient who is on medieare to rrecicveChiropractic care and would force them to rccieve othcr 
carc in thc form of injcctions which would also increasc the cost to a medicare pnmcipant as well as to the system itsclf. 

Sincerely, 

D.A. MacLcnnan. D.C. 
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Submitter : Mr. Trevor Connell 

Organization : AANA 

Date: 08L?7/2007 

Category : Health Care Professional or Association 

Issue AreaslComments 

Background 

Background 

As a mcmbcr of the Amcrican Association of Nurse Anesthetists (AANA), I write to support the CMS proposal to boost the value of anesthesia work by 32%. If 
adoptcd. CMS' proposal would cnsum that Certified Registered Nurse Anesthetists (CRNAs) as Medicare part B providers can continue to provide Medicarc 
bcncficiarics with acccss to ancsthesia services. 

America's 36,000 CRNAs provide some 27 million anesthetetics annually, in every setting requiring ancsthesia services, and are the predominant providers in 
rural and medically undcrserved America. 
Medicare patients and healthearc delivery in the U.S. depend on our sevices. The availability of anesthesia services depend in pa? on fair Medicare payment for 
them. I support the Agency's acknowlegemcnt that anesthesia payments have been undcrvalued, and its proposal to increase the valuation ofanesthcsia work in a 
manner that boosts Medicare anesthesia payment. 

Sincerely, 

4833 Saratoga Blvd. 
Corpus Christi, TX 78413 
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Submitter : 

Organization : 

Category : Chiropractor 

lssue AreasIComments 

Date: 08/27/2007 

GENERAL 

GENERAL 

Thc bygat loser hcre is the patients. DC's don't get paid for x-rays. MD's upon a refcrral won't get paid and the patient probably won't receive proper care. 
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Submitter : Dr. William Martin 

Organization : MCC 

Category : Chiropractor 

Date: 08/27/2007 

Issue AreaslComments 

Technical Corrections 

Technical Corrections 

Centers for Medicare and Mcdicaid Services 
Department of Health and Human Scrviccs 
Attention: CMS-1385-P 
PO Box 80 18 
Baltimore. Maryland 21244-8018 

R e  TECHNICAL CORRECTIONS 

The proposed mlc dated July 12th contained an item under the technical corrections section calling for the current regulation that permits a bcncficiary to bc 
rcimburscd by Medicarc for an X-ray taken by a non-treating prov~dcr and used by a Doctor of Chiropractic to dctermine a subluxation. bc eliminated. I am 
writing in strong opposition lo this proposal. 

Whilc subluxat~on docs not nccd to bc dctccted by an X-ray, in somc casn thc paticnt clinically will rcquirc an X-ray to identify a subl~ixation or to rule out any 
'rcd flags.' or to also dctcrminc diagnosis and hratment options. X-rays may also be requircd to help dcterminc thc necd for further diagnostic testing, i.c. MRI 
or for a rcfcrral lo thc appropriate specialist. 

By limiting a Doctor of Chiropractic from referring for an X-ray study, the costs for paticnt cace will go up significantly due to the necessity of a rcfcrral to 
anothcr providcr (orthopedist or rheumatologist, ctc.) for duplicative evaluation prior to referral to the radiologist. With fixcd incomes and limited resources 
scniors may choosc to forgo X-rays and thus needed treatment. If mabncnt is delayed illnesses that could bc life thrcatcning may not bcdiscovcrcd. Simply put. 
it is thc patlcnt that will suffcr as result of this proposal. 

1 strongly urgc you to table this proposal. These X-rays, if needed, arc integral to the overall treahncnt plan of Mcdicare patients and, again, it is ultimately thc 
patient that will suffcr shouldthis proposal become standing regulation. 

Sincerely, 
William 0 .  Martin. DC 

CMS-I 385-P-8216-Attach-I .DOC 
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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 1 2th 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 
MD or DO and used by a Doctor of Chiropractic to determine a subluxation, be eliminated. 
writinn in strong o~position to this ~ ro~osa l .  

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 an X-ray the cost to the Medicare patient will go up 
significantly due to the necessity of a referral to an orthopedist or rheumatologist for evaluation prior 
to referral to the radiologist as it is now. With fixed incomes and limited resources, Medicare patients 
mav choose to forao X-rays 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 stronqlv urae 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, 



Submitter : Mrs. VALERIE RUSSELL 

Organization : WOMEN'S HEALTH CARE P.C. 

Category : Health Care Professional or Association 

Issue AreasIComments 

GENERAL 

GENERAL 

Date: 08/27/2007 

As a provider of DXA andlor VFA services, I request CMS to reevaluate the following: 

a. Thc Physician Work RVU for 77080 ( D M )  should be increased from 0.2 to 0.5, consistent with the most comprehensive survcy data availablc; 

b. Thc Direct Practice Expcnsc R W  for 77080 (DXA) should rcflect thc following adjustments: 

? thc cquipmcnt typc for DXA should bc changcd from pencil beam to fan beam with a corresponding incrcasc in equipment cost from $41.000 to $85,000; 

? thc util~zation ratc for prevcntivc hcalth serviccs involving equipment designed to diagnose and trcat a single discasc or a preventivc health scrvice should 
be calculatcd in a different manner than other utilization rates so as to reflect the actual utilization of that service. In the case of DXA and VFA, thc 50% utilization 
ratc should be changcd to rcflect thc utilization rate for DXA to 12%. 

c. Thc inputs used to derive lndircct Practice Expensc for DXA and VFA should bc made availablc to the gencral public, and 

d. DXA (77080) should not bcconsidered an imaging scrvicc within thc meaning of the section 5012 (b) of the Dcficit Reduction Act of 2005 because thc 
diagnosis and trcatmcnt of ostcoporosis is bascd on a xore and not an image. 

Sinccrcly. 

As a provlder of DXA andlor VFA scrviccs, I rcquest CMS to reevaluate thc following: 

a. Thc Physic~an Work RVU for 77080 (DXA) should be incrcascd from 0.2 to0.5, consistent with the most comprehensive survey data availablc; 

b. The Dircct Practicc Expensc R W  for 77080 (DXA) should reflect the following adjustments: 

? thc cquipmcnt type for DXA should be changed from pencil beam to fan beam with acornspanding increase in equipment wst from $41,000 to $85,000; 

? thc utilization rate for preventivc health xrviccs involving equipment designed to diagnosc and treat a single diseasc or a prevcntivc hcalth scrvice should 
bc calculatcd in a diffcrcnt manncr than othcr utilization rates so as to reflcct the actual utilization of that servicc. In the caw of DXA and VFA, thc 50% utilizarion 
ratc should bc changcd to rcflcct the utilization rate for DXA to 12%. 

c. Thc inputs uscd to dcrivc lndircct Practicc Expcnsc for DXA and VFA should bc made availablc to thc gcncral public, and 
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d. DXA (77080) should not be considered an imaging service within the meaning ofthe section 5012 (b) of the Deficit Reduction Act of2005 because the 
diagnosis and treatment of osteopomsis is based on a score and not an image. 

Sinccrcly, 
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Submitter : Dr. Gerald Roth 

Organization : Dr. Gerald Roth 

Date: 08/27/2007 

Category : Chiropractor 

Technical Corrections 

Technical Corrections 

Re. TECHNICAL CORRECTIONS 

The proposed rule dated July 12th contained an item under the technical corrections section calling for the current regulation that permits a beneficiary to be 
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 strong opposition to this proposal. 

Whilc subluxation does not necd 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 rcferral to the appmpriatc specialist. 

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

I strongly urge you to table this proposal. These X-rays, if necded, are integral to the overall mtment  plan of Medicare patients and, agaln, it is ultimately the 
paticnt that will suffer should this proposal become standing regulation. 

Sincerely. 
Gerald Roth. DC.CST,CCN 
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Submitter : Dr. Edward Fritsch 

Organization : Diagnostic Radiology of Houston 

Category : Physician 

Date: 08/27/2007 

Issue Areas/Comments 

GENERAL 

GENERAL 

Re: TECHNICAL CORRECTIONS 

The proposed rule dated July 12th contained an item under the technical corrections section calling for the current regulation that permits a beneficiary to be 
reimbursed by Medicare for an X-ray taken by a MD or DO and used by a Doctor of Chiropractic to determine a subluxation, be eliminated. 1 am writing in 
strong opposition to this proposal. 

While subluxation does not need to bc 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 treatmcnt options. X-rays may also be required to help determine the need for further diagnostic testing, i.e. MRI 
or for a rcfcrral to thc appropriate specialist. 

By limiting a Doctor of Chiropractic from referring an X-ray the cost to the Medicare patient will go up significantly due to the necessity of a referral to an 
orthopcdist or rhcumatologist forevaluation prior to referral to the radiologist as it is now. With fixed incomcs and limited resources, Medicare paticnts may 
choosc to forgo X-rays and thus needed treatment. If treatmcnt isdelayed illnesses that could bc life thwtening may not be discovered. Simply put, it is thc 
patient that will suffer as result of this proposal. 

1 strongly urge you to table this proposal. These X-rays, if needed, arc integral to thc overall treatment plan of Medicare patients and, again, i t  is ultimately the 
patient that will suffer should this proposal become standing regulation. 
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Submitter : Date: 08/27/2007 

Organization : Oregon Imaging Centers 

Category : Other Technician 

Issue AreasIComments 

Coding-Reduction In TC For 
Imaging Services 

Coding--Reduction In TC For Imaging Services 

The Physician Work RW-CPT 77080 (DXA) 
The Direct Practice Expense R W  for 77080 (DXA) 
lndircct Practice Expensc for DXA and VFA 
Dcficit Reduction Act 
Dear Mr. Wcems: 
I appreciate the opponunity to offcr general comments on the proposed rule regarding changes to the Medicare physician fee schedule CMS-1385-P. 
As a provider of DXA andlor VFA services, I request CMS to reevaluate the following: 
a. Thc Physician Work R W  for 77080 (DXA) should bc increased from 0.2 to 0.5. consistent with the most comprehensive survey data available; 
b. The Dircct Practicc Expense R W  for 77080 (DXA) should reflect the following adjustments: 
? thc cquipmcnt rypc for DXA should be changed fmm pencil beam to fan beam with a compnd ing  increase in equipment cost from $41,000 to $85,000; 
'! thc utilization ratc for preventive health services involving equipment dcsigned to diagnose and treat a single discase or a prevcntivc health service should be 
calcularcd in a differcnt manner than other utilization ratcs so as to reflcct the actual utilization of that service. In the case of DXA and VFA, the 50% utilization 
ratc should bc changcd to reflect the utilization rate for DXA to 12%. 
c. Thc inputs uscd to dcrive Indircct Practice Expense for DXA and VFA should be made available to the general public, and 
d. DXA (77080) should not be considered an imaging service within the meaning of the section 5012 (b) of the Deticit Reduction Act of 2005 becausc the 
diagnosis and trcabnent of osteoporosis is based on a score and not an image. 
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Submitter : Dr. Eric DeLamieUeure 

Organization : Michigan Association of Chirotprators 

Category : Chiropractor 

Date: 08/27/2007 

Issue AreaslComments 

Coding--Reduction In TC For 
Imaging Services 

Coding--Reduction In TC For Imaging Services 

Ccnters for Mcdicare and Medicaid Services 
Depanment of Health and Human Services 
Attcntion CMS-1385-P 
PO Box 801 8 
Baltimorc, Maryland 21 244-8018 

Re. TECHNICAL CORRECTIONS 

Thc proposed 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 taken by a non-treating provider and used by a Doctor of Chiropractic to determine a subluxation, be eliminated. I am 
writ~ng in strong oppmition to this proposal. 

Whilc subluxation does not need to be detcctcd 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 trentment 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 appropriate specialist. 

By limiting a Doctor of Chiropractic from referring for an X-ray study, the costs for patient cam will go up significantly due to the necessity of a referral to 
anothcr provider (orthopcdist or rhcumatologist, ctc.) for duplicative evaluation prior to refenal to the radiologist. With fixcd incomes and limitcd resources 
scniors may choosc to forgo X-rays and thus nceded treatment. If ueaunent is delaycd 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 urgc you to tablc this proposal. These X-rays, if necded, are intcgral to the overall treatment plan of Medicare patients and, again. it is ultimately the 
paricnt that will sufTcr should this proposal becomc standing regulation. 

Sinccrcly. 

Eric DcLamicllcurc 
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Submitter : Denise D'Harlingue 

Organization : Denise D'Harlingue 

Date: 08/27/2007 

Category : Chiropractor  

Issue AreaslComments 

Technical Corrections 

Technical Corrections 

Ccntcrs for Mcdicarc and Medicaid Scrviccs 
Dcpartmcnt of Health and Human Services 
Attcntion: CMS-1385-P 
PO Box 80 18 
Baltimorc, Maryland 21244-8018 

Re: TECHNICAL CORRECTIONS 

Thc pmposcd rule dated July 12th contained an item under the technical corrections section calling for the current regulation that permits a beneficiary to be 
rcimburscd by Mcdicarc for an X-ray taken by a MD or DO and used by a Doctor of Chiropractic to detcrminc a subluxation, be eliminatcd. I am writing in 
strong opposition to this proposal. 

Whilc subluxation docs not nccd to be detected by an X-ray, in somc cases the patient clinically will require an X-ray to identify a subluxation or to rule out any 
"rcd flags," or to also detcrmine diagnosis and matment options. X-rays may also be required to help determine the need for further diagnostic testing, i.c. MRI 
or for a rcfcml to thc appmpriatc specialist. 

By limiting a Doctor of Chiropractic from referring an X-ray the cost to the Medicare patient will go up significantly due to the necessity of a referral to an 
orthopcdist or rheumatologist for evaluation prior to referral to the radiologist as it is now. With fixed incomes and limited resources, Medicare patients may 
choose to forgo X-rays and thus needed treatment. If treatment is delayed illnesses that could be life threatening may not bc discovered. Simply put. it i s  the 
paticnt that will suffcras result of this proposal. 

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

Sinccrcly. 

Dr. Denlse D Harllngue 
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Submitter : Mrs. Susie Phillips 

Organization : Mrs. Susie Phillips 

Category : Physical Therapist 

Issue AreaslComments 

Date: 08/27/2007 

GENERAL 

GENERAL 

Dear Ms. Norwalk: 

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

When thc RBRVS was instituted, it creatcd a huge payment disparity for anesthcsia care, mostly due to significant undervaluation of anesthesia work compared to 
other physician services. Today, morc than a decade since the RBRVS took effect, Medicare payment for anesthesiasewices stands at just 1616.19 per unit. This 
amount does not cover the cost of caring for our nation s seniors. and is creating an unsustainable system in which anesthesiologisrs are being forced away from 
areas with disproportionatcly high Medicare populations. 

In an effort to rcctify 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 increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undervaluation of ancsthcsia scrvices. I am pleased that the Agency accepted this recommendation in its proposed rulc, and I support full implementation of the 
RUC s recommendat~on. 

To cnsure 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 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 : Mr. Michael Fleming 

Organization : Mr. Michael Fleming 

Date: 08/27/2007 

Category : Individual 

Issue AreaslComments 

Technical Corrections 

Technical Corrections 

Centcrs for Medicare and Medieaid Services 
Department of Hcalth and Human Serviees 
Attention: CMS-1385-P 
PO Box 8018 
Baltimore, Maryland 2 1244-8018 

Re. TECHNICAL CORRECTIONS 

The proposcd rulc dated July 12th eontained an item under the technical corrections section calling for thc eunent regulation that permits a beneficiary to be 
reimbursed by Mcdicare for an X-ray taken by a MD or DO and used by a Doctor of Chiropraetie to determine a subluxation, be eliminated. I am writing in 
strong opposition to this proposal. 

Whilc subluxation does not necd to be dctected by an X-ray, in some cases the patient clinically will require an X-ray to idcntify a subluxation or to rule our 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.e. MRI 
or for a referral to the appropriate specialist. 

By limiting a Doctor of Chiropractic from referring an X-ray the cost to the Medicare patient will go up significantly due to the necessity of a referral to an 
orthopedist or rheumatologist for evaluation prior to referral to the radiologist as it is now. With fixed incomesand limited resources. Medieare patients may 
choose to forgo X-rays and thus needed treatment If treatment is delayed illnesses tha could be life threatening may not be discovered. Simply put it is the 
patient that will suffer as result of this proposal. 

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

Sinccrcly. 

Michacl D. Flcming 
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Submitter : Mr. Joshua Phillips 

Organization : Mr. Joshua Phillips 

Category : Individual 

Date: 08/27/2007 

Issue AreasfComments 

GENERAL 

GENERAL 

Dcar Ms. Norwalk: 

I am writing to cxpress my suongest suppon 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 sewiees, and that the Agency is taking steps to address this complicated issue. 

Whcn thc RBRVS was instituted, it crcated a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to 
other physician sewiccs. 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 ereating an unsustainable system in which anesthesiologists are being forced away from 
areas with disproportionately high Mcdicare populations. 

In an effort to rcctify this untenable situation, thc RUC recommended that CMS incrcw thc anesthesia conversion factor tooffset a calculated 32 pereent work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undcwaluation of anesthesia services. I am pleased that thc Agency acccpted this recommendation in its proposed rulc, and 1 support full implementation of the 
RUC s recommendat~on. 

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

Thank you for your consideration of this scrious matter. 

Page 138of 1128 August 29 2007 OR49 AM 



Submitter : Tammy Vaca Date: 08/27/2007 

Organization : Tammy Vaca 

Category : Individual 

Issue Areas/Comments 

Technical Corrections 

Technical Conections 

Ccntcrs for Medicare and Medicaid Services 
Department of Health and Human Services 
Attention: CMS-1385-P 
PO Box 8018 
Baltimorc. Maryland 2 1244-801 8 

Re  TECIINICAL CORRECTIONS 

Thc proposcd rulc datcd July 12th contained an item undcr the technical wrrcctions section calling for the current regulation that pmnits a beneficiary to bc 
rcitnburscd by Mcdicarc for an X-ray takcn by a MD or DO and uscd by a Doctor of Chiropractic to determinc 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 thc patient clinically will require an X-ray to identify a subluxation or to rule out any 
"rcd flags," or to also determinc 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 an X-ray the cost to the Medicare patient will go up significantly due to the necessity of a referral to an 
onhopedist or rheumatologist for evaluation prior to referral to the radiologist as it is now. With fixed incomes and limited resources. Medicare patients may 
choosc to forgo X-rays and thus nceded treatment. If treatment is delayed illnesses that could be life threatening may not be discovered. Simply put, it is the 
patient that will sufferas rcsult of this proposal. 

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

Sinccrcly. 

Tammv Vaca 
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Submitter : Mr. Keith Brown 

Organization : Core Physical Therapy 

Category : Physical Therapist 

Issue Areas/Comments 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 
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I am writing to ask CMS to please remove physical therapy from the allowed list of inaffice 
ancillary services in physician offices. As a FT, I have worked in settings from hospital to home 
health care to private practice and even in a physician owned FT (POPTS) clinic. Without 
question, the only one of those settings where I ever felt uncomfortable practicing was the POPTS 
clinic. I saw concrete examples of patients being pushed by the physician into using his own 
therapists, even if the patient requested to go somewhere else. I've seen quotas that required 
therapists in a POPTS setting to see a certain number of patients per day or charge each patient a 
certain number of units per visit. 

Patients are not always the sawiest health care consumers, especially the elderly ones. They 
have a built-in trust in whatever their physicians tell them is in their best interests. If the 
physician tells a patient they need to drive an extra 30 minutes to come in to the POFTS clinic, 
even though they have a qualified PT t h ~ e  blocks from home, they believe their doctor. If the 
physician tells them that an outside PT is "not as qualified" to treat that patient as his POPTS 
therapists are, the patient believes the doctor. 

Do these doctors tell their patients that they have a choice in where they get their therapy just like 
they have a choice in what pharmacy they use? Do these doctors tell their patients that two miles 
away there is a private PT practice with a board certified geriatric PT specialist who could give 
them the best treatment possible? Do these doctors tell their patients that every PT visit the 
doctor orders puts money right back into that same doctors pockets? 

When a physician has such an easily accessible profit motive as a POPTS clinic, it takes away the 
doctor's incentive to do what is best for the patient in favor of padding his own bottom line. I 
saw one example just last week. A patient who is personal friends with another local physical 
therapist relayed this story to me. They went to see a local orthopedic surgeon. He 
recommended FT to the patient. The patient said he wanted to go see his friend for FI'. The 
doctor told the patient, "No, you don't want to do that, that therapist is not qualified to do spine 
rehab like my PT staff is". If the allegation were not so damaging and patently false, it would be 
laughable. The therapist in question is known throughout the area as an outstanding clinician 
with advanced training in spine rehab. 

Keeping PT on the list of in-house ancillary services hurts Medicare, it hurts private practice 
therapists and it hurts the entire health care system. Most importantly, it hurts the patient's right 
to choose and their right to get the best physical therapy possible. I strongly urge you to remove 
physical therapy from the list. That is the only way to make sure that every decision is made in 
the patient's best interest, not financial self-interest. 

Sincerely, 

Keith Brown, PT 
Core Physical Therapy 
301 Margie Drive 
Warner Robins, GA. 3 1088 
478 953-5800 phone 
478 953-5855 fax 



Submitter : Louis Vaca Date: 08/27/2007 

Organization : Louis Vaca 

Category : Individual 

Issue Areas/Comments 

Technical Corrections 

Technical Corrections 

Centers for Medicare and Medicaid Services 
Department of Hcalth and Human Services 
Attention: CMS- 1385-P 
PO Box 80 18 
Baltimore, Maryland 2 1244-80 18 

Re: TECHNICAL CORRECTIONS 

Tl~c proposed rule dated July 12th wntaincd an item under the technical corrections section calling for the current regulation that pcrmits a beneficiary to be 
reimbursed by Mediearc for an X-ray takcn by a MD or DO and uscd by a Doctor of Chiropractic to determine a subluxetion, be eliminated. I am writing in 
strong opposition to this proposal. 

Wliilc subluxation does not nccd to bc dctccted by an X-ray, in somc cases the patient clinically will rcquire an X-ray to idcntify a subluxation 01- to mlc out any 
"red flags," or lo also dctcrminc diagnosis and treatment options. X-rays may also be required to hclp determine the nccd for furthcr diagnostic testing, i.e. MRI 
or for a referral to thc appropriate specialist. 

By limiting a Doctor of Chiropractic from referring an X-ray the cost to the Medicarc paticnt will go up significantly due to the necessity of a refenal to an 
orthopedist or rhcumatologist for evaluation prior to referral to the radiologist as it is now. With tixcd incomes and limited resources. Medicare paticnb may 
choosc to forgo X-rays and thus needed trcatment. If trcatment is dclayed illnesses that could be lifc threatening may not be discovercd. Simply put, it is thc 
palicnt that will suffcr as rcsult of this proposal. 

1 strongly urgc you to tablc this proposal. Thcse X-rays, if nccdcd, are intcgral to the overall treatment plan of Medicarc patients and, again, it is ultimately the 
paticnt that will suffcr should this proposal becomc standing regulation. 

Sinccrcly. 

Louis Vaca 
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Submitter : Dr. Michael Brown Date: 08/27/2007 

Organization : Thoracic Cardiovascular Institute 

Category : Physician 

Issue Areas/Comments 

Coding-- Additional Codes From 
5-Year Review 

Coding-- Additional Codes From 5-Year Review 

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

Dcar Mr. Kuhn: 

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

In conjunction with two-dimensional echocardiography, color Doppler typically is used for identifying cardiac malfunction (sueh as valvular regurgitation and 
intracardiac shunting), and for quantitating the severity of these Icsions. In particular, color Doppler information is critical to the decisionmaking process in 
patients with suspicion of heart valve disease and appropriate seleetion of paticnts for valve surgery or medical management. In addition, eolor flow Doppler is 
important in the accurate diagnosis of many other cardiac conditions. 

CMS s proposal to bundle (and thereby eliminate payment for) color flow Doppler completely ignores the practice expenses and physician work involved in 
performance and interpretation of these studies. While wlor flow Doppler can be performed concurrently or in concert with the imaging wmponent of 
cchocardiographic studies, the performance of color flow Doppler increases the sonographer time and equipment time that are required for a study; in fact, the 
physician and sonographer time and resources involved have, if anything, increased, as color flow Doppler s role in the evaluation of valve disease and other 
conditions has bccomc more complex. The sonographer and equipment time and the associated overhead required for the performance of wlor flow Doppler are 
not included In the relative value units for any other echocardiography base procedure. Thus, with the stroke ofa pen, the CMS proposal simply eliminates 
Mcdicarc payment for a service that (as CMS itself acknowledges) is impottant for accurate diagnosis and that is not reimbuned under any other CPT code. 

Moreover. CMS is incorrect in assuming that color flow Doppler is intrinsic to the provision of all echocardiography procedures. I understand that data gathered 
by an ~ndcpcndcnt consultant and subrnittcd by the American College of Cardiology and the American Society of Echowdiography confirm that color flow 
Dopplcr is routinely performed in conjunction with CPT code 93307. However. these data, which were previously submitted to CMS, also indicate that an 
estimated 400,000 color flow Doppler claims each year are provided in conjunction with 10 echocardiography imaging codes other than CPT Code 93307, 
including fetal echo, transesophageal echo, congenital echo and stress echo. For many of these echocardiography base codes. the proportion of claims that 
includc Doppler color flow approximates or is less than 50%. More recent data submitted by the ASE in response to the Proposed Rule confirms that this practice 
pattern has not changcd over the past several years. 

For these reasons. I urge you to refrain from finalizing the proposed bundling of wlor flow Doppler into other echocardiography procedures, and to work closely 
with the American Society of Echocardiography to address this issue in a manner that takes into account the very real resources involved in the provision of this 
important service. 

Sinccrely yours, 

T. Michael Brown, DO 
Thoracic Cardiovascular lnstitutc 
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Submitter : Mr. Jordan Phillips 

Organization : Mr. Jordan Phillips 

Category : Individual 

Date: 08/27/2007 

Issue AreasIComments 

GENERAL 

GENERAL 

Dear Ms. Nowalk: 

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 gioss undervaluation of anesthesia services, and that the Agency is taking steps to address this complicated issue. 

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

In an effort to rcctify this untcnablc situation. the RUC rccommended that CMS increase the anesthesiaeonversion factor to offset a calculated 32 percent work 
undervaluation a move that would result m an increase of nearly 64.00 per anesthesia unit and serveas a major step forward In correcting the long-standing 
undcrvaluation of ancslhesia scrviccs. I am pleased that the Agcncy accepted this recommendation in its proposed rule, and I support full implementation of thc 
RUC s recommendation, 

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

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

Organization : 
Date: 08/27/2007 

Category : Physician 

Issue AreasIComments 

CAP Issues 

CAP Issues 

Thank you for thc opportuncty to submit comments on the Physician Self-Refenal Provisions of CMS-1385-P cntitled Medicare Program; Proposed Revisions 
to Paymcnt Policics Undcr thc Physician Fee Schedule for Calendar Year 2008. 1 am a boardccrtified pathologist and a membcr of the Collegc of American 
Pathologists. 1 practice in Hollywood and Pcmbrokc Pines. Floridaas pan of a 21 physician group. 

I applaud CMS for undertaking this important initiativc to end self-rcfcnal abuses in the billing and payment for pathology scrviccs. I am awarc of several 
arrangcmcnts in my practicc arca that givc physician groups (particularly gastroentcmlogy, urology and dermatology) a sharc of the revcnucs from the pathology 
scrviccs ordcrcd and pcrformcd for thc groups paticnts. I bclicvc thcsc amngcments ~IX an abuse of the Stark law prohibition against physician self-rcfcrrals and I 
suppon rcvisions to closc the loopholcs that allow physicians to profit fmrn pathology scrvicn. I believe the prcsent situation leads tn incrmsed hcalth care cost 
duc to ovcr utilization of tests. 

Specifically I suppon thc cxpansion of the anti-markup rule to purchased pathology interpretations and the exclusion of anatomic pathology from the in-officc 
ancillary scrviccs exception to the Stark law. These revisions to thc Medicare reassignment rule and physician self-refenal provisions are necessary to eliminate 
financial self-interest in clinical decision-making. I bclieve that physicians should not beable to profit from the provision of pathology services unless the 
physician is eapablc of personally performing or supervising the service. 

Opponents to thne proposed changes assen that thcir captive pathology amngcments enhance patient care. I agree that the Medicare program should ensure that 
providers furnish care in thc best interests of their patients, and, restrictions on physician self-referrals are an imperative program safeguard to ensure &at elinical 
dccisions arc determined solely on thc basis of quality. The proposed changes do not impact the availability or delivery of pathology scrvices and are designed 
only to rcmove the financial conflict of interest that eornpromises the integrity of the Mcdicare program. 

Sinccrcly, 

J. V~ccor Chancy, MD 
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Submitter : Mr.  Andrew Phillips Date: 08/27/2007 

Organization : Mr. Andrew Phillips 

Category : Individual 

Issue AreasICornments 

GENERAL 

GENERAL 

Dcar Ms. Nowalk: 

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

Whcn thc RBRVS w a  instituted, it created a huge payment disparity for anesthcsia ewe, mostly due to significant undervaluation of anesthesia work compared to 
other physician services. Today, more than a decade sinee the RBRVS tookcffect, Medieare payment for anesthesia services stands at just $16.19 per unit. This 
amount does not cover the wst of caring for our nation s seniors, and is creatlng an unsustainable system in which anesthesiologists are being forced away from 
arc- with disproponionatcly high Medicare populations. 

In an effort to rectify this untenable s~tuation, the RUC recommended that CMS inercase the anesthesia conversion factor to offset a calculated 32 percent work 
undewaluatlon a move that would result in an increase of nearly $4.00per anesthesia unit and serve as a major step forward In correcting the long-standing 
undcrvaluation 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 the anesthesia eonversion factor increase m recommended by the RUC. 

Thank you for your consideration of this serious matter. 

Page 145 of 1128 August 29 2007 08:49 A M  



Submitter : Dr. Kenneth Leung 

Organization : Dr. Kenneth Leung 
Date: 08/27/2007 

Category : Physician 

Issue AreasIComments 

GENERAL 

GENERAL 

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

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

Dcar Ms. Nonvalk: 

I nm writing to express my smngcst 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 raking steps to address this complicated issue. 

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

In an cffort to rcctify this untcnable Situation, the RUC rccommended that CMS increase the anesthesia conversion factor to offsct a calculated 32 pcrcent work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undervaluation of ancsthcsia scrviccs. I am pleased that thc Agency accepted this recommendation in its proposed rule, and I support full implemcntation ofthc 
RUC s recomrnendat~on 

To cnsurc that our patien& have acccss to expen anesthesiology mcdical care. it is imperative that CMS follow through w~th thc proposal in the Fcderal Registcr 
by fully and immediately implementing the anesthesia conversion factor incrcase as rccommended by the RUC. 

Thank you for your consideration of this serious matter. 

Sinccrcly, 

Kcnncth Lcung, M.D. 
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Submitter : Mr. Jackson Phillips 

Organization : Mr. Jackson Phillips 

Date: 08/27/2007 

Category : Individual 

Issue Areas/Comments 

GENERAL 

GENERAL 

Dear Ms. Nowalk: 

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

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

In an cffort to rectify this untenable situation, the RUC recommcndcd that CMS increase thc 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 ofancsthcsia scrviccs. I am pleased that the Agcncy accepted this recommendation in its proposed rule, and I 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 Register 
by fully and ilnmcdiatcly implcrncnting thc anesthesia conversion factor incrcasc as recommended by the RUC. 

Thank you for your considcrat~on of this serious mattcr. 
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Submitter : Patty Moore 

Organization : Patty Moore 

Category: Individual 

Issue AreaslComments 

GENERAL 

GENERAL 

Date: 08/27/2007 

Thc Physician Work RW-CPT 77080 (DXA) 
The Dircct Practicc Expcnsc R W  for 77080 (DXA) 
lndircct Practicc Expcnsc for DXA and VFA 
Deficit Reduction Act 
Dcar Mr. Wccms: 
I apprcciatc thc opportunity to offcr gcncral commcnts on the proposed rule regarding chnnges to thc Medicare physician fee schedule CMS-1385-P. 
As a providcr of DXA andlor VFA scrvices. I requcst CMS to rccvaluate the following: 
a. Thc Physician Work R W  for 77080 (DXA) should be increased from 0.2 to 0.5, consistent with the most comprehensive sumcy data available; 
b. Thc Dircct Practicc Expensc R W  for 77080 (DXA) should reflect the following adjustments: 
'? thc cquipmcnt type for DXA should be changed from pencil beam to fan beam with acorresponding increase in equipment cost from $41.000 to $85.000; 
? thc utilization ratc for prcventivc health services involving equipment duigned to diagnose and treat a single disease or a preventivc health service should be 
calculated in a different manner than other utilization rates es as to reflect the actual utilization of that service. In thecase of DXA and VFA, the 50% utilization 
ratc should bc changcd to reflect the utilization rate for DXA to 12%. 
c. Thc inputs used toderive Indirect Practice Expense for DXA and VFA should be made available to the general public, and 
d. DXA (77080) should not be considered an imaging service within the meaning of the section 5012 (b) of the Deficit Reduction Act of 2005 because the 
diagnosis and treatmcnt of ostcoporosis is based on a score and not an image. 
As I gct closcr to thc medicare age, I pay more attention to what medicarc is doing. I'm worried about the coveragc of needed health care. 
Thank you 
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Submitter : Dr. Jody Tenjeras 

Organization : Lakes Area Family Chiropractic 

Category : Chiropractor 

Issue AreasIComments 

Date: 08/27/2007 

GENERAL 

GENERAL 

It has always been the standard of care to be able to take a radiograph of the area of chief complaint (minimum) andlor other areas as deemed necessary by 
examination. I t  makes no sense to prohibit insurance payment for this diagnostic tool. As a primary care physician, it would seem an unfair practice as well. 
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Submit ter  : RANDY KIRSHMAN 

Organization : ANTHESIA MEDICAL CONSULTS 

Category : Individual 

Date: 08/27/2007 

Issue AreasIComments 

GENERAL 

GENERAL 

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

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

Dcar Ms. Norwalk: 

I am writing to cxpress my strongest support for thc proposal to lncreasc anesthesia payments under the 2008 Physician Fee Schedule. I am grateful that CMS has 
recognized thc gross undervaluation ofanesthesia services, and that the Ageney 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 undewaluation of anesthesia work compared to 
othcr physician services. Today, more than a decade since thc RBRVS took effffit, Medicare payment for anesthesia sewices stands at just f 16. I9 per unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in  which anesthesiologistsare be~ng forced away from 
arcas with disproportionately high Mcdicare populations. 

In an cff01-1 to rectify this untenable situat~on, the RUC rccommended that CMS increase the anesthesiaconversion factor to offset acalculated 32 percent work 
undervaluation a move that would result in an Increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undervaluation of ancsthcsia scrviccs. I am pleased that thc Agcncy acccpted this recommendation in its proposcd rule, and I support full implcmcntation of thc 
KllC s recommendation. 

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

Thank you for your considcration of this scrious matter. 

RANDY KIKSHMAN 
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Submitter : Mr. Gregory Pilcher 

Organization : Mr. Gregory Pilcher 

Date: 08/27/2007 

Category : AttorneyILaw Firm 

GENERAL 

GENERAL 

Dcar Ms. Nonvalk: 

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

When the RBRVS was inslitutcd, it ereated a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to 
other physician serviccs. Today, more than a deeadc sincc the RBRVS took effect, Medieare payment for anesthesia services stands at just $16.19 per unit. This 
amount does not cover the cost of carlng for our nations seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
areas with disproportionately high Mcdicare populations. 

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

To ensure that our patients have access to export anesthesiology medical care, it is imperative that CMS follow through with thc 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 scrious mattcr. 
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Date: 0812712007 Submi t t e r  : Dr. Rober t  Yood 

Organization : Fallon Clinic 

Category : Physician 

Issue AreasIComments 

Coding--Reduction I n  T C  For  
Imaging Sewices  

Coding--Reduction In TC For Imaging Sewices 

Kcrry Wccms, Acting Administrator 

Ccntcrs for Mcdicarc and Mcdicaid Scrviccs 

Dcpartmcnt of Health and Human Scrviccs 

Attention: CMS-I 385-P 

Mail Stop C4-26-05 

7500 Security Boulcvard 

Baltimorc, Maryland 2 1244-1850 

RE: CMS-1385-P Proposcd Rcvisions to payment policics undcr thc physician fee schedule and other Part B payment policies for CY 2008 

Comnicnts: 

Thc Physician Work RVU-CPT 77080 (DXA) 

I The Direct Practicc Expcnsc R W  for 77080 (DXA) 

lndircct Practicc Enpcnse for DXA and VFA 

Deficit Rcduction Act 

Dcar Mr. Wccms: 

I apprcciatc thc opportunity to offer general comments on the proposcd rule regarding changcs to the Medicare physician fee schedulc CMS-1385-P. 

As a providcr of DXA services, I rcquest CMS to recvaluatc the following: 

a. Thc Physician Work RVU for 77080 (DXA) should be increased from 0.2 to 0.5, consistent with the most comprehensive survey data availablc; 

b. The Direct Practice Expcnse RVU for 77080 (DXA) should reflcct the following adjustments: 

? the cquipmcnt typc for DXA should bc changed from pencil beam to fan beam with a corresponding increase in equipment cost from $41,000 to f85.000 
(note thc I rccently considcrcd purchase of bone densitomcby scanner from Hologic and was quotcd 580,000); 

? thc utilization rate for prevcntivc health services involving equipment designed to diagnosc and kcat a single disease or a preventive health service should 
bc calculated In a different manner than other utilization rates so as to reflect the actual utilization of that service. In thc case of DXA and M A ,  the 50% utilization 
ratc should bc changed to rcflcct the utilization rate for DXA to 12%. 
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c. Thc inputs uscd to dcrivc Indircct Practice Expcnse for DXA and VFA should be made available to the gcneral public, and 

d. DXA (77080) should not be considered an imaging service within thc meaning of thc section 5012 (b) of the Dcficit Reduclion Act of 2005 because the 
diagnosis and treatment of osteoporosis is based on a score and not an image. 

Sincerely, 

Robert Yood MD. FACP, FACR 
Fallon Clinic 
425 N. Lake Avcnuc 
Worcester, MA 01605 
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Submitter : Mrs. Tammy Skinner Date: 08/27/2007 

Organization : Mrs. Tammy Skinner 

Category : Individual 

Issue AreasIComments 

GENERAL 

GENERAL 

Dcar Ms. Nonvalk: 

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

Whcn thc RBRVS was instituted, it created a hugc payment disparity for anesthesia carc, mostly duc to significant undervaluation of anesthesia work comparcd to 
othcr physician scrviccs. Today, more than a decade sincc the RBRVS took effccf Medicare paymcnt foranesthesia services stands at just $16.19 per unit. This 
amount does not cover the cost of caring for our nations seniors, and is creating an unsustainable system in which anesthesiolog~sts are being forced away from 
nrcas with disproponionatcly high Mcdicare populations. 

In an effort to rectify this untcnable 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 64.00 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 recommcndation in its proposed rule, and I support full implementation of the 
RUC s recommendation. 

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

Thank you for your consideration of this scrious matter. 
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Submitter : Dr. Bruno  Dipasquale 

Organization : Collier Pathology Services, PA 

Category : Physician 

lssue AreaslComments 

Date: 08/27/2007 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

August 27.2007 
Thank you for the opportunity to submit comments on the Physician Self-Refeml Provisions of CMS-I 385-P entitled Medicare Program; Proposed Revisions 
to Payment Policies Under the Physician Fee Schedule for Calendar Year 2008. 
I am a board-ccrtificd pathologist and a member of thc Collcgc of American Pathologists. I practicc in Naples. FL, and my group of three pathologists provides 
pathology at hvo I4ospitals. Physic~ans Regional Mcdical Ccnter, Pine Ridge and Collier Boulevard campuses, as Collier Pathology Service.. 
I applaud CMS for undcnaking this important initiative mend self-referral abuses in the billing and payment for pathology services. I am aware of arrangements 
in my practice area that give physician groups a share of the revenues from the pathology services ordered and performed for the group s patients. I believe these 
arrangements arc an abuse of the Stark law prohibition against physician self-refcnals and I support revisions to close the loopholes that allow physicians to profit 
from pathology services. 
Specifically I support the expansion of the anti-markup mlc to purchased pathology inkrpretations and thc exclusion of anatomic pathology from the in-ofice 
ancillary services exception to the Stark law. These revisions to the Medicare reassignment rule and physician self-refed provisions are necessary to eliminate 
financial self-interest in clinical decision-making. 1 believe that physicians should not be able to profit from the provision of pathology services unless the 
physician is capable of personally performing or supervising the service. 
Opponents to thesc proposed changes assen that their captive pathology arrangements enhance patient care. I agree that the Medicare program should ensure that 
providers furnish care in the best interests of their patien&, and, resoietions on physician self-referrals are an imperative pmgram safeguard to ensure that clinical 
dccisions are determined solely on the basis of quality. The proposed ehanges do not impact the availability or delivery ofpathology services and are designed 
only to remove thc financial conflict of interest that compromises the integrity of the Medicare pmgram. 
Sinccrely. 
Bruno Dipasqualc. MD, Ph.D. 
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Submitter : Mr. Ronald Mcrfee Date: 08/27/2007 

Organization : Mr. Ronald Mcafee 

Category : Individual 

Issue Areas/Comments 

GENERAL 

GENERAL 

Dcar Ms. Nonvalk: 

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

Whcn thc RBRVS was instituted, it crcated a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to 
othcr physician scrvices. Today, more than a dccadc since the RBRVS took effect, Medicarc payment for anesthesia services stands at just $16.19 pcr unit This 
amounr 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 rcctify this untenablc situation, the RUC recommended that CMS increase thc 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 
undc~aluation of ancsthesia scrvices. I am pleased that the Agency accepted this recommendation in its pmposed rule, and I suppon full implementation of the 
RUC s rccommendat~on 

To cnsurc that our patients havc acccss to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Fcdcral Register 
by fully and immediatcly implementing the ancsthcsia conversion factor incrcase a s  recommended by the RUC. 

Thank you for your consideration of this serious matter. 

Page 156 of 1128 August 29 2007 08:49 AM 



Submitter : Mr .  Robert Perry 

Organization : Mr. Robert Perry 

Category : Other Practitioner 

Date: 08/27/2007 

Issue AreaslComments 

GENERAL 

GENERAL 
I am a CRNA in Arkansas and wc arc onc of thc lowest medicarc rates in thc country yct wc havc a high population of mcdicm patients. 
To bc compclctivc wc havc to havc a ratc increase. Plcase help us takc care of the medicare patients in our statc 
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Submitter : Mrs. Marilyn Mcafee Date: 08/27/2007 

Organization : Mrs. Marilyn Mcafee 

Category : Individual 

Issue,Areas/Comments 

GENERAL 

GENERAL 

Dcar Ms. Nonvalk: 

I am writing to cxprcss my strongest suppon for the proposal to increaseanethesia 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 stcps to address this complicated issue. 

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work comparcd to 
othcr physician services. Today, more than a decade since the RBRVS took effeet. 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 anesthesiologisu are being forced away from 
arcas with dispropo?ionatcly high Mcdicare 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 S4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undervaluation of anesthesia scrvices. I am pleased that the Agency accepted this recommendation in its proposed rule, and I suppon full implementation of the 
RUC s recommendation. 

To cnsurc that our patrcnts havc access to expen anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Rcgistcr 
by fully and immcdiatcly implemcnt~ng thc anesthesia convcnion factor incrcase as recommended by the RUC. 

Thank you for your consideration of this scrious mattcr. 
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Submitter : Donald Mathews Date: 08/27/2007 

Organization : Donald Mathews 

Category : Physician 

Issue AreaslComments 

GENERAL 

GENERAL 

Lcslic V. Nonvalk, Esq. 
Acting Administrator 
Ccnters for Mcdicare and Medicaid Services 
Attcntion: CMS-1385-P 
P.O. Box 8018 
Baltimore, MD 21 244-8018 

Rc: CMS-1385-P 

Ancsthcsia Coding (Pan of 5-Ycar Rcvicw) 

Dcar Ms. Norwalk: 

1 am writing to cxprcss my srrongcst support for the proposal to incrcase ancsthesia payments under thc 2008 Physician Fee Schedule. I am gratc:hl that CMS has 
rccognizcd thc gross undcrvaluation of ancsthesia services. and that the Agcncy is raking 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 scrviccs. Today, more than a decade sincc thc RBRVS took effect, Medicare payment for anesthcsia services stands at just 6 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 disproponionately high Medicare populations. 

In an cffon to rcctify this untcnablc situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 pcrccnt work 
undervaluation a move that would result in an increase of nearly $4 00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undcrvaluation of ancsthcsia scrviccs. I am pleased that the Agency acceptcd this recommendation in its proposed ~ l c ,  and I suppon full implementation of thc 
RUC s rccommendation. 

To cnsurc that our paticnts havc acccss to cxpcn ancsthcsiology medical carc, it is impcrative that CMS follow through with thc proposal in thc Fcderal Rcgister 
by fully and ilnmcdiatcly implcmcnting thc anesthesia conversion factor increasc as rccommcndcd by thc RUC. 

I havc grcatly enjoycd canng for patients in  my 18 ycars as Ancsthcsiologist and would like to be fairly compensated for my skills and abilitics. 

Thank you for your consideration of this serious matter. 

Rcspccthlly. 
Donald M Mathcws. MD 
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Submitter : Dr. Lisa Doan 

Organizntion : Dr. Lisa Doan 

Category : Physician 

Issue Areas/Comments 

GENERAL 

Date: 08/27/2007 

GENERAL 
Lcslic V. Nonvalk, Esq. 
Acting Administrator 
Ccnters for Medicarc and Medicaid Services 
Attention: CMS-1385-P 
P.O. Box 8018 
Baltimorc, MD 21244.8018 

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

Dear Ms. Norwalk: 

I am writing to express my strongest support for the proposal to increase anesthesiapaymcnts undcr the 2008 Physician FCC Schedule. I am grateful that CMS has 
recognized the gross undervaluation of anesthesia scrviccs, and that the Ageney is taking steps to address this complicated issue. 

When the RBRVS was institutcd, it created a hugc payment disparity for anesthesiacare, mostly due tosignificant undervaluation of anesthesia work compared to 
other physician serviccs. Today, more than a decade since the RBRVS took effccL Medicare payment for anesthesia services stands at just 616.1 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 
a r m  with disproponionatcly high Mcdicare populations. 

In an effort to rectify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset acalculated 32 percent work 
undervaluat~on a move that would result in an increase of nearly 64.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undervaluation of anesthesia scrviccs. I am pleased that the Agcncy acccpted this recommendation in its proposed rule, and I support full implcmcntation of thc 
RUC s recommendat~on. 

To cnsurc that our patlents haveacccss to expert anesthesiology mcdical care, it is impcrativc that CMS follow through with the proposal In the Federal Registcr 
by fully and immcdiately implcmcnting the ancsthesiaconvcrsion factor increase as recommended by the RUC. 

Thank you for your consideration of this serious matter. 

Lisa Doan 
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Submitter : Dr. John Randolph 

Organization : Dr. John Randolph 

Date: 08/27/2007 

Category : Physician 

GENERAL 

GENERAL 

Dear Ms. Nonvalk: 

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

When the RBRVS was instituted, it created a hugc payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to 
othcr physician scrviccs. Today, more than a decade since the RBRVS took cffect. Medicare payment for anesthesia services'stands at just 616.1 9 per unit. This 
amount does not cover the cost of caring for our nation s senlors, 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 increasc the anesthesia conversion factor to offset a calculated 32 percent work 
undervaluation a move that would result in an increase of nearly 54.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undervaluation of ancsthcsia scrviccs. I am pleased that the Agency aeccptcd this recommendation in its proposed rule, and I support full imple~ncntation of thc 
RUC s recommendation. 

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

Thank you for your consideration of this serious matter. 

Page 161 of 1128 August 29 2007 08:49 AM 



Submitter : Mr. John Miles 

Organization : Mr. John Miles 
Date: 0812712007 

Category : Individual 

Issue AreaslComments 

GENERAL 

GENERAL 

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 gratcful that CMS has 
recognized the gross undervaluation of ancsthesia services, and that the Ageney is taking steps to address this complicated issue. 

When the RBRVS was instituted, it created a huge payment disparity for anesthnia care, mostly due to significant undervaluation of anesthesia work compared to 
other physician scwiccs. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesiaservices 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 disproponionatcly high Mcdicare populations. 

In an cfTon to rcctify this untcnablc situation. the RUC rccommendcd that CMS incrcasc the anesthesia conversion factor to offset a calculated 32 percent work 
undcrvalua[ion a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undcrvaluation of ancsthesia scrviccs. I ampleascd that the Agency acccptcd this recommendation in its proposed rule, and I support full implementation of thc 
RUC s recommendation. 

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

Thank you for your considcration of this scrious matter. 
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Submitter : Mr. Dennis Baltz 

Organization : Mr. Dennis Baltz 

Category : Other Health Care Professional 

Issue AreasIComments 

Date: 0812712007 

GENERAL 

GENERAL 

Plcge help us overcome the 8.7% decrease in pay you started in 2007 by increasing the anesthesia medicarc reimbursement rate for CRNA's in Arkansas. We havc 
a lot of retired patients in our statc and since we are already one of the lowest medicare reimbursement rates in the US we need this to pass. Thank you 
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Submitter : Mrs. Betty Miles 

Organization : Mrs. Betty Miles 

Category : Individual 

Date: 0812712007 

Issue AreasIComments 

GENERAL 

GENERAL 

Dear Ms. Nonvalk: 

I am writing to cxpmss my strongest support for the proposal to increase ancsthesia paymcnts under the 2008 Physician Fee Schcdulc. I am grateful that CMS has 
recognized thc gross undcrvaluation of ancsthesia scrvices, and that thc Agency is taking steps to address this complicated issue. 

When thc RBRVS was instituted, it created a huge paymcnt disparity for anesthesia care, mostly due to significant undervaluation of ancsthesia work comparcd to 
other physician scrviccs. Today, more than a decade since the RBRVS took effect, Medicare pnymcnt 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 unsusta~nable system in which anesthesiologists are being forced away from 
arcas with disproportionately high Mcdicarc populations. 

In  an cffort to rectify this untcnablc situation, the RUC recomrnendcd that CMS increase the anesthesia conversion factor to offscta calculated 32 percent work 
undervaluat~on a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undcrvaluation ofancsthcsia scrviccs. I am pleased that thc Agcney acccpted this recommendation in its proposed ntle, and I support full implcmcntaticm of thc 
HUC s recommendation. 

To ensure that our paticnts have access to expert anesthesiology mcdical care, it is imperative that CMS follow through with thc proposal in thc Fedcral Registcr 
by fully and inm~cdiately implementing the ancsthesia conversion factor increase as recommended by the RUC. 

Thank you for your consideration of this scrious mancr. 
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Submitter : Dr. Shawn Calvin 

Organization : UT medical school dept of anesthesiology 

Category : Physician 

Issue Areas/Comments 

Date: 08/27/2007 

GENERAL 

GENERAL 

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 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 hugc paymcnt disparity for anesthesia care, mostly due to significant undervaluationof 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 creatlng an unsustainable system in which anesthesiologists are king forced away from 
arc= with disproportionately high Medicarc populations. 

In an cffort to rectify this untenable situation, the RUC rccommcnded that CMS increasc the anesthcsia 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 services. I am pleased that the Agcncy accepted this recommendation in its proposed rule. and I support full implementation of thc 
RlJC s recommendation. 

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

Thank you for your consideration of this serious matter 
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Submitter : Dr. Monireh Moghaddam 

Organization : Friendswood Family Chiropractic Clinic 
Category : Chiropractor 

Issue AreasIComrnents 

GENERAL 

GENERAL 

Plcase sce attachment 
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Centers for Medicare and Medicaid Services 
Department of Health and Human Services 
Attention: CMS-1385-P 
PO Box 801 8 
Baltimore, Maryland 21 244-801 8 

Re: "TECHNICAL CORRECTIONS" 

The proposed rule dated July 1 2th 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 
MD or DO and used by a Doctor of Chiropractic to determine a subluxation, be eliminated. 
writina in strona o~~os i t i on  to this ~ ro~osa l .  

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 an X-ray the cost to the Medicare patient will go up 
significantly due to the necessity of a referral to an orthopedist or rheumatologist for evaluation prior 
to referral to the radiologist as it is now. With fixed incomes and limited resources, Medicare patients 
mav 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 the patient that will suffer as result of this 
proposal. 

I stroncllv urge YOU to table this ~roposal. 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, 



Submitter : Mrs. Margie Irvin 

Organization : Bay Area Renal Stone Center 
Category : Health Care ProviderlAssociation 

Issue AreaslComments 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 
Plcasc scc attachcd letter. 
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DEPARTMENT OF HEALTH AND HUMAN SERVICES 
CENTERS FOR MEDICARE AND MEDICAID SERIVICES 
OFFICE OF STRATEGIC OPERATIONS & REGULATORY AFFAIRS 

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

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


