
Submitter : Dr. Jeff Parker 

Organization : Dr. Jeff Parker 

Category : Chiropractor 

Issue AreasIComments 

Date: 08tZ7l2007 

Coding-Reduction I n  T C  For 
Imaging Services 

Coding--Reduction In TC For Imaging Services 

This has the possibility of creating a financial hardship for seniors. More importantly it increases the risk for injury by discouraging appropriate diagnostic 
imaging. Please reject this rcvision. 
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Submit ter  : Dr. Sa rah  Williams 

Organization : Proffesional Pathology Services 

Date: 08/27/2007 

Category : Physician 

Physician Self-Referral Provisions 

Physician Self-Refenal Provisions 

Thank you for the opportunity to submit comments on the Phys~cian Self-Refenal Provisions of CMS-1385-P entitled Medicare Program; Proposed Revisions 
to Payment Policies Under the Physician Fee Schedule for Calendar Year 2008. I am a board-certified pathologist and a member of the College of American 
Pathologists. I practice in Columbia, S.C. and I am part of a I5 member group. Wc operate both an independent laboratory as well as practice in a hospital 
sctting. 
I applaud CMS for undertaking this important initiative to end self-referral abuses in the billing and payment for pathology services. I am aware of arrangements 
in my pmctlce area that give physician groups a share of the revenues from the pathology services ordered and performed for the groups patients I believe these 
arrangcments are an abuse of thc Stark law prohibition against physician sclf-refenals and I support revisions to closc the loopholes that allow physicians to profit 
from pathology services. 

Specifically I support thc cxpansion of the anti-markup rule to purehascd pathology interpretations and the exclusion of anatomic pathology from the in-ofice 
ancillary serviccs cxccption to the Stark law. Thcse revisions to the Mcdican: reassignment rule and physician sclf-referral provisions are necessary to eliminate 
financial sclf-interest in clinical decision-making. I believe that physicians should not beable to profit from thc provision of pathology services unless the 
physician is capable of personally performing or supervising the scrvice. 

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

Sincerely, 
Sarah G. Williams. M.D. 
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Submit ter  : Dr. leslie walsh 

Organization : Dr. leslie walsh 

Date: 08/27/2007 

Category : Physician 

Issue AreaslComments 

Coding-- Additional Codes  F r o m  
5-Year Review 

Coding-- Additional Codes From 5-Yeat Review 

In rcgard to CMS-1385-P 1 fully support the proposed increase in the anesthesia reimbursement under the 2008 Physician Fee Schedule. Medicare payment for 
ancsthesia scrviccs is currently approximately $16.00 per unit. This in many practice locations does not even cover the cost for providing the anesthesia service. 
and while providing some positivc cash flow in other practice locations, it is so small that it is a strong incentivc NOT to practice in an area with a largc mcdicare 
population. This low payment rate is due to the undervaluation of anesthesiology services compared to other physicians. In an effort to corrcct this very 
frustrating situation, the RUC rccommcnded that CMS increase the anesthesia conversion factor which is currently cstimated to be 32 percent undervalued. This 
would rcsult in an incrcasc of almost $4.00 pcr ancsthesia unit and serve to help rcctify the long-standing undervaluation of anesthesia services. To cnsure that 
~ncdicarc paticnts havc access to expert anesthesiology care, it is very important that CMS implement an increase in the anesthesia conversion ratc as recommended 
by the RUC. 

Thank you for your considcration. 
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Submitter : Mr. Paul Lopes 

Organization : Paul Lopes 

Category : Physical Therapist 

Issue Areas/Comments 

Date: 08/27/2007 

Physician SelCReferral Provisions 

Physician Self-Referral Provisions 

I am a Physical Therapist employed in a Physician Owned Physical Therapy Clinic. Our patientsconsistently report high levels of satisfaction with the 
Rehabilitation Scrviccs thcy receive in our clinics by our Therapists. Our Therapist staff retention is very high based on the Therapists enjoying the close 
communication and interaction with the physicians, and are better able to coordinate patient care. There is better acccss to medical documentation, diagnostics, 
surgery reports and otfice visits, that directly enhance the Therapists knowledge of the patients medical history. which leads to a more well ~nformed, and safer 
Thcrapy Plan of Carc to bc administered to the paticnt. 
With rcgards to thc areas you arc sceking comment on: 
1 )I scc no rcason why Thcrapy services should be singled out to bc cxcluded from the in-housc ancillary services exception. Thcrapy serviccs are integral in 
providing treatment to restore a patients return to independent function. Therapy services provided under the supervision and direction of a Physical Therapist 
with better ability to consult with the Referring Physician, or another Physician in the group, lead to a bener medical understanding of the patient s underlying 
pathology. This ultimately leads to better care, shorter Icngths of stay and lower healthcarc costs. Physicians and Therapists working in this type of environment 
work closely on designing Rehabilitation treatment protocols for many pathologies, with excellent levels of success. The physician s confidence level in Therapy 
is cnhanccd as thcy know thc treating Therapists are familiar with the trcatmcnt protocols and can readily ask qucstions on specific patient cases when necessary, to 
makc surc cach patient rcceives the best possible individualized care. Thcrapists employed by physician groups are licensed professionals who should be able to 
dircct, supervise and bill for Physical Therapy services, as is done in non-physician owned Therapy clinics. Smtc liccnsing requirements are the same for all 
Physical Thcrapists, regardless of type of setting the Therapist practices in; therefore I do not see why there should be access or billing differences based on 
inctdent to and direct Therapy services when Licensed Physical Therapists are performing, guiding and directing care in both scenarios. 

2)1 believe any restrictive change in the definition of cenmlized building as defined in 41 1.351, only acts to restrict access to patients needing skilled therapy 
services bascd on gcographical issues, which is not in the best intcrcst of the patients care. Patients should have access to skilled, comprehensive, and non- 
fragmcntcd care through various geographical Thcrapy sites. We should strive to improve, not restrict, access to competent Therapy sites for our Medicarc 
bcncficiarics, to encourage carly Therapy intervention when it is most needed and can do the most good for our patients, which leads to shorter stays in Therapy 
and lowers healthcarc costs. 
3 )  
4)With rcgard to potential program or patient abusc I would like to share these points: 
a)Physicians and Thcrapists have an ethical duty and professional responsibility to do what is best for thcir patients, and act accordingly. 
b)Thcrapists in Physician owned facilities are hcld to the same documentation standards as non Physician owned Therapy sites. They are constantly rc-evaluating 
patient progress toward goals and justify the need for continued skilled carc, and expectation for improvement through the documentation. 
c)Medicarc paymcnts arc cappcd for Therapy. The exception process allows for additional Therapy visits only when substantiating supportive documentation in the 
rccord by thc Therapist justifies ongoingcarc. 
d)Insurancc companies do not allow for payment of unnecessary services. 
e)Liccnscd Physical Therapists in elose communication with the Referring Physician provide a more comprehensive approach to the Physical Therapy care. 
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Submitter : Dr. Laurie Lazott 

Organization : Dr. Laurie Lazott 

Category : Physician 

Issue Areas/Comments 

GENERAL 

Date: 08/27/2007 

GENERAL 

Lcslic V. Nonvalk, Esq. 

Acting Administrator 

Ccntcrs for Mcdicarc and Medicaid Scrviccs 

Attcntion: CMS- 1385-P 

P.O. Box 8018 

Baltimore, MD 21244-801 8 

Rc: CMS- 1385-P 

Ancsthcsia Coding (Part of 5-Year Rcvicw) 

Dcar Ms. Nonvalk: 

I am writing to cxpras my strongst support for the proposal to incrcase anathcsia payments under the 2008 Physician Fee Schedulc. I am gratcful that CMS has 
rccognizcd thc gross undcrvaluation of ancsthcsia services, and that the Agcncy is taking steps to addrcss this complicated issue. 

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

In an cffort to rcctify this untcnablc situation, the RUC rccommended that CMS increase theancsthesia conversion factor to offsct acalculaled 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 ancsthesia scrviccs. I am plcased that thc Agency accepted this rewmmcndation in its proposed rulc, and I support full implementation of the 
RUC s recommendation. 

To cnsurc that our paticnts have acccss to expcn anesthesiology medical care, it is imperative that CMS follow through with the proposal in thc Federal Rcgister 
by fully and immcdiatcly implcmcnting thc anesthcsia conversion factor incressc as rccommcnded by the RUC. 

Thank you for your consideration of this serious matter. 

Dr. Lnuric Lazott 
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Submitter : Mr. Peter Stathas 

Organization : Mr. Peter Stathas 

Category : Physical Therapist 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

Mr. Kcrry N. Wccms 
Adminisnator-Dcsignatc 
Cntrs. for Medicare and Medicaid Svcs. 
U.S. Dcpt. of Hcalth & Human Scrviccs 
Attention: CMS-1385-P 
RE: Physician Sclf-Rcfcrral lssucs 

CMS-I 385-P-8325-Attach-l . DOC 

Date: 0812712007 
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Mr. Keny N. Weems 
Administrator-Designate 
Cntrs. for Medicare and Medicaid Svcs. 
U.S. Dept. of Health & Human Services 
Attention: CMS-1385-P 
P.O. Box 8018 
Baltimore, MD 21244-8018 
RE: Physician Self-referral issues 

Dear Mr. Weems: 
P H Y S I C A L  T H E R A P Y  

S E R  V I C  E  S ,  S . C .  

I am a physical therapist who has worked in private practice in Milwaukee, Wisconsin for the 
past 16 years. I own my own practice and am active within the physical therapy community. I 
would like to comment on the July 12" proposed 2008 physician fee schedule rule, specifically 
the issue surrounding physician self-refenal and the "in-office ancillary services" exception. 

The company for which I work takes pride in seeking out and hiring very well-educated, 
experienced therapists who provide exceptional care. With declining reimbursement and limited 
visits with both Medicare and other insurers it has become increasingly difficult financially, for 
us to provide the high level of patient care our patients are used to. To compound the problem, 
we have physician groups reaping the financial rewards of refemng patients to therapy practices 
they own instead of therapy practices that may provide superior and more cost-effective care. 
This is possible due to the "in-office ancillary services exception" to the Stark Law, as physical 
therapy is currently considered a "designated health service (DHS)". In some cases, these 
patients are not even being seen by FT7s, but instead by PTA's and ATC's under the physician's 
direction. This is illegal under Physical Therapy laws and needs to stop. Physical therapists are 
uniquely educated to evaluate and develop appropriate care plans for individuals afflicted with 
neuromusculoskeletal dysfunction. 

Physical therapy services are generally provided on a repetitive basis. That said, it is no more 
convenient for the patient to receive PT services 2-3 times per week in the physician's office 
than to attend an independent physical therapy location. Furthennore, physician-direct 
supervision is not necessary to administer physical therapy services. In fact, an increasing 
number of physician-owned physical therapy clinics are using the reassignment of benefits laws 
to collect payment in order to circumvent "incident-to" requirements. 

Thank you for your consideration of my comments. I hope these comments have helped to 
highlight the abusive-nature of physician-owned physical therapy services and support PT 
services removal from permitted services under the in-office ancillary exception. 

Sincerely, 

Peter Stathas, PT 



Submitter : Dr. Dale Gonzales Date: 08/27/2007 
Organization : Dr. Dale Gonzales 

Category : Physician 

Issue Arens/Comments 

Coding-- Additional Codes From 
5-Year Review 

Coding-- Additional Codes From 5-Year Review 

In regard to CMS-1385-P I fully support the proposed increase in the anesthesia reimbursement under the 2008 Physician Fee Schedule. Medicare payment for 
ancsthesia services is currently approximately $16.00 per unit. This in many practice locations does not.even cover the cost for providing the anesthesia service. 
and while providing some positive cash flow in other practice locations, it is so small that it is a strong incentive NOT to practice in an area with a large medicare 
population. This low payment rate is due to the undervaluation of anesthesiology services compared to other physicians. In an effort to correct this very 
frustrating situation, thc RUC rccommended that CMS increase the anesthesia conversion factor which is cunrntly estimated to be 32 percent undervalued. This 
would result in an increase of almost $4.00 per anesthesia unit and serve to help rectify the long-standing undervaluation of anesthesia services. To ensure that 
medicare patients have access to expert anesthesiology cam, it is very important that CMS implement an increase in the anesthesia conversion rate as recommcnded 
by the RUC 

Thank you for your consideration. 
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Submitter : Dr. Brett Babat Date: 08/27/2007 

Organization : Premier Orthopaedies 

Category : Physician 

Issue Areas/Comments 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

Rcgarding physisicandwncd in-office physical therapy. 

I strongly urge CMS to continue to allow physician-owned PT and OT. My patients routinely comment on the prompt response ta changes in the therapy 
regimen preseribed. As patients make progress. prompt, accurate communication between therapist and physician is necessary to adjust therapy restrictions and 
goals. Such communication is significantly facilitated when the physician and therapist are literally under the same roof Furthermore. when patients art not 
making the expcctcd progress, the therapist and physician clearly have benercommunieation in physiciandwned PT practices. My patients and I both know that 1 
can better dircct their PT regimen, as well as more quickly respond to their changing needs and/or problems, when they do their therapy in my office, rathcr than 
across town. 

Thc APTA has been trying to mobilize their members to urge a change in thc exception, but I do not think that the sheer number of letters they generate outweighs 
thc clcar bcncfit to patient care that thc existing rule allows. 
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Submitter : Mrs. Michelle Oswald-Gay 

Organization : Oregon Imaging Centers 

Date: 08/27/2007 

Category : Other Health Care Professional 

Issue AreaslComments 

GENERAL 

GENERAL 

Dcar Mr. Wccms: 
I apprcciatc thc opportunity to offer gcncral comments on the proposed rule regarding changes to thc Medicare physician fee schedule CMS-1385-P. 
As a providcr of DXA andlor VFA services. 1 request CMS to reevaluate thc following: 
a. Thc Physician Wok R W  for 77080 (DXA) should be increased from 0.2 to 0.5, consistent with the most comprehensive survcy dam available; 
b. T'hc Dircct Practice Expense 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 a corxsponding increase in equipment cost from $41,000 to $85,000; 
? thc utilization rate for preventive hcalth scrvices involving equipment designed to diagnose and treat a single disease or a preventive health sewice should be 
calculated in a diffcrcnt manner than other utilization rates so as to rcflcct the actual utilization of that service. In the case of DXA and VFA, the 50% utilization 
ratc should bc changed to reflect thc udlizat~on rate for DXA to 12%. 
c. Thc inputs uscd to derive lnditcct Practice Expense for DXA and VFA should be madc available to the general public, and 
d. DXA (77080) should not bc considered an imaging service within the meaning of the section 501 2 (b) of the Deficit Reduction Act of 2005 because the 
diagnosis and treatment of osteoporosis is based on a scorn and not an image. 
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Submitter : Mr. James Capps Date: 08/27/2007 
Organization : Jim Capps Therapy Services, Inc. 

Category : Physical Therapist 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

Currently then: is a proliferation of physician owned physical therapy serviccs (POPTS) in just about all parts of the country. With managed care and physicians 
wanting to increase their profits, POPTS are becoming more common than not. 

In our area (the AugustdCSRA) almost all, if not all, of the orthopedists, neumsurgeons, and "pain clinic" physicians have POPTS sihlations. Unfortunately, the 
"owned" thcrapy scrvices are notalways provided by liccnced physical therapists. There are instances where a massage therapist, athletic gainer, andlor a 
chiropractor is uscd to providc physical therapy services. In other instances, pcrsons that I have known for twenty years (we are a small community) are required to 
travcl to August (25-30 milcs away) to rcceivc thcrapy in aphysician's oficc whcn thcrapy is available in their hometown. 

As far as quality of scrvice is concerned, private practice physical therapists must continuously provide quality and affordable services in order to stay in business, 
whcrcas thc physician has a captive client that has no choice in quality or pricc. Case in point: thereare patients being treated with an electrical stimulation 
machinc (which is nothing more than a high volumc galvanic with suction sups to hold the pads in place) for practically cvery imaginable condition and Medicarc 
reimburses mc approximatcly $9.00 to administer. The above mentioned electrical stimulation has a price tag of $250.00 for a 30-minute session. This is one of 
thc many similar inbalanccs bctwecn POPTS and private practice physical therapists. 

It would be of thc bcst interest of thc patient, private practice physical therapists (and thc physical therapy profession in general) and CMS to get rid of the "Stark 
Rcfcrral for Profit Loophole." 

Sinccrcly, 
Jim Capps Ill. P.T. 
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Submitter : Ms. Debra Ness 

Organization : National Partnership lor Women & Families 

Category : Consumer Group 

Issue Areas/Comments 

GENERAL 

GENERAL 

Scc Attachment 
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National Partnership 
for Women & Families 

August 27,2007 

The Honorable Michael 0. Leavitt 
Secretary of Health and Human Services 
Department of Health and Human Services 
200 Independence Avenue, S .W. 
Washington, DC 20201 

Re: CMS-'1385-P, Revisions to Payment Policies Under the Physician Fee Schedule, and 
Other Part B Payment Policies. 

Dear Secretary Leavitt: 

The National Partnership for Women & Families is a nonprofit, nonpartisan organization 
that uses public education and advocacy to promote quality health care for women and 
their families. Last year, CMS made significant cuts in Medicare reimbursement for 
technologies used to screen for osteoporosis and breast cancer. Specifically, those cuts, 
to be phased-in over four years, were as follows: 

- dual-energy x-ray absorptiometry (DXA), the most accurate method for 
measuring bone density, by 68 % 

- computer aided detection (CAD) as an adjunct to mammography, by 48 %; and 

- screening mammography, already a financially marginal service, by more than 
5%. 

We share CMS's concern that federal spending on imaging services under the Medicare 
physician fee schedule has increased at an alarming rate. But breast imaging represented 
only .7 % of all imaging services, and DXA utilization - far smaller - was too 
insignificant to be broken out of the total. Given the size of these reimbursement cuts - 
and the importance of these particular technologies to women's health - we ask CMS to 
carefully examine the impact of these reductions on women's access to important 
screening services before moving forward with the second year of cuts, scheduled to take 
effect in January 2008. 

Sincerely, 

\ 
Debra L. Ness 
President 



Submitter : Brad Zollinger 

Organization : Intermountain Healthcare 

Category : Physical Therapist 

Issue AreaslComments 

Date: 08/27/2007 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

Physical therapy should be included in tbe in-office ancillary services exception. Without this exception, physicians will potentially have an incentive to refer 
patimts who may not need physical therapy. There would also potentially exist an incentive to pressure the physical therapist to see the patient more times than 
ncccssary for thc condition. The exception would remove any potential incentivc to ovcr-utilize services. 
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Submitter : Dr. Craig  Denholm Date: 08/27/2007 

Organization : Dr. Craig  Denholm 

Category : Chiropractor 

Issue AreasIComments 

Technical Corrections 

Technical Corrections 

The proposcd rule datcd July 12th contained an item under the technical corrections section calling for the cunent regulation that permits a benef~iary to be 
rei~nburscd by Medicarc 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.By limiting a Doetor of Chiropractic fmm referring for an X-ray study, the eosts for patient care will go up 
significantly due to the necessity of a referral to another pmvidcr (orthopedist or rheurnatologist, ctc.) for duplicative evaluation prior to referral to the radiologist. 
With fixcd incomes and limited resources scniors may choose to forgo X-rays and thus nceded treatment. If treatment is delaycd illnesses that could bc lifc 
threatening may not be discovcred. Simply put, it is the patient that will suffer as result of this proposal. 
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Submitter : Ms. Mildred Hague Date: 08/27/2007 

Organization : Ms. Mildred Hague 

Category : Individual 

Issue Areas/Comments 

GENERAL 

GENERAL 

Lcslic V. Nonvalk, Esq. 
Acting Administrator 
Ccntcn for Mcdicare and Mcdicaid Services 
Attention: CMS- 1385-P 
P.O. Box 801 8 
Baltimore, MD 21244-8018 

Rc: CMS-13854' 

Ancsthcsia Coding (Pan of 5-Ycar Review) 

Dcar Ms. Nonvalk: 

I am writing to cxpress my strongest suppori for the propossl 10 increase anesthesia paymcnts undcr the 2008 Physician Fee Schedule. I am grateful that CMS has 
rccognizcd thc gross undervaluation of ancsthesia services, and that the Agency is taking steps to address this complicated issue. 

Whcn 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 scrviees. Today, more than a decade since the RBRVS took effecc 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 dispropotiionatcly high Mcdicare populations. 

In an cffon to rcctify this untenablc situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 pcrccnt work 
undewaluat~on a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undcwaluation ofanesthesia 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 ensure that our patients havc access to expert anesthesiology medical carc, it is imperative that CMS follow through with the proposal in the Federal Rcgister 
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. Scott Foster Date: 08/27/2007 

Organization : individual 

Category : Individual 

Payment For Procedures And 
Services Provided In ASCs 

Payment For Procedures And Services Provided In ASCs 

Lcslic V. Norwalk. Esq. 
Acting Administrator 
Ccntcrs for Mcdicarc and Medicaid Scrviccs 
Attention: CMS- 1385-P 
P.O. Box 801 8 
Baltimore. MD 21244-8018 

Rc: CMS-1385-P 

Ancsthcsia Coding (Part of 5-Ycar Review) 

Dcar Ms. Norwalk: 

I am writing to express my strongest support for thc proposal to increasc anesthcsia paymcnts under the 2008 Physician Fee Sehedule. I am grateful that CMS has 
rccognizcd thc gross undervaluation of anesthesia services, and that the Ageney is taking steps to address this complicated issuc. 

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

In an effort to rectify this untenable situation, the RUC recommended that CMS increase the anesthesia Anversion 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 sewiccs. 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 acccss to cxpcrt 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 considcration of this serious matter. 

Scott Foster 
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Submitter : Dr. Ron Berju 

Organization : Dr. Ron Berju 
Date: 08/27/2007 

Category : Chiropractor 

Issue Areas/Comments 

Coding-Reduction In TC For 
Imaging Services 

Coding--Reduction In TC For Imaging Services 

Th~s is thc most ridiculous thing I hcard. To refuse a medicare and medicaid patient the right to go directly to the radiology group to have an x-ray with a 
pcrscription from a chiropractor. It is only going to cost mcdicare and medicaid more because they will have to pay the medical doctor for a visit so hey could 
writc the x-ray perscription. It will also cost the patient more because they will have to pay their copay. Wake up and do what's right for the patient instead of 
thinking your lowcring your budget when your really going to pay more. 
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Submitter : Dr. Paul Rhodes 

Organization : Rhodes to Health Chiropractic 

Category : Chiropractor 

Issue AreasIComments 

Date: 08/27/2007 

Technical Corrections 

a Technical Corrections 

August 27,2007 

Ccntcrs for Medicare and Medicaid Services 
Dcpanmcnt of Health and Human Scrvices 
Attention: CMS- 1385-P 
PO Box 801 8 
Baltimore, Maryland 21244-8018 

Re TECHNICAL CORRECTIONS 

I am writing in strong opposition to the July 12th proposed rule that would eliminate the option for a Chiropractor to refer to a radiologist for x-rays. The current 
regulation pcrmits mysclf to refer to a radiologist for these x-rays and should be retained. 

Whilc subluxation does not necd to be detected by an X-ray, in some cascs 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 trcatment options. X-rays may also be required to help determine the need for further diagnostic testing, i.e. MRI 
or for a rcfcrral to the appropriate specialist. 

By limiting a Doctor of Chiropractic from referring for an X-ray study, the costs for patient care will go up significantly due to the necessity of a referral to 
anothcr provider (onhopcdisl or rhcumatologist. etc.) for duplicative evaluation prior to refmal to the radiologist. With fixed incomes and limitcd resources 
scniors may choosc to forgo X-rays and thus needed treatment If t~eatment is dclaycd illnesses that could be life threatening may not be discovered. Simply put, 
11 is thc paticnt that will suffcr as result of this proposal. 

I strongly urgc you to tablc this proposal. These X-rays, if necded, are intcgral to thc overall trcatment plan of Medicare patients and. again, it is ultimately thc 
paticnt that will suffcr should this proposal become standing regulation. 

Sincercly. 

Paul G. Rhodcs, D.C 
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Submitter : Dr. Naiel Salameh Date: 08/27/2007 

Organization : Michigan Ass. of Chiropractors 

Category : Chiropractor 

Issue AreasIComments 

GENERAL 

GENERAL 

Ccnlcrs for Mcdicarc and Mcdicaid Serviccs 
Dcpartmcnt of Hcalth and Human Scrviccs 
Attention: CMS-1385-P 
PO Box 8018 
Baltimorc, Maryland 21244-8018 

Re. TECHNICAL CORRECTlONS 

Thc proposcd rulc dated July 12th contained an itcm under the technical corrections section calling for the current rcgulation that permits a beneficiary to be 
rcimbuncd by Mcdicarc for an X-ray taken by a non-treating provider and used by a Doctor of Chiropractic to dcterrnine a subluxation, be eliminated. I am 
writing in strong opposition to 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 tulc out any 
"red flags," or to also determine diagnosis and treatment options. X-rays may also be required to help determine h e  need for further diagnostic testing, i.e. MRI 
or for a rcfcrral to thc appropriate specialist. 

By limiting a Doctor of Chiropractic from referring for an X-ray study, thc costs for patient care will go up significantly due to the necessity of a referral to 
anothcr providcr (orthopedist or rheumatologist. etc.) for duplicative evaluation prior to refenal to the radiologist. With tixed incomes and limited resourccs 
scniors may choosc to forgo X-rays and thus needcd treatment. If Reatment is dclaycd illnesses that could be life threatening may not be discovered. Simply put, 
i t  is lhc paticnt that will suffer as result of this proposal. 

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

Sinccrcly. 
Naicl Salamch D.C 
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Submitter : Ms. Sharon Merrick 

Organization : Ms. Sharon Merrick 

Category : Individual 

Issue AreasIComments 

GENERAL 

GENERAL 
scc attachment 
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August 27,2007 

Leslie V. Norwalk, Esq. 
Acting Administrator 
Centers for Medicare and Medicaid Services 
Attention: CMS- 1385-P 
P.O. Box 80 1 8 
Baltimore, MD 2 1244-801 8 

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

Dear Ms. Norwalk: 

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

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

In an effort to rectify this untenable situation, the RUC recommended that CMS increase 
the anesthesia conversion factor to offset a calculated 32 percent work underva1uation-a 
move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a 
major step forward in correcting the long-standing undervaluation of anesthesia services. 
I am pleased that the Agency accepted this recommendation in its proposed rule, and I 
support full implementation of the RUC's recommendation. 

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

Thank you for your consideration of this serious matter. 
/! " ' 

Sharon . Merrick 

-7"" 



Submitter : Dr. Joseph Darr Date: 08/27/2007 

Organization : Chiropractic Plus 

Category : Chiropractor 

Issue Areas/Comments 

GENERAL 

GENERAL 

Rc: Technical Corrections 

To Whom It May Concern: 
1 proposc no changc conccming medicare rcimbursemcnt for X-rays. X-rays arc a necessity to all chiropractors in order to perform a proper diagnosis. 
Sinccrcly, 
Dr. Joscph A. Darr, D.C., D.N.B.C.E. 
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Submitter : Dr. Raymond Omena Date: 08/27/2007 

Organization : Traverse Anesthesia Associates 

Category : Physician 

Issue Areas/Comments 

GENERAL 

GENERAL 

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

Rc: CMS- 1385-P 

Anesthesia Coding (Pan of 5-Ycar Rcview) 

Dcar Ms. Nonvalk: 

I am writing to exprcss my strongest support for the proposal to increase anesthesia payments undcr the 2008 Physieian Fce Schedule. I am gratcful that CMS has 
rccognizcd thc gross undcrvaluation of ancsthcsia 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 care, mostly duc to significant undervaluation of anesthesia work cornparcd to 
othcr physician services. Today, morc than a decade since the RBRVS took effcct, Medicare paymcnt for anesthesia services stands at just $16.19 per unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away fmm 
arcas with disproportionately high Medicarc populations. 

In an cffon to rectify this untenable situation, thc RUC rccommcnded 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 
undcrvaluation of anesthesia services. I am plcased that thc Agency accepted this recommendation in its proposed rule. and I support full implementation of thc 
RUC s recommendation. 

To cnsure that our paticnts have acccss to cxpert ancsthcsiology mcdical care, it is imperative that CMS follow through with the proposal in the Federal Register 
by hlly and immediately implementing the anesthesia convcnion factor increase as recommended by the RUC. 

Thank you for your considcration of this serious mattcr. 
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Submitter : Dr. Smokey Stover 

Organization : MultiCare 

Date: 08/27/2007 

Category : Physician 

Issue AreaslComments 

GENERAL 

GENERAL 

Wc bellcvc that c-prcscribing is the safest and most secure method for communicatingprescriptions to pharmacies. We support the push to makc clcctronic 
prescriptions rhc standard for thc countq. However, wc believe that eliminating the ability to fax prescriptions by January 2009 IS too soon and that a date of 
January 2010 would cause undue hardship on many healthcan: providers who are still planning for and implementing the new technology. 
Wc havc a strong interest in pursuing standard electronic prescription writing, but planning and implementing an electronic prescription solution takes months of 
time and assumes that a customcr is using the appropriate software versions to take advantage of the technology. Upgrading to those versions can often take as 
much or more time than the implementation of those new features. 
While January 2010 would still be a challenge, i ts a challenge that could be met. January 2009 would be too soon. This would mean that we, who currently very 
successfully fax prescriptions to pharmacies today, would have to revert to paper prescriptions after the proposed rule takes effect. This would be a very unfortunate 
consequence of a premature date: computer-generated faxes are in almost all cases safer, more secure, and more convenient than printed prescription. 
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Submitter : Nancy lnglis 

Organization : Nancy Inglis 

Category : Individual 

Issue AreasIComments 

GENERAL 

GENERAL 

Scc Atlachrncnt 
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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 1244-80 18 

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

Dear Ms. Norwalk: 

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

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

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

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

Thank you for your consykrytion of this serious matter. 



Submitter : Mrs. Gretchen McElveen 

Organization : Orthopedic Specialists of Alabama 

Category : Comprehensive Outpatient Rehabilitation Facility 

Issue AreasIComments 

Date: 08/27/2007 

Physician Self-Referrai Provisions 

Physician Self-Referral Provisions 

To Whom It May Conccm: 

I am a Physical Thehpist working for a company that provides rehabilitation services within a physicians practice. My past work experience was in an outpatient 
rehab clinic within a hospital. Comparing my current clinieal modcl to my previous clinical experience, 1 find that my current situation is more patientantercd 
and cost cfficicnt. 

Being in thc same facility as thc physicians allows me to have frequent contact with them regarding plans of care, aeatment plans, protocols, eontraindications, 
restrictions, etc. It enables me.to revise plans of care in a timely manner if apatient s condition changes. I am able to consult the physician immediately if 
problems arise during a patients course of physical therapy. It also allows for better clinical protocol development with the physicians involvement. This 
cnhanccd therapist-physician communication yields enhanced quality and outcomes. The accessibility to physicians, patient care coordinators, and medical and 
financial rccords enables mc to provide more comprchensivccare to my patients. I am able to provide carc with costtontainment as a priority. 

The patrcnt satisfaction survey scores from the facility in which I work are very high. They likc the convenience of not having to go to a separate facility for their 
thcrapy. Thcy cxprcss that thcy are cared for in a positive, supportive, and knowledgeable environment. Thcy disclosc that thcy are receiving high quality of carc 
for their hcalthcarc dollars. 

This in-housc PTIOT modcl is cost-effectivc as immcdiatc treatment of thc patients results in 3040% less visits for the same clinical outcomes, resulting in a 
3040% rcduction in costs. With this modcl thcre is enhanced physician clinical control, which prevents the over-utilization ottcn found in freestanding privatc 
practices. 

As a rehab provider, 1 ask for your continued support of the in-houc PTIOT model. The partnership bctween physicians and thciapists provides a positive 
cnvironrnent in which I am able to providc quality care in a cost eff~cicnt manner. This model benefits both the paticnts and healthcarc system at largc. 

Sinccrcly, 
Grctchcn McElveen, Physical Therapist 
Orthopedic Specialists of Alabama 
I022 Is1 Strect North 
I022 Towcr Suitc 220 
Alabastcr, AL 35007 
205-62 1-3955 
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Submitter : Dr. Clayton Cheney 

Organization : Dr. Clayton Cheney 

Category : Physician 

Issue Areas/Comments 

GENERAL 

Date: 08/27/2007 

GENERAL 

Dear Ms. Norwalk: 

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

When thc RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to 
othcr physician serviccs. Today. more than a decadc since the RBRVS took effcct, 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 
a r c s  with disproportionately high Mcdicarc populations. 

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

To ensure that our paticnts have access to expert 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 incrcase as recommended by the RUC. 

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

Organization : Precision Chiropractic Clinic, PC 

Date: 08/27/2007 

Category : Chiropractor 

Issue AreaslComments 

Technical Corrections 

Technical Corrections 

Ccntcrs for Mcdicarc and Mcdicaid Scwiccs 
Dcpanmcnt of Hcalth and Human Scwices 
Attcntion: CMS- 1385-P 
PO Box 8018 
Baltimorc, Maryland 2 1244-80 18 

Re: TECHNICAL CORRECTIONS 

Thc proposcd mlc 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. 1 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 detemiine diagnosis and treatment options. X-rays may also be required to hclp determine the need for further diagnostic testing, i.e. MRI 
or for a referral 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 referral to 
anotbcr provider (orthopedist or rheumatologist, etc.) for duplicative evaluation prior to refmal 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. 
i t  is thc paticnt that will suffcr as result of this proposal. 

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

Sinccrely, 

Jcnny L. Slykhuis, DC 
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Submitter : Date: 08/27/2007 

Organization : 

Category : Health Care Professional or Association 

Issue AreasIComments 

Physician Self-Referral Provisions 

Physician Self-Refeml Provisions 

Physicians should not supply physical thcrapy scrviccs in their officc for many reasons. To name a few, abuse of patientlphysician relationship, poor patient care 
that is rootcd in monctary gains rather than patient outcomes, fraudulent financial reasons whereby physicians have financial incentives to refer patients to their 
own offtcee ctc. Thcse arc just some reasons how physieian owned physical therapy (POPT) practices are thriving at the expensive of true quality patient care 
with successful outcomes. They say that money is the root of all evil, and in this case, physicians found a loophole in creating their own physical therapy ofices 
lo makc morc money, bottom line. They try to hide the benefits they receive (increased patients, inerased money, ctc.) under the guise that is convenient for the 
patient to be scen in the same office. Having your physician recommend PT in his office abuses the patientlphysician relationship and creates guilt in the client. 
How can onc, cspccially an elderly client, say "no" to the almighty physician? It is not going to happen, and this is the exaet scenario that ereates abuse in the 
system. Please do not allow POPT practices to continue. Place the care back in the hands of those who have healing hands and caring hears, physical therapists, 
and physical therapist assistants in out-patient clinics, rehabs, hospitals, nursing homes, etc. Makc the physicians find some other way to continue their climb 
into upper class America, but not at the expensive of our patients whom wc love. 
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Submitter : Dr. Tushar Ramani Date: 08/27/2007 

Organization : Anesthetix 

Category : Physician 

Issue Areas/Comments 

GENERAL 

GENERAL 

Lcslic V. Nonvalk. Esq. 
Acting Administrator 
Ccntcn for Mcdicarc and Mcdicaid Services 
Attcntion: CMS-1385-P 
P.O. Box 80 18 
Baltimorc, MD 21244-8018 

Rc: CMS-1385-P 

Anesthesia Coding (Part of 5-Year Rcvicw) 

Dcar Ms. Norwalk: 

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

Whcn the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to 
other physician scrviccs. Today, more than a decade since the RBRVS took cffcct, 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 bang forced away from 
areas with disproportionately high Medicarc populations. 

In an effon to rectify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work 
undervaluation a move that would result In an increase of nearly $400 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undcrvaluation of ancsthcsia scrviccs. 1 am pleased that thc Agency accepted this reeommendation in its proposed rule, and I support full implementation of thc 
RUC s recommendation 

To ensure that our paticnts have access to cxpcn anesthesiology medicalcarc, it is imperative that CMS follow through with thc proposal in the Fcderal Register 
by fully and ~tnmcdiatcly implementing the anesthesia conversion factor increase as recommended by the RUC. 

Thank you for your eonsidcration of this serious mattcr. 
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Submitter : Dr. Sarah Merritt 

Organization : American Society of Anesthesiologists 

Category : Physician 

Issue AreaslComments 

Date: 08/27/2001 

GENERAL 

GENERAL 

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

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

Dcar Ms. Norwalk: 

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

Whcn the RBRVS was instituted, itcreated a hugc payment disparity for anesthaia care, mostly duc to significant undervaluation of anesthesia work compared to 
other physician scrviccs. Today, more than a decade since thc RBRVS took effect, Medicare paymcnt for anesthcsia services stands at just $16.19 pcr unit. This 
amount does not cover the cost of caring for our nations seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
arcas with disproportionately high Medicare populations. 

In an effort to reetify this untenable situation, the RUC recommended that CMS incrcasc the anesthesia eonversion factor to offset a calculated 32 percent work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undcrvaluation of anesthesia serviecs. I am pleased that the Agency aeeepted this recommendation in its proposed rule, and I suppon full irnplcmentation of the 
RUC s recommendation 

To ensure that our patients havc access to cxpert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Rcgistcr 
by fully and immediately implcmcnting the anesthcsia conversion factor increase as rewmmcndcd by the RUC. 

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

Organization : 

Date: 0812712007 

Category : Individual 

Issue AreasIComments 

GENERAL 

GENERAL 

Leslie V. Nonvalk, Esq. 
Acting Administrator 
Centers for Mcdicarc and Medicaid Services 
Attention: CMS-I 385-P 
P.O. Box 801 8 
Baltimore, MD 21244-8018 

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

Dear Ms. Nonvalk: 

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

Whcn tl~c RBRVS was institutcd, it created a huge payment disparity forancsthaia care, mostly due to significant undervaluation of anesthesia work compared to 
othcr physician scrviccs. Today, morc than a decadc since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 per unit. This 
amount does not cover the cost of caring for our nations seniors, and is creating an unsustainablc system in which anesthesiologists are being forced away from 
arcas with disproportionately high Mcdicare populations. 

In an cffort to rectify this untenable situation, the RUC rccommended that CMS increase the anesthesia conversion factor to offset acalculated 32 percent work 
undenraluation 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 ancsthesia services. I am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implcmentation of thc 
RUC s recommendation. 

To cnsurc that our patients have access to expert anesthesiology medical care, it is irnperativc that CMS follow through with the proposal in thc Federal Rcgister 
by fully and imrnediatcly implcmcnting the ancsthcsiaconvcrsion factor increasc as recommcndcd by the RUC. 

Thank you for your considcration of this serious matter. 
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Submitter : Dr. cecil stehr Date: 08/27/2007 

Organization : Texas Chiropractic Association 

Category : Chiropractor 

Issue AreaslCommenb 

Technical Corrections 

Technical Corrections 

7-28-07 
Dcar Sirs, I oppose the revision of payment policies that will not pay for x-rays ordered by a Chiropractor and completed by an independent radiology lab for the 
purposc of trcating a medicare patient. This revision will add to the cost of the medicare patient seeking treatment specifically for a musculo-skeletal condition 
and may result in mow serious conditions being overlooked andlor thc patient deciding to choose no treatment at all. This fails to provide adequate medical 
treatment and diagnostic studies required by the medicare recipient to adequately treat their musculo skeletal conditon. It also affects their ability to choose the 
treatmet of their choice in a free couney supposely operated for our best interest. Please see that the rcvision as written does not become law. Respectfully 
Submitted, Cecil Stehr, D.C. 
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Submitter : Dr. Wyndn Chung Date: 08/27/2007 

Organization : American h i e t y  of Anesthesiologist 

Category : Physician 

Issue Areas/Comments 

GENERAL 

GENERAL 

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

Rc: CMS- 1385-P 

Ancsthcsia Coding (Part of 5-Ycar Rcvicw) 

Dcar Ms. Nonvalk: 

I am writing to cxprcss my strongest support for thc proposal to incrcasc anesthesia payments undcr thc 2008 Physician Fec Schedule. I am gratcful that CMS has 
rccognizcd thc gross undcrvaluation of ancsthcsia scrvices, and that the Agcncy is taking steps to address this complicated issuc. 

Whcn thc RBRVS was iinsti~ted, it crcatcd a hugc payment disparity for'anesthesia care, mostly due to significant undervaluation of anesthesia work compared to 
othcr physician scrviccs. Today, more than a decade since 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 unsustainable system in wh~ch anesthesiologists are being forced away from 
arcas with disproportionately high Medicare populations. 

In an cffort to rcctify this untenable s i~at ion,  the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undcrvaluation of anesthesia 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 cnsurc that our patients have 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 anesthesia conversion faetor increase as recommended by the RUC. 

Thank you for your consideration of this serious matter 
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Submitter : Mr. Paul Eisenberg Date: 08/27/2007 

Organization : ASA 

Category : Individual 

Issue AreasIComments 

GENERAL 

GENERAL 

Lcslic V. Nonvalk, Esq. 
Acting Administrator 
Centers for Medicare and Medicaid Services 
Attcntion: CMS-1385-P 
P.O. Box 8018 
Baltimorc, MD 2 1244-8018 

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

Dcar Ms. Nonvalk: 

1 am writing to cxpress my strongest support for thc proposal to increase anesthesia paymcnts undcr the 2008 Physician Fee Schedule. I am grateful that CMS has 
rccognizcd thc gross undcrvaluation of ancsthcsia scrviccs, and that thc Agency is taking stcps to address this complicated issuc. 

Whcn thc RBRVS was instituted, it created a huge paymcnt disparity for anesthesia carc, mostly due to significant undcrvaluation 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 unlt. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
arcas with disproportionately high Medicarc populations. 

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

To cnsurc that our patients havc acccss to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register 
by fully and immcdiatcly implcmcnting thc anesthesia conversion factor increase as recommcndcd by the RUC. 

Thank you for your consideration of this serious matter. 
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Submitter : Dr. Samuel Cherry Date: 08/27/2007 

Organization : Dr. Samuel Cherry 

Category : Physician 

Issue Areas/Comments 

GENERAL 

GENERAL 

Lcslic V. Nonvalk, Esq. 
Acting Adniin~strator 
Ccntcrs for Mcdicarc and Mcdicaid Scrvices 
Attention: CMS-1385-P 
P.O. Box 801 8 
Baltimorc, MD 21244-801 8 

Rc: CMS-1385-P 

Ancsthcsia Coding (Pan of 5-Ycar Rcvicw) 

Dcar Ms. Nonvalk: 

I am writing to cxprcss my strongcst suppon for thc proposal to incrcasc ancsthcsia paymcnts undcr thc 2008 Physician Fec Schedulc. 1 am gratcful that CMS has 
rccognizcd thc gross undcrvaluation of ancsthcsia serviccs, and that the Agency is taking steps to address this complicated issuc. 

Whcn thc RBRVS was instituted, it created a huge paymcnt disparity for anesthesia carc, mostly duc to significant undervaluation of ancsthcsia work comparcd to 
othcr physician scrvices. Today, morc than a decade sincc the RBRVS took effect, Medicare paymcnt for anesthesia scrvices stands at just $16.19 pcr unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
arcas with disproponionatcly high Mcdicarc 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 
undcrvaluation of anesthesia scrvices. I am pleased that the Agency accepted this recommendation in its proposed rule, and 1 suppon full implementation of the 
RlJC s recommendat~on. 

To cnsurc that our patients havc acccss to expen anesthesiology mcdical cam, it is imperative that CMS follow through with the proposal in the Fcdcral Rcgistcr 
by fully and immediately implementing thc anesthesia conversion factor incrcase as recommended by the RUC. 

Thank you for your consideration of this scrious matter. 
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Submitter : Dr. Charles Myers 

Organization : Dr. Charles Myers 

Date: 08/27/2007 

Category : Physician 

Issue AreaslComments 

GENERAL 

GENERAL 

Lcslie V. Norwalk, Esq. 
Acting Administrator 
Ccntcrs for Medicare and Medicaid Services 
Attention: CMS-1385-P 
P.O. Box 80 18 
Baltimore, MD 21244-8018 

Re: CMS-I 385-P 

Ancsthcsia Coding (Pan of 5-Ycar Rcview) 

Dcar Ms. Nonvalk: 

I am writing to cxpress my strongcst support for the proposal to incrcase ancsthesia payments undcr the 2008 Physician Fee Schcdulc. I am grateful that CMS has 
rccognizcd thc gross undcrvaluation of ancsthcsia scrviccs, and that thc Agcncy is taking stcps 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 pl~ysician scrviccs. Today, more than a decadc since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 per unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
arcas with disproportionately high Medicarc populations. 

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

To cnsurc that our patients havc acccss to cxpert anesthesiology medical care, it is imperative that CMS follow through with the proposal in thc Fedcral Register 
by fully and immcdiatcly implementing the anesthesia conversion factor increase as recommcndcd by the RUC. 

Thank you for your considcration of this serious matter. 

Charles L. Myers, M.D. 
Lafaycnc, LA 

Page 270 of 1 128 August 29 2007 08:49 AM 



Submitter : Dr. Marcos Melo 

Organization : Massachusetts General Hospital 

Date: 08/27/2007 

Category : Individual 

Issue Areas/Comments 

GENERAL 

GENERAL 

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

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

Dcar Ms. Nonvalk: 

I am writing to cxprcss my strongest suppon for the proposal to increase anesthesia payments under the 2008 Physician Fce Schedule. I am grateful that CMS has 
rccognizcd thc gross undcwaluation of anesthesia services. and that thc Agency is taking steps to address this complicated issue. 

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

In an cffon to rcctify this untenable situation, the RUC rccommended that CMS increase the ancsthesia 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 ancsthesia services. 1 am pleased that the Agency accepted this recommendation in its proposed rule, and I suppon full implementation of thc 
RUC s recommendation 

To cnsurc that our paticnts have access to cxpcn anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Registcr 
by fully and immcdiatcly implemcnting the anesthesia conversion factor incrcasc as rccommcnded by the RUC. 

Thank you for your considcration of this scrious mattcr. 

Sinccrcly, 

Marcos F. Vidal Mclo, MD 
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Submitter : Dr. Shu-Ming Waog Date: 08/27/2007 

Organization : Yale School of medicine 

Category : Physician 

Issue AreasIComments 

GENERAL 

GENERAL 

Lcslic V. Nonvalk, Esq. 
Acting Administrator 
Ccntcrs for Mcdicarc and Mcdicaid Scrviccs 
Attcntion: CMS-I 385-P 
P.O. Box 80 18 
Baltimorc, MD 21244-8018 

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

Dcar Ms. Nonvalk: 

I am wr~ting to cxpress my strongest support for thc proposal to incrcase ancsthcsia paymcnts undcr the 2008 Physician Fee Schedule. I am gratcful that CMS has 
rccognl.rcd thc gross undcrvaluation of ancsthcsia serviccs, and that thc Agcncy is taking stcps to address this complicated issuc. 

Wlicn Ihc RBRVS was instituted, it crcatcd a huge payment disparity for anesthcsia care, mostly duc to significant undervaluation of anesthesia work comparcd to 
ollicr physician scrviccs. Today, morc than a deeadc sincc thc RBRVS took cffeet, Medieare payment for anesthcsia 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 king forced away from 
arcas with disproportionatcly high Medicarc populations. 

In an cffort to rcctify this untcnablc situation, the RUC recommended that CMS increase the anesthesia conversion factor to offsct a calculated 32 percent work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
u~idcrvaluation of ancsthesia scrviccs. I am pleased that thc Agency accepted this rccommcndation in its proposed rule, and I support full implcmcntation of the 
RUC s recommendation 

To cnsurc that our patients havc acccss to cxpert anesthesiology medical care, it is imperative that CMS follow through with the proposal in thc Fcdcral Registcr 
by fully and immcdiatcly implcmcnting thc ancsthesia convcrsion factor increase as recommcndcd by thc RUC. 

Thank yo11 for your consideration of this serious mattcr. 
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Submitter : Dr. Sudha Rajagopalan 

Organization : Cleveland Clinic 

Date: 08/27/2007 

Category : Physician 

Issue Areas/Comments 

GENERAL 

GENERAL 

Lcslic V. Nonvalk, Esq. 
Acting Administrator 
Centcrs for Mcdicare and Mcdicaid Services 
Attcntion: CMS-1385-P 
P.O. Box 80 18 
Baltimorc. MD 21244-801 8 

Rc: CMS-1385-P 

Ancsthcsia Coding (Part of 5-Year Revicw) 

Dcar Ms. Nonvalk: 

I aln wrltlng to cxprcss my strongcst support for the proposal to increasc anesthcsia payments under the 2008 Physician Fce Schedulc. I am grateful that CMS has 
rccognizcd thc gross undcrvaluation of ancsthcsia scrvices, and that the Agcney is taking steps to address this complicated issue. 

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

In an cffort 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 increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undcrvaluation of ancsthcsia services. I am plcased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the 
RUC s recommendation. 

To cnsurc that our paticnts havc acccss to cxpcrt anesthesiology medical care, it is impcrative that CMS follow through with thc proposal in thc Federal Rcgistcr 
by fully and imnicdiatcly implementing the anesthesia conversion factor increase as recommended by thc RUC. 

Thank you for your consideration of this serious matter. 

Dr. Sudha Rajagopalan 
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Submitter : Dr. David Waisel Date: 08/27/2007 

Organization : Dr. David Waisel 

Category : Physician 

Issue AreaslComrnents 

GENERAL 

GENERAL 

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

Rc: CMS- 1385-P 

Ancsthcsia Coding (Part of 5-Ycar Rcvicw) 

Dcar Ms. Norwalk: 

I am writing to cxprcss my snongcst support for the proposal to increase anesthcsia payments under the 2008 Physician Fee Schedule. I am grateful that CMS has 
rccognizcd the gross undervaluation of ancsthesia 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 
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 docs not cover the cost of caring for our natlon s seniors, and is creating an unsustainable system in which anesthesiologists are k ~ n g  forced away from 
areas with disproportionatcly high Medicarc populations. 

In an etrort to rcctify this untcnable situation, the RUC rceommcnded that CMS increase the anesthesia eonversion factor to oNset a calculated 32 pcrccnt work 
undervaluation a move that would result In an Increase of nearly $400 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undcrvaluation of ancsthcsia services. I am pleascd that the Agency acceptcd this rccommendation in its proposcd rule, and I support full implcmcntation of thc 
RUC s recommendatlon. 

To cnsurc that our paticnts havc acccss to cxpcrt ancsthcsiology mcdical carc, it is impcrativc that CMS follow through with thc proposal in thc Federal Registcr 
by fully and immcdiatcly implcmcnting the anesthesia conversion factor incrcasc as recommended by thc RUC. 

Thank you for your consideration of this serious mattcr. 
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Submitter : Dr. Tim VadeBoncouer Date: 08/27/2007 

Organization : Univ of Illinois @ Chicago Dept. of Anesthesiology 

Category : Physician 

Issue Areas/Comments 

Payment For Procedures And 
Services Provided In ASCs 

Payment For Procedures And Services Provided In ASCs 

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

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

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

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

To cnsure that our paticnts havc acccss to cxpcrt anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register 
by fully and immediatcly implementing the anesthesiaconversion factor inereasc as recommended by thc RUC. 

Thank you for your consideration of this serious matter. 
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Submitter : Dr. Elvin Cruz-fino Date: 08/27/2007 

Organization : ASA 

Category : Physician 

Issue Areas/Comments 

GENERAL 

GENERAL 

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

Rc: CMS-1385-P 

Ancsthcsia Coding (Part of 5-Ycar Rcvicw) 

Dcar Ms. Nonvalk: 

1 an writing to cxprcss my strongest support for the proposal to increasc anesthesia payments under the 2008 Physician Fee Schedulc. I am grateful that CMS has 
recognized thc gross undcrvaluation 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 anesthcsia work compared to 
other physician services. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 per unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
areas with disproportionately high Medicare populations. 

In an cffort to rcctify this untenable situation, the 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 $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undervaluation of ancsthesia services. I am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the 
RUC s recommendat~on. 

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

Thank you for your consideration of this serious matter. 

Elvin J. Cruz-Zcno, MD, MS 
Board Ccrtiticd Anesthesiologist 
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Date: 08/27/2007 Submitter : Dr. Nader helmi 

Organization : Cleveland Clinic Foundation 

Category : Physician 

Issue AreasIComments 

GENERAL 

GENERAL 

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

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

In an effort to rectify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion faetor 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-standlng 
undervaluation of anesthesia services. 1 am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the 
RUC s recommendation 

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

Thank you for your consideration of this serious matter. 
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Submitter : Dr. John Quinn Date: 08/27/2007 
Organization : Dr. John Quinn 

Category : Physician 

Issue AreaslComments 

GENERAL 

GENERAL 

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

Rc: CMS-1385-P 
Ancsthcsia Cod~ng (Pan of 5-Year Review) 

Dcar Ms. Nonvalk: 

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

Whcn the RBRVS was institutcd, 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 canng for our nation s seniors, and is creating an unsustainable system in wh~ch anesthesiologists are being forced away from 
arcas with disproportionatcly high Mcdicarc populations. 

In an effort to rcctify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undcrvaluation of 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 ensurc that our patlents have acccss to cxpert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Registcr 
by fully and ilnlncdiatcly implcmcnting the anesthcsia convcrsion factor increasc as mommcnded by the RUC. 

Thank you for your consideration of this scrious matter. 

Page 278 of 1 128 August 29 2007 08:49 AM 



Submitter : Dr. Michael Gatley Date: 08/27/2007 

Organization : Dr. Michael Gatley 

Category : Physician 

Issue Areas/Commenh 

Coding-- Additional Codes From 
5-Year Review 

Coding-- Additional Codes From 5-Year Review 

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

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

Dcar Ms. Nonvalk: 

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

Whcn the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to 
othcr physician services. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 per unit. This 
amount does not cover the cost of caring for our nations seniors, and is creating an unsustainable system in which anesthesiologisn are being forced away from 
areas with disproportionately high Medicare 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 M.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undervaluation of anesthesia services. I am pleased that the Agency accepted this recommendation in its proposed rule. and I support full implementation of the 
RUC s recommendation. 

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

Thank you for your consideration of this scrious matter. 

Michael W. Gatley, M.D. 
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Submitter : Dr. Morgan MeCarroll 

Organization : Associated Anesthesiologists of Reno 

Category : Physician 

Issue AreaslComments 

Date: 08/27/2007 

GENERAL 

GENERAL 

Dear Ms. Nonvalk: 

I am writing to express my strongest support for the proposal to increase anathesia payments under the 2008 Physician Fee Sehedule. 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 huge payment disparity for anesthesia eare, mostly due to significant undervaluation of anesthesia work compared to 
othcr physician services. Today, morc than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $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 disproportionately high Medicare populations. 

In an cffort to rcctify this untenable situation, the RUC recommcnded that CMS increase the anesthesia conversion faetor 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 s c ~ i c c s .  I am pleased that thc Agcncy acccpted this recommendation in its proposed rule, and I support full implementation of the 
RUC s recommendation. 

To ensurc that our patients have acccss to cxpert anesthesiology medical care, it is impcrativc that CMS follow through with thc proposal in thc Federal Rcgistcr 
by fully and immediately implcmcnting thc ancsthesia conversion factor increase as recommended by the RUC. 

Thank you for your consideration of this serious matter. 

Sinccrcly. 
Morgan McCarroll 
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Submitter : Dr. Seth Roussel Date: 08/27/2007 

Organization : Dr. Seth Roussel 

Category : Physician 

Issue Areas/Comments 

GENERAL 

GENERAL 

Lcslic V. Norwalk, Esq. 
Acting Administrator 
Ccnters for Mcdicare and Medicaid Scrvices 
Attention: CMS-1385-P 
P.O. Box 8018 
Baltimore. MD 2 1244-8018 

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

Dcar Ms. Nonvalk: 

I am writing to cxprcss my strongest support for the proposal to increasc anesthesia payments under the 2008 Physician Fee Schedule. 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 instituted. it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthcsia work compared to 
othcr physician scrvices. Today, more than a decade since the RBRVS took effect, Medicare payrncnt for anesthesia services stands at just $16.19 per unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
arcas with disproportionately high Medicare populations. 

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

To cnsurc that our paticnts havc acccss to expert anesthesiology medical care, it is imperative that CMS follow through with thc proposal in the Federal Rcgistcr 
by fully and immediatcly implemcnting the ancsthesia convcrsion factor increase as rccommended by thc RUC. 

Thank you for your considcration of this serious matter. 

Sinccrcly, 
Dr. Seth Rousscl 
Georgetown University Hospital 
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Submitter : Date: 08/27/2007 

Organization : 

Category : Physician 

Issue AreasIComments 

GENERAL 

GENERAL 

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

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

Dcar Ms. Nonvalk: 

I an1 writing to cxpress my strongest support for the proposal to increase anesthesia payments under thc 2008 Physician Fee Schcdulc. 1 am gratcful that CMS has 
rccognizcd thc gross undcrvaluation of ancsthcsia services, and that the Agcncy is taking steps to address this complicated issue. 

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

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

To cnsurc that our paticnts havc access to cxpert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register 
by fully and i~nmcdiatcly implementing the anesthesia conversion factor increaseas recommended by the RUC. 

Thank you for your consideration of this serious matter. 
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Submitter : David Barbara Date: 08/27/2007 

Organization : David Barbara 

Category : Physician 

Issue AreaslComments 

GENERAL 

GENERAL 

Leslic V. Norwalk, Esq. 
Acting Administrator 
Centers for Medicare and Medicaid Services 
Attention: CMS-1385-P 
P.O. Box 80'18 
Baltimore, MD 21244-8018 

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

Dcar Ms. Nonvalk: 

I am writing to cxprcss my strongcst support for the proposal to incrcasc ancsthesia payments undcr 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 addrcss 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 scrvices. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 pcr unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
arcas with disproportionately high Medicare populations. 

In an cffolt to rcctify this untenable situation, thc RUC recommcnded 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 $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undcrvaluation of ancsthcsia serviccs. I am pleased that the Agcncy accepted this rcwmmendation in its proposed rule, and I support full implementation of thc 
RUC s recommendation. 

To cnsurc that our paticnts havc acccss to cxpcrt ancsthcsiology mcdical carc, it is impcrativc that CMS follow through with thc proposal in the Fcderal Rcgistcr 
by fully and immcdiatcly implcmcnting thc anesthesia conversion factor increase as recommended by the RUC. 

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

Organization : Anesthesia Services Medical Group 

Category : Health Care ProviderlAssociation 

Issue AreaslComments 

Date: 08/27/2007 

GENERAL 

GENERAL 

Thank you for giving serious consideration to creating a fair 'equity' for the anesthesia services Medicare payment factor. In order to continue to provide safe, 
reliable and continued services to all paticnts, this is an excellent step in the right direction! 
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Submitter : Dr. Heather Nath Date: 08/27/2007 

Organization : Dr. Heather Nath 

Category : Physician 

Issue Areas/Comments 

GENERAL 

GENERAL 

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

Rc: CMS-1385-P 

Ancsthcsia Coding (Patt of 5-Ycar Revicw) 

Dcar Ms. Nonvalk: 

I am wr~ting to express my strongcst support for the proposal to increasc anesthesia payments under the 2008 Physician Fee Schedule. 1 am grateful that CMS has 
rccognizcd thc gross undervaluation of anesthesia serviccs, and that the 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 anesthesia work compared to 
othcr physician scrviccs. Today, morc than a decade sincc the RBRVS took effect, Medicarc payment for anesthesia serviccs stands at just $16.19 per unit. This 
amount does not cover the cost of caring for our nations senlors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
arcas with disproportionatcly high Mcdicarc populations. 

In an effort to rcctify this untcnablc situation, thc RUC rccommendcd that CMS increase thc ancsthcsia convcrsion factor to offsct a calculated 32 pcrccnt work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undcrvaluation of ancsthcsia scrviccs. I am pleased that the Agcncy acccptcd this recommendation in its proposed rulc, and I suppon full implcmcntation of the 
RUC s recommendation. 

To cnsurc that our patients havc acccss to cxpen ancsthcsiology mcdical carc, it is impcrativc that CMS follow through with thc proposal in thc Federal Registcr 
by fully and immcdiatcly implcmcnting thc anesthcsia convcrsion factor increase as rccomrnended by the RUC. 

Thank you for your considcration of this serious mattcr. 

Hcathcr Nath, MD 
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Submitter : Dr. Zhiyi Zuo Date: 08/27/2007 

Organization : University of Virginia 

Category : Physician 

Issue Areas/Comments 

GENERAL 

GENERAL 

Lcslic V. Norwalk, Esq. 
Acting Administrator 
Ccnten for Medicare and Medicaid Services 
Attcntion: CMS-I 385-P 
P.O. Box 801 8 
Baltimore, MD 21244-8018 

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

Dear Ms. Norwalk: 

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

When thc RBRVS was instituted, it created a huge payment disparity for anesthesia carc, mostly due to significant undervaluation of anesthesia work comparcd to 
other physician services. Today, morc than a decade sincc the RBRVS took effect, Medicare payment for anesthesia serviccs 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 anesthesiologists are being forced away from 
arcas with disproportionately high Medicare populations. 

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

To cnsurc that our paticnts have acccss to expert anesthesiology mcdical carc, it is imperative that CMS follow through with thc proposal in the Fedcral Registcr 
by fully and immediately implementing the anesthesia eonvcrsion factor increase as recommended by the RUC. 

Thank you for your consideration of this scrious mattcr. 
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Submitter : Dr. Randy Hewitt 

Organization : Portland Chiropractic Group 

Category : Chiropractor 

Issue Areas/Comments 

Date: 08/27/2007 

Technical Corrections 

Technical Corrections 

The proposed mlc dated July 12th contained an item under the technical corrections section calling for elimination of 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 Doetor of Chiropraetic to determine a subluxation. 1 am 
writing in strong opposition to this proposal. 

While subluxation does not need to be detected by an X-ray, in some cases the patient clinically will require an X-ray to identify a subluxation or to mlc 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 signifieantly due to the necessity of a referral to 
anothcr provider (orthopedist or rhcumatologist, ctc.) for duplicative evaluation prior to referral to the radiologist. With fixed incomes and limited resourccs 
seniors may choosc to forgo X-rays and thus nccded treatment. If treatment is delayed illnesses that eould be life threatening may not be discovered. Simply put, 
11 is thc paticnt that w~l l  suffcr as result of this proposal. 

Wc 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 thc 
patient that will suffer should this proposal become standing regulation. 

Sinccrcly. 

Randy L. Hcwitt, M: Elise G. Hcwitt, DC 
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Submitter : Dr. Brian Jones 

Organization : CASE 

Date: 08/27/2007 

Category : Physician 

Issue Areas/Comments 

GENERAL 

GENERAL 

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

Rc: CMS-I 385-P 

Ancsthcsia Coding (Part of 5-Ycar Rcvicw) 

Dcar Ms. Nowalk: 

I am writing to cxpress my strongest support for the proposal to increasc anesthesia payments undcr the 2008 Physician Fee Schcdulc. I am p t c f u l  that CMS bas 
rccognizcd thc gross undcrvaluation of ancsthcsia services, and that thc Agency is taking steps to addrcss this complicatcd issuc. 

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

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

To cnsurc that our patienu havc access to expcrt anesthesiology medical care, it is imperativc that CMS follow through with thc proposal in the Fcderal Register 
by fully and immediately implcmcnting the ancsthesia convcrsion factor increase as recommended by the RUC. 

Thank you for your considcration of this serious matter 
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Submitter : Dr. Kumar Belani 

Organization : University of Minnesota 

Category : Physician 

Issue Areas/Comments 

Date: 08/27/2007 

GENERAL 

GENERAL 

Please approve the 32% increasc in anesthesia work value. I work in an academic program and have been doing so for over 25 years. This ha. allowed me to teach 
and train anesthesia providers that help many patients needing surgical and pain care. This increase is much over due to keep up with so many other increases in 
costs of daily living and pcrsonal care. Thank you very much. 
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Submitter : Dr. H. Chester Boston 

Organization : University Orthopaedic Clinic, P.C. 

Category : Physician 

Issue Areas/Comments 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

Plcase sce attachcd letter with comments about CMS-1385-P. 

CMS-I 385-P-8375-Attach- I .DOC 
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University Orthopaedic Clinic & Spine Center 
August 27,2007 

Via Electronic Submittal to CMS 
Centers for Medicare & Medicaid Services 
Department of Health & Human Services 
Attention: CMS- 1385-P 
P.O. Box 8018 
Baltimore, MD 21244-8018. 

RE: CMS 1385-P 
In Office Ancillary Services Exemption 

Dear Sir or Madam: 

Thank you for the opportunity to comment regarding whether changes are 
1 necessary pertaining to the Physician self-referral rules. 

I am an orthopaedic surgeon practicing in a group with eight other 
physicians. We added physical therapy services within our group practice 
several years ago in compliance with the In Office Ancillary Services 
Exemption under the "Stark" regulations. Physical therapy is only provided 
to our own patients as part of a comprehensive treatment program with 
continuous physician oversight for better, more cost effective care. Patients 
are given a choice regarding where they want to have their services provided. 
Many patients prefer the convenience of having their physical therapy in the 
same location as their orthopaedic surgeon. 

We have an exceptional group of 6 registered physical therapists who have 
chosen to practice in this environment because of superior patient outcomes 
due to close communication with the physicians and access to all patient 
medical records. Many times patients are able to begin physical therapy on 
the same day they are seen by the physician when physical therapy is 
prescribed. 



The views expressed by a national letter-writing campaign promoted by the 
Alabama Physical Therapy Association are not representative of the opinions 
of the majority of physical therapists. They represent the opinion of a group 
of private practice physical therapists who want to eliminate competition 
from physician-employed physical therapists for the sole purpose of financial 
gain. Eliminating physician-owned physical therapy services would result in 
less competition and reduced access to care for patients with an increase in 
treatment delays. Removing physicians from the process will not reduce any 
potential conflicts of interest since physical therapists already formulate the 
Plan of Care and determine the number of visits and modalities to be 
performed. 

For convenience of patients and better access to treatment, please preserve 
the centralized building provision that currently exists. With the advent of 
electronic health records, services can be provided in another location just as 
it would be within the same building where physician services are provided. 

Your request for comments is very much appreciated. 

Sincerelv. 

H. Chester Boston, Jr., M.D. 



Submitter : Dr. ANTONIETTA SCULIMBRENE 

Organization : Cumberland Healthcare 

Category : Physician 

Issue AreasIComments 

GENERAL 

Date: 08/27/2007 

GENERAL 

Lcslic V. Norwalk, Esq. 
Acting Administrator 
Centers for Medieare and Medicaid Services 
Attcntion: CMS- 1385-P 
P.O. Box 801 8 
Baltimore, MD 21 244-8018 

Rc: CMS-1385-P 
Ancslhcsia Coding (Part of 5-Ycar Rcview) 

Dcar Ms. Norwalk: 

I am writing to cxpress my strongest support for the proposal to increase anesthesia payments undcr 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 addrcss this complicated issue. 

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

In an cffon to rcctify this untcnablc situation, the RUC rccommcndcd that CMS increasc the anesthesia conversion factor to offsct a calculated 32 perccnt work 
undervaluation a lnovc that would result In an increase of nearly $4.00 per anesthesia unit and serve a a major step fonvard in correcting the long-standing 
undcrvaluation of ancsthcsia scrviccs. 1 am pleased that thc Agency acccpted this recommendation in its proposed rule, and I support full implementation of the 
RlJC s recommendation 

To cnsure tliat our paticnts havc acccss to cxpert anesthcsiology medical care, it is impcrativc that CMS follow through with thc proposal in thc Fedcral Rcgistcr 
by fully and i~n~ncdiatcly implcmcnting thc ancsthesia convcrsion factor increasc as recommended by thc RUC. 

Thank you for your considcration of this scrious rnattcr. 

Antonictta Sculimbrcne MD MHA 
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Submitter : Dr. Moises Lustgarten Date: 08/27/2007 

Organization : Dr. Moises Lustgarten 

Category : Physician 

Issue AreaslComments 

GENERAL 

GENERAL 

Lcslie V. Norwalk, Esq. 
Acting Administrator 
Centers for Mediean: and Medicaid Services 
Attention: CMS-1385-P 
P.O. BOX sola  
Baltimorc. MD 2 1244-8018 

Rc: CMS-1385-P 

Ancsthesia Coding (Part of 5-Year Review) 

Dear Ms. Nowalk: 

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

When the RBRVS was instituted, it created a huge payment disparity for anesthesia carc, 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 eost 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 cffort to rectify this untenable situation, the RUC recommended that CMS increase the anesthesia eonversion factor to offset a calculated 32 percent work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-stand~ng 
undcrvaluation of anesthesia services. I am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the 
RUC s recommendation. 

To cnsurc that our patients have access to expcrt anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register 
by rully and immediately implemcnting the anesthcsia conversion factor incrcase as recommended by the RUC. 

Thank you for your consideration ofthis serious matter 
Moises Lustgarten. MD 
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Submitter : Dr. LINDA CAMERON 

Organization : ANNE ARUNDEL MEDICAL CENTER 

Category : Physician 

Issue Areas/Comments 

GENERAL 

Date: 08/27/2007 

GENERAL 

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

I am writing to express my strongest support for the proposal to increase anesthesia payments under thc 2008 Physician Fee Schedule. I am grateful that CMS has 
rccognizcd 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 scrvices. Today, more than a decade since the RBRVS took effect. Medicare payment for anesthesia services stands at just $16.19 per unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
arcas with disproportionatcly high Mcdicare populations. 

In an cffort to rcctify this untenablc situation, the RUC recommended that CMS incrcase thc ancsthesia 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 
undervaluation of ancsthcsia services. 1 am pleased that the Agency acccpted this recommendation in its proposed rule, and 1 support full implcmcntation of thc 
RUC s recommendation. 

To ensure that our patients have acccss 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 rccommended by thc RUC. 

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

Organization : Kenneth Bachenberg 

Category : Physician 

Issue Areas/Comments 

Date: 08/27/2007 

GENERAL 

GENERAL 

Re: CMS-1385-P 

Anesthesia Coding (Part of 5-Year Review) 

Dear Ms. Nowalk: 

1 am writing to cxprcss my strongest support for the proposal to increase annthesia 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 issuc. 

When 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 scrviccs. Today, morc than a decade sincc thc RBRVS took effect, Medicare payment for anesthcsia serviccs stands at just $16.19 per unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
arcas with disproportionatcly high Mcdicarc populations. 

In an cffort to rcctify this untcnablc situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 pcrccnt work 
undervaluat~on a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undcrvaluation of anesthesia scrvices. I am pleased that the Agcncy accepted this recommendation in its proposed ~ l e ,  and I support full implementation of thc 
RUC s recommendation. 

To cnsurc that our paticnts have access to expert anesthesiology mcdical care, it is imperative that CMS follow through with the proposal in the Fedcral Registcr 
by fully and immediately implcmcnting thc anesthesia conversion factor increase as recommended by the RUC. 

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

Organization : Dr. Jeffrey Amado 

Category : Physician 

Issue AreaslComments 

Date: 08/27/2007 

GENERAL 

GENERAL 

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

Rc: CMS-1385-P 

Ancsthcsia Coding (Part of 5-Year Review) 

Dcar Ms. Nonvalk: 

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

When thc RBRVS was instituted, it created a huge payment disparity for anesthesia cam, 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 anesthesia scrvices stands at just $16.19 per unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
arcas with disproportionatcly high Mcdicarc populations. 

In an cffort to rectify this untcnablc situation, the RUC recommended that CMS incrcasc the ancsthcsia convcnion factor to offsct acalculatcd 32 percent work 
undervaluation a move that would result in an increase of nearly M.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undcrvaluation of ancsthcsia scrviccs. 1 am pleased that the Agency acccptcd this recomrncndation in its proposed rule, and I support full implcmcntation of the 
RUC s recommendation 

To cnsure that our patlcnts havc acccss to expen anesthesiology medical carc, it is impcrativc that CMS follow through with the proposal in thc Fcderal Rcgister 
by fully and immcdiatcly implcmcnting thc ancsthcsia convcrsion factor incrcasc as rccommcndcd by thc RUC. 

Thank you for your considcration of this serious matter. 
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Submitter : Dr. sashi arabolu 

Organization : Rush University Medical Center 

Category : Physician 

issue AreaslComments 

Coding- Additional Codes From 
5-Year Review 

Date: 08/27/2007 

Coding-- Additional Codes From 5-Year Review 

Lcslic V. Nonvalk, Esq. 
Acting Administrator 
Ccnters for Medicarc and Medicaid Services 
Attention: CMS-1385-P 
P.O. Box 8018 
Baltimorc, MD 21244-8018 

Dcar Ms. Nonvalk: 

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

When thc RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to 
othcr pl~ysician scrvices. Today. more than a decade since the RBRVS took effect, Medicare payment for anesthesia serviccs 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 anesthesiologists are being forced away from 
arcas with disproportionatcly high Medicare populations. 

In an cffort to rcctify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work 
undervaluation a move that would result in an increase of nearly 64.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undcrvaluation of ancsthcsia scrvices. I am pleased that the Agency accepted this recommendation in its proposed rule, and I suppon full implementation of the 
RUC s recommendation 

To cnsurc that our paticnts haveaccrss to expcn anesthcsiology mcdical care, it is impcrativc that CMS follow through with thc proposal in the Fcdcral Rcgistcr 
by rully and immcdiatcly implcmcnting thc ancsthcsia conversion factor increasc as recommcndcd by thc RUC. 

Thank you for your consideration of this scrious mattcr. 
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Submitter : Dr. Ronald Pearl 

Organization : Dr. Ronald Pearl 

Category : Physician 

Issue Areas/Comments 

GENERAL 

Date: 08/27/2007 

GENERAL 

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 undcrvaluation 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 
other physician scrvices. 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 be~ng forced away from 
awas with disproportionatcly high Medicarc populations. 

In an cflon to rectify this untcnablc situation, the RUC rccommended that CMS incrcase thc ancsthesia conversion factor to offset a calculated 32 percent work 
undcrvaluation 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 scrvlces. I am plcased 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 have acccss to expcrt anesthesiology mcdical care, it is imperative that CMS follow through with the proposal in the Federal Registcr 
by fully and immcdiately implementing the ancsthesia conversion factor increase as rccommended by the RUC. 

Thank you for your considcration of this serious matter. 

Page 297 of 1 128 August 29 2007 08:49 AM 



Submitter : Dr. Christopher Scheib Date: 08/27/2007 

Organization : Commonwealth Anesthesia PSC 

Category : Physician 

issue Areas/Comments 

GENERAL 

GENERAL 

Leslie V. Norwalk, Esq. 
Acting Administrator 
Ccnters for Medican: and Medicaid Services 
Attcntion: CMS-1385-P 
P.O. Box 80 18 
Baltimore, MD 21244-8018 

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

Dcar Ms. Nonvalk: 

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

When thc RBRVS was instituted, it created a huge payment disparity for ancsthesia care, mostly due to significant undervaluation of anesthesia work compared to 
othcr physician services. Today, more than a decade since the RBRVS took effecf Medicare payment for anesthesia services stands at just 6 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 anesthesiologists are being forced away from 
arcas with disproportionately high Mcdicare populations. 

In an cffon to rcctify this untcnable situation, the RUC recommended that CMS increasc 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 fonvard in correcting the long-standing 
undcrvaluation of ancsthcsia services. I am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of thc 
RUC s recommendation. 

To ensurc that our paticnts havc acccss to cxpcrt anesthesiology mcdical carc, it is imperative that CMS follow through with thc proposal in the Federal Registcr 
by fully and imntcdiatcly implementing thc ancsthcsiaconvcrsion factor increaseas recommended by thc RUC. 

Thank you for your consideration ofthis serious matter 

Christopher M. Scheib., MD 
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Submitter : Dr. Judith Hutchinson 

Organization : Dr. Judith Hutchinson 

Date: 08/27/2007 

Category : Physician 

Issue Areas/Comments 

GENERAL 

GENERAL 

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

Rc: CMS-1385-P 

Ancsthcsia Coding (Part of 5-Ycar Rcvicw) 

Dcar Ms. Nonvalk: 

I am writing to cxprcss my ShOngcst support for the proposal to i n c w  anesthesia payments under the 2008 Physician Fee Schedule. I am grateful that CMS has 
recognized thc gross undcrvaluation of anesthesia services, and that thc Agency is taking steps to address this complicated issue. 

When thc RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to 
othcr physician scrvices. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just S16.19 per unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
areas with disproportionately high Mcdicarc populations. 

In an cffort 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 $400 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undcrvaluation of anesthcsia scrvices. I am plcased that thc Agcncy accepted this recommendation in its proposed rule, and I support full implementation of the 
RUC s recommendat~on. 

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

Thank you for your considcration of this serious matter. 

Judith T. Hutchinson, M.D. 

Page 299 o f  1 128 August 29  2007 08:49 A M  



Submitter : Dr. Rodney Trytko Date: 08/27/2007 

Organization : Anesthesia Associates 

Category : Physician 

Issue Areas/Comments 

Resource-Based PE RVUs 

Resource-Based PE RVUs 

Lcslic V. Norwalk, Esq. 
Acting Administrator 
Ccntcn for Medicare and Medicaid Services 
Attention: CMS-1385-P 
P.O. Box 80 18 
Baltimore, MD 2 1244-80 18 

Rc: CMS-1385-P 

Ancsthcsia Coding (Part of 5-Ycar Rcvicw) 

Dcar Ms. Norwalk: 

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

Whcn 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 scrvices. Today, more than a decade since thc RBRVS took effect, Medicare payment 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 anesthesiologists are being forced away from 
arcas with disproponionately high Medicare populations. 

In an cffort to rcctifj this untenablc situation, the RUC recomrncnded that CMS increasc the anesthesia convemion factor to ofTset a calculatcd 32 percent work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undcrvaluation of anesthcsia serviccs. I am pleased that the Agency acccptcd this rccommcndation in its proposed rule, and I support full implementation of thc 
RUC s recommendation. 

To cnsurc that our patients havc acccss to expcrt anesthesiology mcdical care, it is imperative that CMS follow through with the proposal in the Federal Rcgister 
by fully and immcdiatcly implcmenting the ancsthesiaconvcnion factor increasc as recommended by the RUC. 

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

Organization : ASA 

Date: 08/27/2007 

Category : Physician 

Issue Areas/Comments 

GENERAL 

GENERAL 

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

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

Dcar Ms. Norwalk: 

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

When thc RBRVS was instituted, it created a huge payment disparity for anesthesia w e ,  mostly due to significant undervaluation of anesthesia work compared to 
othcr physician services. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 pcr 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 disproportionatcly high Mcdicare populations. 

In an cffort to rectify this untenable situation, thc RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 perccnt work 
undervaluation a move that would result in an increase of nearly 64.00 per anesthesia unit and serve as a major step fonvard in correcting the long-standing 
undervaluation of ancsthcsia scrviccs. I am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of thc 
RUC s recommendat~on. 

To cnsurc that our patients havc access to cxpert anesthesiology mcdical care, it is imperative that CMS follow through with the proposal in the Fedcral Register 
by fully and ~m~ncdiatcly implcmcnting the anesthesia conversion factor increase as  recommcndcd by the RUC. 

Thank you for your consideration of this scrious matter. 

Grcgory Townc MD 
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Submitter : Dr. Salvatore Zisa Jr. 

Organization : UMDNJ Robert Wood Johnson 

Category : Physician 

lssue Areas/Comments 

GENERAL 

Date: 08/27/2007 

GENERAL 

Re: CMS-1385-P 

Ancsthcsia Coding (Part of 5-Ycar Rcvicw) 

Dcar Ms. Nonvalk: 

1 am writing to cxprcss my strongcst support for the proposal to increasc ancsthcsia paymcnts undcr thc 2008 Physician FCC Schcdulc. I am gratcful that CMS has 
rccognizcd thc gross undcrvaluation of ancsthcsia scrviccs. and that the Agency is taking stcps to addrcss this complicated issuc. 

Whcn thc RBRVS was instituted, it crcatcd a huge paymcnt disparity for anesthesia carc, mostly duc to significant undervaluation of ancsthcsia work compared to 
othcr physician scrviccs. Today, morc than a decadc since thc RBRVS took cffcc~ Mcdicare paymcnt for anesthcsia services stands at just $16.19 pcr unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
arcas with disproportionatcly high Mcdicare populations. 

In an cffort to rcctify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undcrvaluation of anesthesia services. 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 have access to expert anesthesiology medical care, it is imperativc that CMS follow through with the proposal in the Federal Register 
by fully and immediately implementing the ancsthcsia conversion factor increase as recommended by the RUC. 
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Submitter : Dr. Sarah James Date: 08/27/2007 

Organization : ASA 

Category : Physician 

Issue Areaslcomments 

GENERAL 

GENERAL 

Lcslic V. Nonvalk, Esq. 
Acting Administrator 
Ccntcn for Mcdicarc and Mcdicaid Services 
Attcntion: CMS-1385-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 cxprcss my strongest suppon for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. I am gratcful that CMS has 
rccognizcd thc gross undervaluation of anesthesia services, and that the Agency is taking steps to address this complicated issue. 

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

In an clTort to rcctify this untenable situation, thc RUC mommended that CMS increasc the anesthesia conversion factor to offset a calculated 32 percent work 
undervalual~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 
undervaluation of ancsthcsia services. I am plcased that the Agency accepted this recommendation in its proposcd rule, and I suppon full implementation of the 
RlJC s recommendat~on 

To cnsurc that our paticnts have access to expcn anesthesiology medical care. it is imperative that CMS follow through with the proposal in the Federal Register 
by rully and immcdiately implcmcnting the anesthesia conversion faetor increase as recommended by the RUC. 

Thank you Ibr your consideration of this serious mattcr 

Sarah R. James. MD 
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Submitter : Dr. Keith Housman 

Organization : Anesthesiology Consultants, PC 

Category : Physician 

Date: 08/27/2007 

Issue AreaslComments 

GENERAL 

GENERAL 

Leslie V. Nonvalk, Esq. 
Acting Administrator 
Ccnters for Mcdicarc and Medicaid Services 
Attention: CMS-1385-P 
P.O. Box 801 8 
Baltimore. MD 21244-801 8 

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

Dcar Ms. Nonvalk: 

I am writing to cxprcss my strongest support for the proposal to increase anesthesia paymcnts under thc.2008 Physician Fee Sehedulc. 1 am grateful that CMS has 
rccognizcd the gross undervaluation of anesthcsia 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 anesthcsia work compared to 
other physician services. Today, more than a decade since the RBRVS took effec~ Medicare payment for anesthesia serviees stands at just $16.1 9 per unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthes~ologists are being forced away from 
areas with disproportionatcly high Medicare populations. 

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

To ensure that our patients have acccss to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Fcderal Registcr 
by fully and i~nrncdtatcly implcmcntlng thc anesthcsia convcrslon factor lncrcase as recommended by the RUC. 

Thank you for your consideration of this scrious matter 

Sinccrcly yours. 
Kcith A. Housman, M.D 
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Submitter : Dr. Chad ltzkovich 

Organization : Morris Anesthesia Group 

Category : Physician 

Issue AreasIComments 

GENERAL 

Date: 081271'2007 

GENERAL 

Re: CMS-1385-P 

Anesthesia Coding (Part of 5-Year Review) 

Dear Ms. Norwalk: 

1 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 thc gross undcrvaluation of anesthesia scrviees, 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 ancsthcsia work comparcd to 
otllcr phys~eian scrvices. Today, more than a decade since the RBRVS took effect. Medicarc payment for anesthesia services stands at just $16.19 per unit. This 
amount does not cover the cost of caring for our nations seniors, and is creating an unsusta~nable system in which anesthesiologists are being forced away from 
areas w~th disproportionately high Medicare populations. 

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

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

Thank you for your consideration of this scrious matter. 

-Dr Chad ltzkovich 
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Submitter : Dr. Kyle Butkiewicz Date: 08/27/2007 

Organization : Metro Anesthesia Consultants 

Category :, Physician 

Issue Areas/Comments 

GENERAL 

GENERAL 

Lcslic V. Norwalk, Esq. 
Acting Administrator 
Ccntcrs for Medicare and Mcdicaid Scrviccs 
Attcntion: CMS-1385-P 
P.O. Box 8018 
Baltimore. MD 21244-8018 

Rc: CMS-1385-P 

Ancsthcsia Coding (Pan of 5-Ycar Rcvicw) 

Dcar Ms. Norwalk: 

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

Whcn rhc RBRVS was instituted, it created a huge payment disparity for anesthesia care. mostly due to significant undervaluation of anesthesia work comparcd to 
othcr physician services. Today, more than a decade since the RBRVS took effect. Medicare payment for anesthesia scrvices 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 fmm 
arcas with disproportionatcly high Medicare populations. 

In an cffon to rcctify this untcnable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step fonvard in correcting the long-standing 
undcrvaluation of ancsthcsia scrvices. I am plcased that the Agency accepted this recommendation in its proposed rulc, and I support full implementation of thc 
RUC s recom~nendat~on 

To cnsurc that our paticnts havc acccss to cxpcrt anesthesiology medical care, it is imperative that CMS follow through with the proposal in thc Federal Rcgistct 
by fully and immcdiately implcmcnting thc ancsthesia conversion factor increase as recommended by thc RUC. 

Thank you for your consideration of this serious matter. 

Sinccrcly, 

Kylc Butkicwicz, M.D. 
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Submitter : Dr. Benjamin Aquino Date: 08/27/2007 

Organization : Dr. Benjamin Aquino 

Category : Physician 

Issue AreasIComments 

GENERAL 

GENERAL 

Lcslic V. Nonvalk, Esq. 
Acting Administrator 
Ccntcrs for Mcdicarc and Mcdicaid Scrviccs 
Attcntion: CMS- 1385-P 
P.O. Box 8018 
Baltimorc, MD 21 244-80 18 

Rc: CMS-1385-P 

Ancsthcsia Coding (Part of 5-Ycar Rcvicw) 

Dcar Ms. Nonvalk: 

I am writing to cxpress my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schcdulc. I am grateful that CMS has 
rccognizcd thc gross undervaluation of anesthcsia scrvices, and that the Agcncy 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 
other physician serviccs. Today. more than a decade since thc 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 nation s seniors, and is creating an unsustainable sysrem in which anesthesiologists are being forced away from 
arcas with disproportionately high Medicarc populations. 

In an ctTon to rcctify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 perccnt work 
u~idervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undcrvaluation of anesthesia services. I am pleascd that the Agcncy accepted his  rccommendation in its proposed rule, and I support full implemcntation of thc 
KUC s recommendat~on 

To cnsurc that our paticnts have access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register 
by fully and i~nmcdiatcly implcmcnting thc ancsthesia conversion factor increasc as rcwmmended by the RUC. 

Thank you for your consideration of this serious matter. 

Sincerely, 
Bcn Aquino, M.D. 
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Submitter : Dr. Kenneth Song Date: 08/27/2007 

Organization : Dr. Kenneth Song 

Category : Individual 

Issue AreasIComments 

GENERAL 

GENERAL 

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

Rc: CMS-I 385-P 
Ancstlicsia Coding (Part of 5-Ycar Rcvicw) 

Dcar Ms. Norwalk: 

I am writing to express my strongest support for the proposal to increasc anesthesia payments undcr the 2008 Physician Fec Schedule. I am grateful that CMS has 
rccognizcd thc gross undcrvaluation of ancsthesia services, and that the Agency is taking stcps to address this complicated issue. 

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

In an effort to rcctify this untenable situation, the RUC recomrnendcd that CMS increase thc anesthesia conversion factor to offset a calculated 32 percent work 
undervalualion 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 plcascd that thc Agency acccpted this recommendation in its proposed rule, and I support full implementation of thc 
RUC s recommendation. 

To cnsurc that our paticnts havc acccss to expert anesthesiology mcdical care, it is imperative that CMS follow through with the proposal in the Fcderal Rcgister 
by fully and immcdiatcly implcmcnting thc anesthesia conversion factor increase as recommended by thc RUC. 

Thank you for your considcration of this scrious mattcr. 

Sincerely. 

Kcnncth Song. M.D 
Ancsthcsiologist 
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Submitter : Date: 08/27/2007 

Organization : 

Category : Physician 

Issue Areas/Comments 

GENERAL 

GENERAL 

Lcslic V. Nonvalk, Esq. 
Acting Administrator 
Ccnten for Medicarc and Medicaid Scrvices 
Attention: CMS- 1385-P 
P.O. Box 80 18 
Baltimore, MD 2 1244-80 18 

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

Dcar Ms. Nonvalk: 

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

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

In an effort to rectify this untcnable situation, the RUC recommended that CMS increase the anesthesia convenion factor to offset a calculated 32 percent work 
undervaluation a move that would result in an Increase of nearly $4.00 per anesthesia unit and serve as a major step fonvard in correcting the long-standing 
undervaluation of ancsthcsia scrviccs. 1 am plcased that the Agcncy accepted this recommendation in its proposed rule, and I suppon full implementation of the 
RUC s recommendation. 

To ensure that our patients have access to cxpen anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register 
by fully and immediately implcmcnting thc ancsthcsia convcnion factor increase as recommcndcd by the RUC. 

Thank you for your consideration of this serious matter. 
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