
Submitter : Dr. William Scott Huie 

Organization : North Houston Anesthesiologists 

Category : Physician 

Issue AreaslComments 

GENERAL 

Date: 08/27/2007 

GENERAL 

Mcdicarc Reimbursement for Anesthesia 

Dcar Ms. Nonvalk: 

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

Whcn rhc RBRVS was instituted, it creatcd a huge paymcnt disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to 
othcr physician serviccs. Today, more than a dccade sincc 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 disproponionatcly high Mcdicare populations. 

In an effort to rectify this unrenable 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 W.00 per anesthes~a unit and serve as a major step forward in comctlng the long-stand~ng 
undervaluation of ancsthes~a services. I am pleased that thc Agency acceptcd this recommendation in its proposed rule, and I support full implementation of thc 
RUC s recommendation 

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

Thank you for your consideration of this serious matter. 

William Scott Huic. MD 

Page 310 of 1128 August 29 2007 08:49 AM 



Submitter : Dr. Douglas Shook 

Organization : Brigham and Women's Hospital 

Categoy : Physician 

Date: 08/27/2007 

Issue AreasIComments 

GENERAL 

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

Re: CMS- 1385-P 

Ancsthcsia Coding (Part of 5-Ycar Rcview) 

Dcar Ms. Norwalk: 

I am writing to cxprcss my strongcst support for the proposal to incrcasc anesthesia payments under the 2008 Physician Fee Schedule. I am gratcful 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 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 
arcas with disproportionately high Medicare populations. 

In an dfort to rcctiFy this untcnablc situation, the RUC recommcnded that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work 
undervaluation a move that would result in an increase of nearly $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 thc Agcncy accepted this recommendation in its proposed rule, and 1 support full implcmcntation of thc 
RUC s recommendation 

To cnsurc that our patients have access to expert anesthesiology mcdical care, it is imgerativc that CMS follow through with thc proposal in the Fcdcral Register 
by fully and immcdiatcly implementing thc anesthesia convmion factor increase as recommcnded by the RUC. 

Thank you for your consideration of this serious mancr. 
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Submitter : Dr. John Buckley 

Organization : University Orthopaedic Clinic, P.C. 

Category : Physician 

Issue AreasjComments 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

Plcasc see letter for Comments on CMS-1385-P. 

Date: 08/27/2007 

August 29 2007 08:49 AM 
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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 2 1244-80 18. 

RE: CMS 1385-P 
In Office Ancillary Services Exemption 

Dear Sir or Madam: 

Thank you for the opportunity to comment regarding whether changes are 
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. 

Sincerely, 

John P. Buckley., M.D. 



Submitter : Mr. Bennie Garner Date: 08/27/2007 

Organization : East Alabama Medical Center 

Category : Physical Therapist 

Issue AreaslComments 

Physician Self-Referral Provisions 

Physician Self-Refeml Provisions 

There are 2 physician-owned facilities in our immediate area. Both ovcr utilize their own rehab practices. The population of patients being referred for Physical 
Thcrapy services has dropped to nearly nothing in clinics who are not physician+wned. I also hear stories constantly from patients who arc being referred 'in 
house' cven ancr requesting to go elsewhere- especially if they cany good insurance coverage. Our Physical Therapy practice now only receives refcmls from 
paticnts with Medicaid lnsurancc from the physicians who own their own rehab clinic. It has had a tremendous negative impact on physical therapy staffing in our 
area due to loss of rcferral sourccs. We have also experienced situations wherc the patients who seek physician examination for prior or new injuries being ref& 
to thc physician-owncd practice in spite of the fact that the patient had becn treated at our facility bcfom- and with good outcomes. 
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Submitter : Dr. jonathan moss Date: 08/27/2007 

Organization : university of chicagp 

Category : Physician 

GENERAL 

GENERAL 

I have becn an acadcmic ancsthcsilogist for 30 years. Unfiortunately I cannot recommcnd this path for my residents unless you act. Therefore I am writing to 
cxpress my strongest support for the proposal to increase anesthesia paymcnts under the 2008 Physician Fee Schedule. 1 am grateful that CMS has recognized the 
gross undcrvaluation of ancsthcsia serviccs, and I hope that the Agcncy is taking steps to address this complicated issue. 

AS evcryonc acknowlcdgcs whcnthe RBRVS was instituted, it created a huge payrncnc disparity for anesthesia care, mostly due to significant undervaluation of 
ancsthcsia work co~nparcd to othcr physician scrvices. Today, more than a dccadc sincc the RBRVS took effcct, Medicare payment for ancsthesia scrvices 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 
arc bcing forced away from arcas with disproportionately high Medicare populations. I practice in such an area. 

In an effort to rectify this untcnable situation, the RUC rewmmendcd that CMS increase thc ancsthesia 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 
undcrvaluation of anesthesia serviccs. 1 am plcased that the Agency acccpted this recommendation in its proposed ~ l e ,  and I support full implementation of the 
RUC s recommendat~on. 

To nsure that our patients have acccss to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Fcdcral Rcgistcr 
by fully and immcdiatcly implcmcnting the anesthesia conversion factor increase as recommended by the RUC. 

Thank you for your consideration of this serious matter. 
Jonathan Moss MD PhD 
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Submitter : Dr. Michael Packman Date: 08/27/2007 

Organization : American Society oCAnesthesiologists 

Category : Physician 

issue AreaslComments 

GENERAL 

GENERAL 
Leslic V. Norwalk, Esq. 
Acting Administrator 
Centers for Medicare and Medicaid Services 
Attcntion: CMS-1385-P 
P.O. Box 8018 
Baltimore, MD 21 244-8018 

Rc: CMS- 1385-P 

Ancsthcsia Coding (Part of 5-Year Review) 

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

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

In an effort to rcct~fy this untenable situation, the 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 $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undervaluation of anesthesia services. I am plcased that the Agency acceptcd this nrommendation in its proposed rule, and I support full implementation of the 
RUC s recommendation. 

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

Thank you for your consideration of this serious matter. 

Michael I. Packman. MD 
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Submitter : Dr. jaebong gwag Date: 08/27/2007 

Organization : anesthesia consultants of fresno 

Category : Physician 

Issue AreasIComments 

GENERAL 

GENERAL 

Leslie V. Norwalk, Esq. 
Acting Administrator 
Centers for Medicarc and Medicaid Services 
Attention: CMS-I 385-P 
P.O. Box 80 18 
Baltimore, MD 21 244-801 8 

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

Dcar Ms. Norwalk: 

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

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

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

To ensure that our paticnts haveaccess to expert anesthesiology medical carc, it is imperativc that CMS follow through with the proposal in thc Federal Register 
by fully and immediately implcmcnting the ancsthcsia conversion factor increase as mommended by the RUC. 

Thank you for your consideration of this serious matter. 

Sinccrely yours. 
Jachong Gwag MD 
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Submitter : Dr. Radmila Popovic 

Organization : St. Louis University 

Category : Physician 

Issue AreasIComments 

GENERAL 

Date: 08/27/2007 

GENERAL 

Re: CMS-1385-P 

Anesthesia Coding (Part o f  5-Year Review) 

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

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

I n  an cffort to rcctify this uacnable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work 
undervaluat~on a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undcrvaluation of ancsthesia scrviccs. I am pleascd that thc Agency accepted this recommcndation in its proposod rulc, and I support full implcmcntation o f  the 
RUC s recommendation 

To cnsurc that our paticnts havc access to cxpert ancsthesiology mcdical care, i t  is imperative that CMS follow through with the proposal tn the Federal Rcgistcr 
by fully and immcdiately implcmcnting thc anesthcsiaconversion factor incrcasc as rccommendcd by the RUC. 

Thank you for your eonsidcration o f  this serious matter. 

Radmila Popovic. M.D. 
St. Louis, MO 
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Submitter : Dr. Fredric Matlin 

Organization : Dr. Fredric Matlin 

Category : Physician 

Issue AreaslComments 

Date: 08/27/2007 

GENERAL 

GENERAL 
Lcslic V. Norwalk. Esq. 
Acting Administrator 
Ccntcrs for Medicare and Medicaid Services 
Attcntion: CMS-1385-P 
P.O. Box 8018 
Balt~morc. MD 21244-801 8 

Re: CMS-1385-P 
Ancsthcsia Coding (Pan of 5-Year Review) 

Dcar Ms. Nonvalk: 

1 am writing to cxprcss my sbongest support for the proposal to incrcase anesthesia 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. 

When 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 dccade since thc RBRVS took effect, Medicare payment for anesthesia services stands at just 51 6.19 pcr unit. This 
amount does not cover the cost of caring for our nation s sentors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
arcas with disproponionatcly high Medicarc populations. 

In an cffon to rcctify this untenable situation, the RUC rccommcnded that CMS increase theanesthcsia conversion factor to offset a calculated 32 pcrccnt work 
undervaluation a move that would result In an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undervaluation of ancsthcsia scrviccs. I am plcased that the Agency accepted this recommendation in its proposed rulc, 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 thc Federal Register 
by fully and immediately implementing the anesthesia convcrsion factor incrcase as recommended by thc RUC. 

Thank you for your consideration ofthis serious matter. 
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Submitter : Dr. Mark Mouw Date: 0812712007 

Organization : Mouw Chiropractic 

Category : Chiropractor 

Issue AreaslComments 

Technical Corrections 

Technical Corrections 

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

Re. TECHNICAL CORRECTIONS 

Thc pmposed mle datcd July 12th containcd 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 ro determine a subluxation, should be eliminatcd. I 
am writing in strong opposition to this proposal. 

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

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

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

Dr. Mark A. Mouw, D.C 
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Submitter : Dr. Karen Kantor Date: 08/27/2007 

Organization : College of American Pathologists 

Category : Physician 

Issue AreaslComments 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

8/27/07 

I am rcsponding to CMS 1385 Pentitled "Medicare Program; Proposcd 
Revisions to Paymcnt Policics Under the Physician FCC Schedule for year 2008". 1 am a board-certified pathologist and I am a member of thc Collcge of 
American Pathologists. I practicc in Livonia, Michigan as part of a 4 person group in a 300 bed hospital. 

I am dismayed that CMS would allow physician self referral in thc form of revenue sharing from pathology scrvices ordered and performed for their patients. This 
is due to abusive arrangements for anatomic pathology services which most obviously violates the Stalk Law prohibiting physician self-referral. 1 support 
revisions to close thc loopholes that allow non-palhologists to profit from pathology services. 

Specifically, I support the expansion of the anti-markup rule to purchase pathology interpretations and the exclusion of anatomic pathology from the in-office 
ancillary services cxccption to the Stark Law. These revisions to the Mcdicarc reassignment rule and physician sclf-refcrral provisions arc vital to eliminate 
financial sclf-intcrcst from a doctor's medical decisions regarding patient earc. 

PHYSICIANS SHOULD NOT BE ABLE TO PROFIT FROM THE PERFORMANCE QF PATHOLOGY SERVICES IF HE OR SHE DOES NOT 
ACTUALLY PERFORMOR SUPERVISE SUCH SERVICES. 

Captivc pathology anangcments arc unfair to both pathologists and paticnu bccausc the rcfcrrals arc madc solely for financial self-interest by non-pathologists. 
Tlic proposcd changcs do not impact the availability or dclivcry of pathology scrviccs. Thcy will only removc the financial conflict of intcrcst which drives up 
~ncdical costs and impuncs tlic integrity of thc Mcdicarc program. 

Karcn P. Kanror. D.O., M.P.H. 
Dcpartmcnt of Pathology 
St. Mary Mercy Hospital 
364475 Fivc Milc Road 
Livonia. MI 48154 
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Submitter : Dr. Zed Reagan 

Organization : Dr. Zed Reagan 
Date: 08/27/2007 

Category : Physician 

Issue Areas/Comments 

GENERAL 

GENERAL 

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

Rc: CMS-1385-P 

Ancsthcsia Coding (Pan of 5-Ycar Rcview) 

Dear Ms. Nonvalk: 

I atu writing to express my strongest support for the proposal to incrcasc anesthesia payments under the 2008 Physician Fee Schedule. 1 am grateful that CMS has 
rccognizcd rhc gross undcrvaluation of ancsthesia scrviccs, and that the Agency is taking steps to address this complicated issuc. 

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

In an effort to rcctify this untcnablc situation, the RUC rccommcndcd that CMS incrcase thc ancsthcsia conversion factor to offset a calculated 32 pcrcent 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 anesthcsia services. I am pleased that the Agcncy acccptcd this recommendation in its proposcd rule, and 1 support full implementation of thc 
RUC s recommendation. 

To cnsurc that our paticnts havc access to expert anesthesiology medical care. it is imperative that CMS follow through with thc proposal in the Fcderal Rcgister 
by fully and immcdiatcly implcmcnting the ancsthcsia convcrsion factor increase as rccommcndcd by thc RUC. 

Thank you for your considcration of this scrious mattcr 
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Submitter : Mr. Michael Kelm Date: 08/27/2007 
Organization : Mr. Michael Kelm 

Category : Individual 

Issue Areas/Comments 

GENERAL 

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

Rc: CMS-1385-P 

Ancsthcsia Coding (Pan of 5-Year Review) 

Dear Ms. Norwalk: 

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

When thc RBRVS was institutcd, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of ancsthcsia work compared to 
othcr physicIan scrviccs. Today, morc than a decade sincc 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 
area with disproponionately high Mcdicarc populations. 

In an cffort to rectify this untenable situation, the RUC rccommcnded that CMS increase the ancsthcsia 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 plcased that the Agency accepted this recommendation in its proposed rule, and 1 suppon full implementation of the 
RUC s recommendation. 

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

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

Organization : TCAA 

Category : Physician 

Issue AreaslComments 

GENERAL 

Date: 08/27/2007 

GENERAL 

Lcslic V. Nonvalk, Esq. 
Acting Administrator 
Ccntcrs for Mcdicarc and Medicaid Scrvices 
Attention: CMS- 1385-P 
P.O. Box 8018 
Baltimore, MD 21 244-8018 

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

Dcar Ms. Notwalk: 

I an1 writing to cxprcss my strongcst support for the proposal to incrcasc anesthesia payments under the 2008 Physician Fee Schcdule. I am grateful that CMS hss 
rccognizcd thc 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 ancsthesiacare, mostly due to significant undervaluation of anesthesia work compared to 
othcr physician services. Today, more than a decade sinee the RBRVS took effect, Medieare 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 Medieare populations. 

In an cffort to rcctify this untenablc situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a caleulated 32 percent work 
undervaluatlon 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 scrviccs. I am pleased that the Agency accepted this recommendation in its proposed rule. and I support fill implementation of the 
RllC s recommendat~on 

To rnsurc that our patients havc access to expcn anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Fedcral Rcgister 
by fully and immediately implcmenting the anesthesiaconversion faetor increase as recommended by the RUC. 

Thank you for your consideration ofthis serious matter 

Stevc Wcn. MD 
TCAA 
St. Paul, MN 
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Submitter : Date: 08/27/2007 

Organization : 

Category : Physician 

lssue AreaslComments 

GENERAL 

GENERAL 
Lcslic V. Nonvalk, Esq. 
Acting Administrator 
Ccntcrs for Medicare and Mcdicaid Scrviccs 
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 express my strongest support for the proposal to incrcase anesthesia payments under the 2008 Physician Fee Schedule. I am gratcful that CMS has 
rccognizcd the gross undervaluation of ancsthcsia services, and that the Agency is taking steps to address this complicated issue. 

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

In an cffon to rcctify this untenable situation, thc RUC rccommcndcd that CMS increasc the ancsthesia convcrsion factor to offset a calculated 32 percent work 
undervaluation a move that would result In an increase of nearly 54.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undcrvaluation of ancsthcsia services. I am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the 
RUC s recommendation. 

To cnsurc that our patients have access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in thc 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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Organization : University Orthopeedie Clinic, P.C. 

Category : Physician 
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Physician Self-Referral Provisions 

Pleasc sce lcttcr for Comments on CMS- 1385-P. 
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University Orthopaedic Clinic & Spine Center 
KQIII IP#QQ~JR,U&~.A EI 

SPM - I August 27,2007 
Juoyotnrrsthrr 

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 
necessary pertaining to the Physician self-refeml 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 fmncial 
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. 

Sincerely, 

Stephen T. Ikard ., M.D. 



Submitter : Drew Bossen 

Organization : Progressive Rehab 

Category : Physical Therapist 

lssue Areas/Comments 

Date: 08/27/2007 

Physician Self-Referral Provisions 

Physician Self-Refeml Provisions , 

Mr. Kcrry N. Wccms 
Adminishator - Dcsignatc 
Ccntcrs for Mcdicarc and Medicaid Services 
U.S. Dcpartmcnt of Hcalth and Human Scrviccs 
Attention: CMS- 1385-P 
P.O. Box 80 18 
Baltimore, MD 21244-8018. 

Subject: Mcdicarc Program; Proposed Revisions to Payment Policies under the Physician FCC Schcdulc, and Other Part B Payment Policics for CY 2008; 
Proposcd Rulc 

Dcar Mr. Wccms, 

As a practicing physical therapist for 30 years I am deeply concerned about thc issue of referral for profit. The potential for Fraud and abusc cxists whenever 
physicians arc ablc to rcfcr Mcdicarc bcncficiciarin to cntitics in which thcy havc a financial interest, especially in the case of physician-owned physical thcrapy 
scrviccs. Physicians who own practices that provide physical thcrapy services have an inhcrent financial incentive to refer their patients to thc practices they havc 
invcstcd in and to overutilize those sewiccs for financial reasons. By climinatingphysical therapy as adcsignated health service @HS) fumished under thc in- 
office ancillary scrviccs exception, CMS would reduce a significant amount of programmatic abusc, ovcrutlization of physical therapy scrvices under thc Mcdicarc 
program, and cnhancc thc quality of patient care. 

Please consider a stronger stancc on thc issue of referral for profit. It makes goods busincss sense and will providc Mcdicarc beneficiaries a highcr lcvel of care and 
scrv1cc. 

With regards, 

Drcw Bosscn, PT. MBA 
Progressive Rehab 
2401 Towncrcst Drivc 
lowa City, IA 52240 
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Submitter : Dr. Kasia Rubin 

Organization : Dr. Kasia Rubin 

Date: 08/27/2007 

Category : Physician 

Issue Areas/Comments 

GENERAL 

GENERAL 

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

Whcn the RBRVS was instituted, it crcatcd a huge payment disparity for anesthesia carc, mostly due to significant undervaluation of anesthesia work compared to 
othcr physician scwiccs. Today, more than a decade since thc RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 per unit. This 
amount does not cover the cost of car~ng for our natlon s seniors, and 1s creating an unsusta~nable system in which anesthesiologists are being forced away from 
areas w~th disproportionately high Medicare populations. 

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

To ensurc that our patients havc access to expert anesthesiology medical carc, it is imperative that CMS follow through with the proposal in the Federal Register 
by fully and immediately implcmcnting the anesthesiaconversion factor increase as recommended by the RUC. 

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

Organization : Mouw Chiropractic 

Category : Chiropractor 

Technical Corrections 

Technical Corrections 

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

Re: TECHNICAL CORRECTIONS 

The proposed rule dated July 12th contained an itcm under the technical corrections section calling for the current regulation that permin 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, should bc eliminated. I 
am writing in strong opposition to this proposal. 

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

By limiting a Doctor of Chiropractic from referring for an X-ray study, the costs for patimt care will go up signifieantly due to the necessity of a referral to 
another providcr (orthopedist or rheumatologist. etc.) for duplicative evaluation prior to rcfeml to the radiologist. With fixed incomes and limited resources 
scniors may choose to forgo X-rays and thus nceded treatment. If trcament is delayed illnesses that could be life threatening may not be discovered. S~mply put. 
it is thc patient that will sufferas result of this proposal. 

I strongly wgc you to table this proposal. These X-rays, if needed, arc intcgral to the ovcrall treatment plan of Medicare patients and, again, it is ultimately the 
paticnt that will suffer should this proposal become standing regulation. 

Sinccrely, 

Dr. Lynne A. Mouw. D.C. 
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Submitter : Dr. GARY DELANEY 

Organization : ASA 

Date: 08/27/2007 

Category : Physician 

Issue AreaslComments 

GENERAL 

GENERAL 

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

Re: CMS- 1385-P 

Anesthesia Coding (Part of 5-Year Review) 

Dear Ms. Nonvalk: 

I am writing to exprcss my strongcst support for the proposal to increasc anesthesia payments under the ZOO8 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 anesthcsia care, mostly due to significant undervaluation of anesthesia work compared to 
oihcr 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 anesthesiologisLs are being forced away from 
arcas with disproponionatcly high Medicare populations. 

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

To ensurc that our patienLs 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 ancsthcsia conversion factor increase as rccommendcd by the RUC. 

Thank you for your considcration of this serious matter. 

GARY A. DELANEY. MD 
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Submitter : Dr. eugenio sabalvoro 

Organization : uams dept. of anesthesiology 

Category : Health Care Provider/Association 

Issue Areas/Comments 

Date: 08/27/2007 

GENERAL 

GENERAL 

It is about timc that Medicare increase reimbursement for anesthesiologists. It is beneficial for patient care, anesthesia private practice and support for university 
hospital's viability in providing better education for students. 
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Submitter : Dr. Pritee Coulianidis 

Organization : APTA 

Category : Physical Therapist 

Issue Areas/Comments 
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Date: 08/27/2007 

GENERAL 

GENERAL 

Plcasc noticc thc nccd now and in the hturc for skilled physical therapy intcrvcntions for patients. 
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Submitter : Dean Chassay Date: 08/27/2007 

Organization : Dean Chassay 

Category : Physician 

Issue Areas/Comments 

GENERAL 

GENERAL 
Lcslic V. Norwalk. Esq. 
Acting Administrator 
Ccntcrs for Mcdicare and Mcdicaid Scrvices 
Attention: CMS-I 385-P 
P.O. Box 801 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 cxpress my strongest support for the proposal to increase anesthesia paymcnts undcr the 2008 Physician Fee Schedule. 1 am gratcful 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 hugc payment disparity for anesthesiacare, mostly due to significant undervaluation of anesthesia work compared to 
other physician scrviccs. Today. more than a dccade 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 which anesthesiologists are being forced away from 
arcas with disproportionatc\y high Mcdican: 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. 1 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 paticnts havc acccss to expert anesthesiology medical care. it is imperative that CMS follow through with the proposal in the Federal Register 
by fully and irnmcdiately implementing the anesthesia conversion factor increase as recommended by the RUC. 

Thank you for your consideration of this scrious matter 
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Submitter : Date: 08127n007 

Organization : 

Category : Physician 

Issue AreasIComments 

GENERAL 

GENERAL 

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

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

Dear Ms. Norwalk: 

I am writing to cxpress my strongest support for the proposal to increase anesthesia paymcnts under thc 2008 Physician Fee Sehedulc. I am g~atcful that CMS has 
rccognizcd thc gross undcrvaluation of anesthesia serviccs, and that the Agency is taking stcps to address this complicated issue. 

Whcn thc RBRVS was institutcd, it created a huge payment disparity for anesthesia care, mostly duc to significant undervaluation of anesthcsia work comparcd to 
othcr physician scrviccs. Today, mom than a decade sincc the RBRVS took effect, Medicare paymcnt for ancsthesia serviccs stands at just $16.19 per unit. This 
amount docs not cover the cost of caring for our nations seniors. and is creatingan 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 recommcnded that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undcrvaluation of anesthcsia services. I am pleased that the Agency accepted this recommendation in its proposed rule, and 1 support full implementation of the 
RUC s recommendation. 

To cnsure that our patients have access to expcrt anesthesiology medical care, it IS imperative that CMS follow through with thc proposal in the Federal Register 
by fully and immediately implementing the ancsthesia conversion factor incrcase as recommcnded by the RUC. 
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Submitter : Dr. Nicholas Snyder Date: 08/27/2007 

Organization : Mouw Chiropractic 

Category : Chiropractor 

Issue Areas/Comments 

Technical Corrections 

Technical Corrections 

Ccntcrs for Mcdicare and Mcdicaid Services 
Dcpartmcnt of Hcalth and Human Scwices 
Attention: CMS-1385-P 
PO Box 8018 
Baltimore. Maryland 21244-8018 

Re: TECHNICAL CORRECTIONS 

The proposcd rulc datcd July 12th contained an item under thc technical corrections section calling for the current regulation that permits a beneficiary to be 
reimbursed by Medicare for an X-ray taken by a non-treating provider and used by a Doctor of Chiropractic to determine a subluxation, should 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 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 thc appropriate specialist. 

By limiting a Doctor of Chiropractic from rcfening for an X-ray study, the costs for paticnt care will go up significantly due to the necessity of a rcferral to 
anothcr providcr (orthopedist or rhcumatologisf etc.) for duplicative evaluation prior to rcfcrral to thc radiologist. With fixed incomes and limited resources 
scniors may choose to forgo X-rays and thus needed treatment. If trcanent is delayed illnesses that could be life threatening may not be discovered. Simply put. 
11 is tlic 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 treatment plan of Medicare patients and, again. it is ultimately the 
paticnt that will suffcr should this proposal bccomc standing regulation. 

Sinccrcly, 

Dr. Nicholas J. Snydcr, D.C. 
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Submitter : Dr. Rudolfo Lastrilla 

Organization : American Society of Anesthesiology 

Category : Physician 

Issue Areas/Comments 

GENERAL 

GENERAL 

I am favor of the lctter sent by my society 

Date: 08/27/2007 
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Submitter : Dr. Jeffrey Goldstein Date: 08/27/2007 

Organization : Long lsland Anesthesia Physicians 

Category : Physician 

Issue AreaslComments 

GENERAL 

GENERAL 

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

Re: CMS-1385-P 
Anesthcsia Coding (Part of 5-Ycar Rcview) 

Dcar Ms. Norwalk: 

I am writing to express my strongest support for the proposal to inereasc 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 addrcss 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 cffecf Medicare payment for anesthesia services stands at just $16.19 per unit. This 
amount docs not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
areas with disproportionatcly high Mcdicarc populations. 

I n  an cffolt to rectify this untenable situation, the RUC recommended that CMS incrcase the anesthesia conversion factor to offset a calculated 32 percent work 
undervaluation a move that would result in an increase of nearly 5400 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undcrvaluation of anesthesia services. I am pleased that thc Agency accepted this recommendation in its proposed rule. and I support full implementation of thc 
RUC s recommendation. 

TO cnsure that our patienu 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 incrcase as recommended by the RUC. 

Thank you for your consideration of this serious matter. 

Jcffrey E. Goldstcin, MD 
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Submitter : Dr. Donald Scott 

Organization : University Orthopaedic Clinic, P,C. 

Category : Physician 

Issue AreaslComments 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

Plcasc scc comments in lcttcr regarding CMS-1385-P. 
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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. 

R E :  CMS 1385-P 
In Office Ancillary Services Exemption 

Dear Sir or Madam: 

Thank you for the opportunity to comment regarding whether changes are 
necessary pertaining to the Physician self-refenal 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 pulpose 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. 

Sincerely, 

Donald S . Scott., M.D. 



Submitter : Dr. Emad Mossad 

Organization : Cleveland Clinic 

Date: 08/27/2007 

Category : Physician 

issue AreasIComments 

GENERAL 

GENERAL 

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

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

Dcar Ms. Nowalk: 

I am writing to cxprcss my srrongcst suppon for the proposal to increasc anesthesia payments under the 2008 Physician Fee Schedule. 1 am grateful that CMS has 
rccognizcd thc gross undcwaluation of anesthcsia services, and that the Agency is taking steps to addrcss this complicated issue. 

Whcn thc RBRVS was institutcd, it created a hugc paymcnt disparity foranesrhcsia care, mostly duc to significant undcwaluation of ancsthcsia work compared to 
othcr physician scwiccs. Today, morc than a decadc sincc the RBRVS took cffect, Medicare paymcnt for anesthesia scrviccs s m d s  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 Mcdicare populations. 

,In an cffort to rcctify this untcnable situation, thc RUC recommcnded that CMS increasc thc ancsthcsiaconvcrsion factor to offset a calculalcd 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 
undcwaluation of ancsthcsia scwiccs. I am pleased that the Agency accepted this rccommendation in its proposcd rule, and I suppon full implcmentation of the 
RUC s recommendation. 

To cnsurc that our paticnts have acccss to cxpcrt anesthesiology mcdical care, i t  is imperative that CMS follow through with thc proposal in the Fedcral Register 
by fully and i~nmcdiatcly implementing the ancsthesia convcnion factor increase as recommended by the RUC. 

Tliank you for your consideration of this scrious matter. 
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Submitter : Dr. Brian Woods 

Organization : Northstar Anesthesia 

Category : Congressional 

Issue AreasIComments 

GENERAL 

GENERAL 
see attaehrncnt 
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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 21244-8018 

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

Dear Ms. Norwalk: 

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

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

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

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

Thank you for your consideration of this serious matter. 

Brian Woods, MD 
Dallas, Texas 



Submitter : Dr. Siong Thong Date: 08/27/2007 
Organization : Associated Anesthesiologist of Fort Wayne, IN 

Category : Physician 

Issue AreaslComments 

GENERAL 

GENERAL 

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

Re: CMS-1385-P 
Ancsthcsia Coding (Pan of 5-Year Review) 

Dcar Ms. Nonvalk: 

I am writing to cxprcss support for thc proposal to increase ancsthesia 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. 

As you know, when thc RBRVS was instituted, it creatcd a huge payment disparity for ancsthcsia care, mostly due to significant undervaluation of anesthesia 
work comparcd to other physician serviccs. Today, more than a decade since the RBRVS took effect. Med~care payment for ancsthesia serviees stands at just 
$ 1  6.19 pcr unit. Rcccnt studies have demonstrated that the commercial payor rate nationwide ranges from just above $52 per unit, up to over $65 per unit. In no 
othcr specialty in medicine that I am aware of is the disparity between the rate of payment between Medicare and other payorr as great as  it is in anesthesiology. 
This amount does not cover the eost of carlng for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away 
from arcas with disproponionately high Medicare populations. As a result, in my arcaof Northeast Indiana, anesthesiologists are in critically short supply, 
cspccially in hospitals whose populations consist of the sickcst patients, which are frequently the elderly Medicare beneficiaries. This inerease in Medicare 
payment for anesthcsia serviccs is the only way I know that ean begin to alter this. 

In an effort to rectify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 pcrcent work 
undervaluat~on a move that would result in an increase of nearly $400 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undervaluation of ancsthesia services. I am pleased that the Agency aceepkd this recommendation in its proposed rule, and I support full implementation of the 
RUC s recommendation 

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

Thank you for your consideration of this serious matter. 

Sincerely. 

Siong H Thong MD. 
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Submitter : Mary Colello 

Organization : Mary Colello 

Category : Individual 

Issue Areas/Comments 

GENERAL 

Date: 08/27/2007 

GENERAL 

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

Rc: CMS-I 385-P 

Ancsthcsia Coding (Pan of 5-Ycar Rcvicw) 

Dcar Ms. Norwalk: 

I am writing to cxprcss my strongcst support for thc proposal to incrcase anesthesia payments under the 2008 Physician Fce Schedule. 1 am gratcful that CMS has 
recognized the gross undervaluation of ancsthcsia services, and that the Agcncy is taking steps to address this complicated issuc. 

Whcn the RBRVS was instituted, i t  created a hugc payment disparity for ancsthesia care, mostly duc to significant undervaluation of anesthcsia work comparcd to 
other physician scrviccs. Today, morc than a decadc since thc RBRVS took effect. Medicarc payment for anesthesia services stands at just $16.19 per unit. This 
amount docs not covcr the cost of caring for our nations seniors, and is creating an unsustainablc system in which anesthesiologists are being forccd away from 
arcas with disproponionately high Medicare populations. 

In an effort to rcctify this untenable situation, thc RUC recommended that CMS increasc the anesthcsia conversion factor to offset a calculated 32 percent work 
undervaluationa move that would result in an increase of nearly $4.00 per anesthesia unit and scrvc 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 
RUCs recommcndation. 

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

I Thank you for your consideration of this serious matter. 
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Submitter : Dr. L. Scott Atkins 

Organization : University Orthopaedic Clinic, P.C 

Category : Physician 

Issue AreasIComments 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

Plcasc scc comments in lcttcr regarding CMS-1385-P. 

CMS-I 385-P-8428-Attach-I .DOC 
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University Orthopaedic Clinic & Spine Center 
August 27,2007 

SuOsrydMh.SphsA 

ORlCB 
Weploltm.EaS 

P.O. BPrw 
A.edoaa.MS(Y1S 

Via Electronic Submittal to CMS 
Centers for Medicare & Medicaid Services 
Department of Health & Human Services 
 kent ti on: 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 o p p o d t y  to comment regarding whether changes are 
necessary pertaining to the Physician self-refeml mles. 

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 "Starkn 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. 

8 



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. 

Sincerely, 

L. Scott Atkins., M.D. 



Submitter : calvin harris Date: 08/27/2007 

Organization : calvin harris 

Category : Physician 

Issue Areas/Comments 

GENERAL 

GENERAL 

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

Dcar Ms. Norwalk: 

I am writing to exprcss my strongest support for the proposal to incrcase anesthnia payments undcr the 2008 Physician Fee Schedule. I am grateful that CMS has 
recognized the gross undervaluation of ancsthcsia scrvices, and that thc Agcncy is raking stcps 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 
othcr physician scrvices. Today, more than a decade since thc RBRVS took effcet, Medieare 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 unsusrainable system in which anesthesiologists are belng forced away from 
arcas with disproportionately high Medicare populations. 

In an effort to reetify this untcnablc 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 
undervaluation of ancsthcsia services. I am pleased that the Agency accepted this recommendation in its propascd rule. and I support full implementation of thc 
RUC s recommendat~on 

To cnsure that our patients have access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in thc Federal Register 
by fully and immediately implcmenling the anesthcsia convenion factor increase ~LS recommended by the RUC. 

Thank you for your consideration of this serious mattcr. 
Calvin Harris 
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Submitter : Dr. Jennifer Wu Date: 08/27/2007 

Organization : Dr. Jennifer Wu 

Category : Physician 

Issue Areas/Comments 

GENERAL 

GENERAL 
Lcslic V. Nonvalk, Esq. 
Acting Administrator 
Ccntcrs for Mcdicarc and Medicaid Scrviccs 
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. Norwalk: 

1 am writing to cxprcss my strongest support for thc proposal to incrcase annthesia payments under the 2008 Physician Fce Schedule. I am grateful that CMS has 
recognized thc gross undcrvaluation of ancsthcsia services, and that the Agcncy is taking stcps 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 phys~cian scrvices. Today. more than a decade since thc RBRVS took effect, Medicare payment for anesthesia servlccs stands at just $16.19 per unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsusta~nable system in which anesthesiologists are being forced away from 
arcas with disproportionatcly high Medicare populations. 

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

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

Thank you for your considcration of this serious matter. 

Dr. Jcnnifcr Wu 
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Submitter : Dr. James Monatb Date: 08/27/2007 

Organization : Dr. James Monath 

Category : Physician 

Issue Areas/Comments 

Medicare Economic Index (MEI) 

Medicare Economic lndex (MEI) 

CMS should work with Congrcss to fix the Sustainable Growth Rate to prevent thc upcoming 10% cut to physicians who provide services to Medicare 
bcncficiaries. Drastic cuts will total 40% over thc next 8 years. Over that same period, the Medicare Economic lndex (MEI) will increase 20%. How long will 
physicians bc forced to ask for a lcgislative fix from Congress? 

Although no specific proposals exist from CMS, any change to the Stark in-office ancillary exception would unduly harm the ability of urologists to 
providc efficicncics and nceded services to patients. Services provided under the exception are important to healthcare delivery. CMS should not further limit this 
alrcady complex and burdensome regulation. 

Under the proposed rule regarding rcasslgnment and diagnostic testing, the only technical or professional services a medical group could mark-up would be 
those performed by the groups full time employees. This would significantly would hurt the abilrty of gmup practices with in-off~ce imaging equipment to 
utilize independcnt contractors and part-time employees to perform professional interpretation services. We understand CMS desire to prevent markups and 
gaming the system but ofiiees with in-oftiee imaging equipment utilize independent contracton and part time employees to perform highquality professional 
interprctation services. 
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Submitter : Dr. W. Warriner Inge 111 Date: OSi27I2007 

Organization : Florida Anesthesia Associates 

Category : Physician 

Issue AreasIComments 

GENERAL 

GENERAL 

Lcslic V. Norwalk, Esq. 
Acting Administrator 
Ccntcn for Mcdicarc and Mcdicaid Services 
Attention: CMS-I 385-P 
P.O. Box 80 18 
Baltimorc, M D  21244-8018 

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

Dear Ms. Norwalk: 

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

Whcn thc RBRVS was ~nstitutcd, it crcatcd a hugc payment disparity for ancsthesia carc, mostly duc to significant undervaluation of ancsthcsia work comparcd to 
orlicr physician scrviccs. Today, more than a decade since the RBRVS took cffecf Medicare payment for anesthesia services stands at just $16.19 per unit. This 
amount does not cover the cost of caring for our nation s seniors. and is creating an unsustainable system in which anesthesiologists are being forced away from 
arcas with disproportionately high Medicare populations. 

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

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

Thank you for your consideration of this serious matter. 

Page 347 of 1128 
4 

August 29 2007 08:49 AM 



Submitter : Dr. Greg Gravell 

Organization : University of Mississippi Medical Center 

Category : Physician 

Issue Areas/Commenb 

GENERAL 

Date: 08/27/2007 

GENERAL 

Dcar McdicarcIMcdicaid Administrator: 

I would likc to add my support for thc proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. Anesthesia sewiees have been 
undcwalucd for quitc some time, and it is gratifying that our effons on behalf of MedicareIMedicaid patients are finally being acknowledged. 

Thank you for your time. 

Grcg J. Gravcll. M.D. 
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Submitter : Dr. Paul Berghuis Date: 08/27/2007 

Organization : Dr. Paul Berghuis 

Category : Physician 

Issue Areas/Comments 

GENERAL 

GENERAL 

P.O. Box 2329 
Mount Vcmon. WA 98273 

August 27.2007 

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

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

Dcar Ms. Norwalk: 

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

Whcn the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to signiticant undervaluation of anesthcsia work compared to 
othcr physician services. Today, more than a decade sincc 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 
arcas with disproportionately high Medicare populations. 

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

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

Thank you for your considcration of this scrious matter. 

Sinccrcly, 
Paul A. Bcrghuis. D.O. 
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Submitter : Dr. DeElla Ray Date: 0812712007 

Organization : Dr. DeElla Ray 

Category : Physician 

Coding-- Additional Codes From 
5-Year Review 

Coding-- Additional Codes From 5-Year Review 

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

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

Dcar Ms. Nonvalk: 

I am wr~tinp to cxprcss my strongest support for thc proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. I am grateful that CMS has 
rccognizcd tlic gross undc~aluation of anesthesia scrvices, and that the Agency is taking stcps to address this complicated issue. 

Whcn the RRRVS was instituted, i t  creatcd a huge payment disparity for ancsthcsia care, mostly due to significant undcrvaluation of anesthesia work comparcd to 
otlicr physician scrvices. Today, more than a decade sincc 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 nations sentors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
arcas with disproportionately high Mcdiciltc populations. 

In an cffort to rcctify this untcnablc situation, thc RUC rccommcndcd that CMS incrcase the anesthesia conversion factor to offset a calculated 32 percent work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia untt and serve as a major step forward in correcting the long-standing 
undcrvaluation of ancsthcsia scrviccs. I am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implcmcntation of the 
RUC s recommendat~on. 

To cnsurc that our paticnts havc access to cxpert ancsthcsiology mcdical care, it is impcrativc that CMS follow through with the proposal in thc Fcdcral Rcgister 
by fully and imrncdiatcly implcmcnting thc ancsthcsia conversion factor increase as rccomrncnded by thc RUC. 

Thank you for your consideration of this scrious mattcr 

Sinccrcly. 

DcElla A. Ray, M.D. 
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Date: 08/27/2007 Submitter : Dr. eugenio sabalvoro 

Organization : uams dept. of anesthesiology 

Category : Health Care Provider/Association 

Issue Areas/Comments 

GENERAL 

GENERAL 

It is about time that Medicam increase the reimbursement for anesthesiologist. It will be beneficial for batient care, private anesthesia practice and the viability of 
University Hospitals in teaching future practitioners, students and the public. 
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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 21244-8018 

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

Dear Ms. Norwalk: 

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

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

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

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

Thank you for your consideration of this serious matter. 

Yours truly, 

Eugenio P Sabalvoro MD 
Assistant Professor, Dept. of Anesthesiology 
University of Arkansas for Medical Sciences 



Submitter : Dr. kevin ng 

Organization : The Permanente Medical Group 

Category : Physician 

Issue AreaslComments 

GENERAL 

Date: 08/27/2007 

GENERAL 

Dcar Ms. Nonvalk: 

I am writing to cxpress my strongest support for thc proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. I am grateful that CMS has 
rccognizcd thc gross undcrvaluation of anesthesia scrviccs, 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 w e ,  mostly due to significant undervaluation of anesthesia work compared to 
other physician scrviccs. Today, more than a decade since the RBRVS took effcct, Mcdicare payment for anesthesia services standsat 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 cffon to rectify this untenable situation, the RUC rccommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undcrvaluation of ancsthcsia scrviccs. I am plcascd that the Agency accepted this rccommcndation in its proposed rule, and I support full implementation of the 
RUC s rccommendation. 

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

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

Category : Physician 

Issue AreasIComments 

GENERAL 

GENERAL 

Lcslic V. Nonvalk, Esq. 
Acting Administrator 
Ccntcrs for Medicare and Medicaid Services 
Attcntion: CMS-I 385-P 
P.O. Box 801 8 
Baltimore. MD 2 1244-801 8 

Rc: CMS- 1385-P 

Ancsthcsia Coding (Pan of 5-Year Rcview) 

Dcar Ms. Norwalk: 

I am writing to cxprcss my strongcst support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. I am gratehl that CMS has 
recognized the gross undcrvaluation of anesthesia services, and that the Agency is taking steps to addrcss this complicated issuc. 

When the RBRVS was instituted, it created a huge payment disparity for anesthesiacare, mostly due to significant undervaluation of anesthesia work comparcd 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 cGng for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
a r e s  with disproportionately high Medicarc populations. 

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

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 thc anesthcsiaconversion factor incrcasc as recommended by the RUC. 

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

Organization : Dr. Timothy Stark 

Category : Physician 

Issue Areas/Comments 

Date: 08/27/2007 

Coding-- Additional Codes From 
5-Year Review 

Coding-- Additional Codes From 5-Year Review 

Lcslic V. Norwalk, Esq. 
Acting Adminiswtor 
Ccntcrs for Mcdicarc and Mcdicaid Services 
Attcntion: CMS-1385-P 
P.O. Box 8018 
Balt~morc, MD 2 1244-801 8 

Re: CMS-I 385-P 

Ancsthcsia Coding (Pan of 5-Ycar Rcview) 

Dcar Ms. Norwalk: 

1 aln writing to cxpress my strongest support for the proposal to incrcase anesthesia payments under the 2008 Physician Fee Schedule. I am grateful that CMS has 
recognized the gross undcrvaluation of anesthesia services. and that the Ageney is taking steps to address this eomplicatcd issue. 

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

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

To ensure that our paticnts have access to expcn anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Fcderal Rcgister 
by fully and immediately implementing thc anesthesia conversion factor incmase as mommended by thc RUC. 

Thank you for your consideration of this scrious matter. 
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Submitter : Dr. William Standeffer 

Organization : University Orthopaedic Clinic 

Category : Physician 

Issue AreaslComments 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

Plcasc scc commcnts in lcttcr regarding CMS-1385-P. 
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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 
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. 
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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 pulpose 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 cumntly 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. 

Sincerely, 

William C. Standeffer, Jr., M.D. 



Submitter : Dr. Wayne Sooog 

Organization : Northwestern Memorial Hospital 
Date: 08/27/2007 

Category : Physician 

Issue AreasIComments 

GENERAL 

GENERAL 

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

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

Dear Ms. Norwalk: 

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

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

In an effort to rectify this untenable siiation, the RUC rccommended 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 paticnts havc acccss to expen anesthesiology medical care, it is imperative that CMS follow through with thc proposal in the Federal Register 
by fully and immediately implementing thc anesthesia conversion factor incrcasc as rccommended by the RUC. 

Thank you for your considation of this serious matter. 
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Submitter : Dr. David Reich 

Organization : Mount Sinai Medical Center 

Category : Physician 

Date: 08/27/2007 

Issue AreaslComments 

GENERAL 

GENERAL 

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

Rc: CMS- 1385-P 

Anesthcsia Coding (Part of 5-Year Review) 

Dcar Ms. Nonvalk: 

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

When the WRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work comparcd to 
other physieian serviccs. Today, more than a decade since the RE3RVS took effect, Medicare payment for anesthesia services stands at just $16.1 9 pcr unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
areas with disproportionately high Mcdicare populations. 

In an effort to rectify this untenablc situation, the RUC rccornmended 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-stand~ng 
undervaluation of anesthesia services. I am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implemcntation of thc 
RUC s recommendation. 

To cnsure that our patients have acccss to cxpen anesthesiology medical eare, it is imperative that CMS follow through with thc proposal in the Fcderal Register 
by fully and imrnediatcly implementing the anesthesia eonversion factor incrcase as rccommended by thc RUC. 

Thank you for your consideration of this scrious matter. 

Sinccrcly yours, 

David L. Reich, M.D. 
Professor and Chair of Ancsthesiology 
Mount Sinai Mcdical Centcr 
Ncw York, NY 10029-6574 
david.reich@mountsinai.org 
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Submitter : Date: 08/27/2007 

Organization : 

Category : Physician 

Issue AreasIComments 

GENERAL 

GENERAL 

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

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

Dcar Ms. Norwalk: 

I am writing to cxpress my strongest support for the proposal to increasc anesthcsia payments under the 2008 Physician Fee Schedule. I am grateful that CMS has 
rccognizcd thc gross undcrvaluation of anesthcsia scrviccs, 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 anesthcsia work compared to 
other physician scrviccs. Today, nlorc than a decade sincc the 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 k ing  forced away from 
arcas with disproportionately high Medicare populations. 

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

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

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

Organization : Dr. James Monath 

Category : Physician 

Issue Areas/Commenb 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

* Prohibition of under arrangements rule will prohibit the provision of that are provided to a hospital through a joint venture in which you have an ownership 
intcrcst, (such as radiation therapy or lasers). This will be demmental to paticnt care because of access to these services are expensive in our community and across 
the country. In addition, CMS has taken efforts through a variety of different regulations through the years to eliminate duplication of xrvices. If CMS or 
Congress were to prevent or further limit the ability to Joint venture with hospitals or other practices it may ereate an environment that would induce physicians 
to provide more services in-house under the practice exclusion . Eaeh practice group will buy their own equipment or subject patients to return to the more costly 
and inefficient hospital providcn. 

* Wc understand the importance of striking a balance between eradicating fraud and abuse and promoting efficiency and protecting patient access to carc. As 
a urologist, thne regulations, if implemented would have a negative cffect on innovation, efficiency and patient access to carc. Please consider suggested changes 
and withdraw these proposals. 

* CMS should not bc considering making significant changes to Stark N~CS on an annual basis or for inclusion in thc Physician Fec Schedule. Too many 
financial and business arrangements, legal contracts and scrviccs arc involved to bc altcred on a yearly basis or through a picccmeal approach. In sum, thc 
proposcd mle crcates two levcls of uncertainty: (I) significant lack of clarity within thespecific proposals thcmsclvcs; and (2) general instability due to the 
prospcct of annual changes to Stark. 
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Submitter : Mrs. Jessica Hicks 

Organization : CMH 

Category : Other Health Care Professional 

lssue AreasIComments 

GENERAL 

GENERAL 

Dear Sir or Madam: 

Date: 08/27/2007 

I am writing today lo voicc my opposition to the therapy standards and requirements in regards to thc staffing provisions for rehabilitation in hospitals and 
facilities proposed in 1385-P. 

While I am concerned that these proposed changes to the hospital Conditions of Participation have not received thc proper and usual vetting, I am more concerned 
that these proposed rules will create additional lack of access to quality health care for my patients. 

As an athlctic trainer, I am qualified to perform physical medicine and rehabilitationservices, which you know is not the same as physical therapy. My education, 
clinical cxpcricncc, and national certification exam ensure that my patients receive quality health care. State law and hospital medical professionals have deemcd 
mc qualified to pcrform thcsc services and these proposed regulations attempt to circumvent those standards. 

Thc lack of acccss and workforce shortage to till therapy positions is widely known throughout the indushy. It is irrcsponsiblc for CMS, which is supposed to be 
conccrncd with thc health of Americans, especially those in rural areas, to further restrict their ability to receive those services. The flexible currcnt standards of 
stafling In llospitals and other rehabilitation facilities are pertinent in ensuring patients rcceive the best, most cost-effective htatment available. 

Since CMS seems to have come to these proposed changes without clinical or financial justification, I would saongly encourage the CMS to consider the 
recommcndations of thosc professionals that arc tasked with overseeing thc day-to-day health care needs of their patients. I respectfully request that you withdraw 
thc proposcd changes related to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility. 

Sinccrcly, 

Jcssica Hicks, ATC 
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Submitter : Kaitlin Caviston 

Organization : East Stroudsburg University 

Category : Other Health Care Professional 

Issue AreasIComments 

GENERAL 

GENERAL 

Dcar Sir or Madam: 

Date: 08/27/2007 

My name is Kaitlin Caviston, and I am a graduate student at East Stroudsburg University. I am currently employed by ESU as a graduate assistant athletic hainer 
for the women's volleyball and lacrosse teams. 

1 am writing today to voice my opposition to the therapy standards and rcquircments in regards to the staffing provisions for rehabilitation in hospitals and 
facilities proposed in 1385-P. 

While I am conccrncd that these proposed changes to the hospital Conditions of Participation have not received the pmper and usual vetting, I am more wncerncd 
that thcx proposcd rules will create additional lack of access to quality hcalth care for my patients. 

As an athletic trainer, I am qualified to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My education, 
clinical cxperiencc, and national ccrtification exam ensure that my paticntci receive quality health care. State law and hospital medical professionals havc &emcd 
mc qualified to pcrform these sewices and these proposed regulations attempt to circumvent those standards. 

The lack of access and workforce shortage to fill therapy positions is widely known throughout the indushy. It is irresponsible for CMS, which is supposed to be 
concerned with the hcalth of Americans, especially those in rural areas, to further restrict their ability to receive those services. The flexible current standards of 
staffing in hospitals and other rehabilitation facilities are pertinent in ensuring patients receive the best, most cost-effective treatment available. 

Since CMS seems to have come to thesc pmposed ehanges without clinical or financial justification, I would strongly encourage the CMS to consider the 
recommendations of thosc professionals that are tasked with overseeing the day-today health care needs of their patients. I respectfully requcst that you withdraw 
the pmposed changes related to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility. 

Sincerely. 

Kaitlin Caviston, ATC 
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Submitter : Dr. Zafar Siddiqui Date: 08/27/2007 

Organization : UMass Medical Center 

Category : Physician 

Issue AreaslComments 

GENERAL 

GENERAL 

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

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

Dcar Ms. Nonvalk: 

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

When the RBRVS was instituted, it created a huge payment disparity for anesthesia e m .  mostly due to significant undcrvaluation of anesthesia work compared to 
other physician services. Today, mom than a decade since the RBRVS took effect, Medieare payment for anesthesia serviees 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 
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 scrviccs. 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 access to expcrt anesthesiology mcdical care, it is imperative that CMS follow through with the proposal in the Federal Register 
by fully and immcdiatcly implementing the anesthesia conversion factor incrcase as rceommended by the RUC. 

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

Organization : University of Mississippl Med. Ctr. 

Category : Physician 

Issue AreaslComments 

Date: 08/27/2007 

GENERAL 

GENERAL 

Lcslic V. Nonvalk, Esq. 
Acting Administrator 
Ccntcrs for Mcdicarc and Mcdicaid Services 
Attention: CMS-I 385-P 
P.O. Box 801 8 
Balt~morc. MD 21244-8018 

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

Dcar Ms. Nonralk: 

I am writing to cxprcss my strongcst support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. 1 am grateful that CMS has 
rccogn~zcd 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 ofanesthesia work compared to 
otl~cr physician scrviccs. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 per unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are k ing  forced away from 
arcas with disproportionately high Medicare populations. 

In an cffon to rcctify this untenable situation, the RUC recommended that CMS increasc the anesthcsia conversion factor to offsct 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 anesthesia services. I am pleased that the Agency accepted this recommendation in its proposed rule, and I suppon full implementation of the 
RUC s rccom~nendat~on. 

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

Thank you for your consideration of this serious matter, 

Sincerely yours. 

Ramarao Takkallapalli M.D. 
Assistant professor of Anesthesiology 
Un~vcrsity of Mississippi Mcdical Center 
Jackson MS 39216 
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Submitter : 

Organization : Old Tappan High School 

Category : Other Health Care Professional 

Issue Areas/Comments 

GENERAL 

Date: 08/27/2007 

GENERAL 

Dcar Sir or Madam: 

My namc is David Pucilowski. I am an athletic miner who works in a high school setting. I have earned both my bachelor's degree and master's degree from 
accredited programs, and have passed the national certification cxam as well as continued to updatc and enhancc my education through my career. 

I am writing today to voice my opposition to the thcrapy standards and requirements in rcgards to the staffing provisions for rehabilitation in hospitals and 
facilities proposed in 1385-P. 

Whilc 1 am concemcd that thcse proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, I am more conccmed 
that thcsc proposcd rulcs will crcate additional lack of acccss to quality hcalth care for my paticnts. 

As an athlctic traincr, 1 am qualified to perform physical medicinc and rehabilitation scrvices, which you know is not the same as physical therapy. My education, 
clln~cal cxpcrlcnce, and national certification exam ensurc that my patients receive quality hcalth care. State law and hospital medical professionals havc dccmcd 
mc qual~ficd to pcrform thcse scrvices and thcse proposed regulations attempt to circumvent those standards. 

Thc lack of access and workforce shortage to fill therapy positions is widely known throughout thc indusq. It is irresponsible for CMS, which is supposed to bc 
conccmcd with the hcalth of Americans, especially those in rural arcas, to further restrict their ability to receivc those services. The flexible current standards of 
staffing in hospitals and other rehabilitation facilities are pertinent in ensuring patients receive the bcst, most costcffective treatment available. 

Sincc CMS sccms to havc comc to these proposed changes without clinical or financial justification, I would smongly cncouragc the CMS to consider the 
recommendations of those professionals that are taskcd with ovcrsecing the day-@day health care nceds of their patients. I respecfilly request that you withdraw 
thc proposcd changcs rclated to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility. 

Sinccrcly, 

David Pucilowski. ATC. MSEd 
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Submitter : Dan Biggs Date: 08/27/2007 

Organization : University of Oklahoma 

Category : Physician 

Issue Areas/Comments 

Background 

Background 

Lcslic V. Norwalk, Esq. 
Acting Adminishator 
Centers for Medicare and Mcdicaid Scrvices 
Attcntion: CMS-1385-P 
P.O. Box 8018 
Baltimore. MD 21244-8018 

Rc: CMS-1385-P 

Ancsthesia Coding (Part of 5-Year Revicw) 

Dcar Ms. Norwalk: 

I am writing to cxprcss my strongest support for the proposal to incrcase ancsthesia payments under thc 2008 Physician Fee Schedule. I am gratcful that CMS has 
rccognized thc gioss undcrvaluation of anesthcsia services. and that the Agency is taking steps to addrcss this complicated issue. 

When thc RBRVS was instituted, it crcated a huge payment disparity for anesthcsia care, mostly duc to significant undervaluation of anesthesia work comparcd to 
othcr physician scrviccs. Today, morc than a decadc sincc thc RBRVS took effcct, Mcdicarc payment for ancsthcsia scrviccs stands at just $16.19 per unit. This 
amount does not cover the cost of caring for our nations senion, 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 situation, the RUC recommended that CMS incrcase the anesthesia conversion factor to offset a calculated 32 percent work 
undervaluation a move that would result in an increase of nearly $400 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undcrvaluation of ancsthesia services. I am plcased that the Agency accepted this recommendation in its proposed ~ l e ,  and I support full implementation of the 
RUC s recommendation. 

To cnsurc that our paticnts 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 implementing the anesthesia conversion factor increase as recommended by the RUC. 

Thank you for your consideration of this serious matter 

Dan Biggs. M.D. 
Assistant Professor 
Dcpartmcnt of Anesthesiology 
University of Oklahoma 
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Submitter : Sharon Wood 

Organization : Maryville College 

Category : Academic 

Issue AreaslComments 

GENERAL 

Date: 08/27/2007 

GENERAL 

Dear Sir or Madam: 

I am a certified athletic trainer. I have been practicing for almost twent) years at a small eollege in Tennessee 

I am writing today to voice my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and 
facilities proposed in 1385-P. 

Whilc I am concemcd that these pmposcd changes to the hospital Conditions of Participation have not received the proper and usual vetting, I am more concerned 
that thcsc pmposcd rules will creatc additional lack of access to quality health care for my patients. 

As an athlctic trainer. I am qualified to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My edueation, 
clinical expcrience. and national certification exam ensure that my patients reeeive quality health care. Sutte law and hospital medical professionals have deemed 
mc qualified to pciform these scrvices and these proposed regulations attempt to cireumvent those standards. 

The lack of aceess and workforce shortage to fill therapy positions is widely known thmghout the indusny. It is irresponsible for CMS, which is supposed to be 
concerned with the health of Americans, especially those in rural areas, to further restriet their ability to receive those services. The flexible current standards of 
staffing in hospitals and other rehabilitation facilities are pertinent in ensuring patients receive the best, most wst-effective treatment available. 

Since CMS seems to have come to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to eonsider the 
recommendations of thosc professionals that are tasked with overseeing the day-to-day hcalth care needs of their patients. I respectfully request that you withdraw 
thc proposcd changcs rclatcd to hospitals. rural clinics, and any Medicare Part A or B hospital or rehabilitation facility. 

Sinccrcly. 

Sharon Wood. MS ATC 
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Submitter : Dr. Craig M. Johnson M.D. Date: 08/27/2007 

Organization : Anesthesia Associates of Saint Cloud Ltd. 

Category : Physician 

Issue AreasIComments 

GENERAL 

GENERAL 

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

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

Dcar Ms. Norwalk: 

I am writing to cxpress my strongest support for the proposal to increasc ancsthesia payments under thc 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. 

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

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

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

Thank you for your considcration of this serious matter. 

Craig M. Johnson MD 
Anesthesia Associates of Saint Cloud Ltd. 
3701 12th St. N. Suitc 202 
Saint Cloud, MN 56303 
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Submitter : Jeb Burns 

Organization : San Jose State University 

Category : Other Health Care Professional 

Issue Areas/Comments 

Date: 08/27/2007 

GENERAL 

GENERAL 

Dcar Sir or Madam: 

I am an athletic traincr at San Jose State University. 

I am writing today to voice my opposition to the therapy standards and requirements in regards to the staffing pmvisions for rehabilitation in hospitals and 
facilities proposcd in 1385-P. 

While I am conccmcd that thesc pmposcd changes to the hospital Conditions of Participation have not received the proper and usual vetting, I am more wncemed 
that thcse pmposcd rulcs will crcatc additional lack of access to quality health a r c  for my paticnts. 

As an athlctic traincr, 1 am qualified to pcrform physical medicinc and rehabilitation scrviccs. which you know is not the same as physical thcrapy. My education, 
clinical expcricnce, and national ccrtifiation exam ensurc that my paticnts reccive quality health care. Statc law and hospital medical pmfcssionals have dccmed 
mc qualificd to pcrform thcsc scrviccs and these proposed regulations attempt to circumvent those standards. 

Thc lack of access and workforce shortage to fill therapy positions is widely known throughout the indusny. It is irrcsponsiblc for CMS, which is supposed to bc 
conccmed with thc health of Americans, especially those in rural arcas, to further restrict their ability to receive those services. The flexible current standards of 
staffing in hospitals and other rehabilitation faeilitics are pertinent in ensuring patients reccive the best, most cost-effectivc keatment available. 

Sincc CMS sccms to have come to these proposed ehanges without clinical or financial justification. I would strongly encourage the CMS to consider the 
rccommcndations of thosc professionals that arc tasked with overseeing the day-to-day health care nceds of their patients. I respectfully request that you withdraw 
thc proposcd changes rclatcd to hospitals, rural clinics, and any Medicarc Part A or B hospital or rehabilitation facility. 

Sinccrcly. 

Jcb Bums. MA ATC CSCS PES 
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