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. As a physical therapist who has practiced in western US and southern US, I have personally seen the negative impact that physician self referral of PT services has
had. A negative impact that is felt by the patient, the community and the health care system. With self referral for physical therapy, you reduce competition and
with that you no longer have the need for clinicians to have the "competitive edge” over another PT provider. Hence there is no longer the desire to push
clinicians in physician owned practices to pursue their own clinical advancement or excellence. As such, the quality of physical therapy care provided, over time,
to patients and the community is drastically reduced. This Jeads to longer episodes of care and increased health care expense. This has been so widely known that
it has been widely published in the medical literature for over 10 years (Florida Health Care Cost Containment Study: September 1991 & New England Journal of
Medicine Nov. 1992).

More recently, the OIG report, OEI-09-02000200, found that 91% of Physical Therapy services billed by Physicians in the first 6 months of 2002 failed to meet
" program requirements, resulting in improper Medicare payments of $131 million. Increased expense with a less efficient outcome! The end result is that the
patient and the system pay morc while the patient recieves less.

The only way to resolve this problem is to place provisions in the current legislation to prevent physician self referral for physical therapy services.

Thank you so much for you time.
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INCREASED COSTS AND RATES OF USE IN THE CALIFORNIA WORKERS' COMPENSATION
SYSTEM AS A RESULT OF SELF-REFERRAL BY PHYSICIANS

ALEx Swenr.ow, M.H.S.A., Grecory Jonnson, Pu.D., New Surreune, M.D.,
AND ARNOLD Musten, M.D., M.P.H.

Abstract Background. There is widespread concern
that ownership by physicians of testing or ireatment facili-
ties to which they refer patients leads to overuse of such
lacilities. We determined the patterns of use of three serv-
icas — physical therapy, psychiatric evaluation, and mag-
netic resonancs imaging {MR!) — among physicians treat-
ing palienis whose care was covered under workers'
compensation. We then compared the rates of use among
physicians who referred patients to facilities of which they
were owners (self-referral group) with the rates
physicians who refemmed patienis o independent facilities
(independent-raferral group).

Methods. We used a large dala base to analyze
claims under workers' compensation in Cakfornia from
October 1, 1990, through June 30, 1991, to determine
the frequancy and cost of these three lelocted serv-
ices and determined whether the referring -physiclans
were practicing self-referral or indegendent referral,
We evaluated the cost per case for all thres seivices,
measurad the frequency with which physical therapy was
initiated, and evaluated the medical appropriateness
of MRI.

Results. We found that physical tharapy was initiated
2.3 times more often by the physicians in the self-referral

HERE is growing concern about conflict of inter-

est in medicine in the United States."* Recent
studies have focused on whether physicians’ owner-
ship of testing or treatment centers increases the num-
ber of tests and services performed.”'® Research in
Florida indicates that physician-owned facilities gen-
crate significantly higher rates of use and cosis than
independendy owned facilities.”® Studies of physician
owniership in California have found that the higher
concentration of physician-owned magnetic reso-
nance imaging (MRI) facilities in California has in-
creased rates of usc between 34 percent and 56 percent
above the rates for the rest of the country.” The study
by Hillman et al. of diagnostic imaging demonstrated
that physicians who referred patients to facilities of
which they were owners (those who practiced self-
referral) charged 4.4 1o 7.5 times more per cpisode of
care than other physicians.' In response to thesc find-
ings, the states of Florida, Michigan, and New Jerscy
have enacted legislation that restricts self-referral by
physicians,

The American Medical Association {AMA) Coun-
cil on Ethical and Judicial Affairy stated in December
1991: “In general, physicians should not refer patients
to a health care facility outside their office practice at
which they do not directly provide care or services

From the Nauonsl Medical Audit unit, Willism Mereer, Inc.. Sen Prancisco
(A.S., G.J., A.M.). snd Cutrent Healih Concepts, Sausatitn, Calif. (N.S.). Ad-
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group (68 percent) than by thase in the independent-refer-
ral group (30 percent; P<0.01). The mean cost par case
for physical therapy was significantly lower in the self-
referral group ($404=102) than in the independent-refer-
ral group ($440=167; P<0.01).

The mean cosi of psychiatric evaluation services was
significantly higher in the sell-referral group than in
the independent-referral group (psychomaetric testing,
$1,1656+728 vs, $870+482; P<0.01; psychiatric evalua-
tion reports, $2,056+1,083 vs. $1,880+578; P<0.01).
The fotal cost per case of psychiatric evaluation serv-
ices was 263 percent higher In tha self-referral group
{33,222+ 1.451) than in the independent-referral group
($2,550=742; P<0.01).

- Of all the MRI scans requested by the seif-referring phy-
sicians, 38 percent were found to be medically inappropri-
ate, as compared with 28 percent of those requested by
physicians in the mapandem-rsfena! group (P<0.05).
There was no significant difierence in the cos! per case

-between the two groups.

Conclusions. This study domnstnm that sel-refer-
ral increases the cost of medical care covered by workers'
compensation for each of the three types of service stud-
ied. (N Engl J Med 1982,327:1502-6.)

when they have an investment interest in the facili-
ty.”'" In June 1992, however, the AMA’s House of
Delegates adopted a new policy that allows doctors to
muke such referrals if patients arc informed of the
doctor's financial interest in the facility and of any
available alternatives.'? This reversal on the part of
thc AMA reflects the lack of consensus within organ-
ized medicine about physicians' ownership of medical
facilitics. There have alsn been two recent efforts by
the federal government to limit sell~ceferral on the part
nf physicians. Since January 1992, physicians have
been prohibited from referring patients to.clinical lab-

.oratories in which they have an ownership interest. In

addition, the “safe harbor™ regulations published in
the Federal Register defined more clearly the invest-
ment, ownership, and reimbursement arrangements
in which physiciaus may participate without fear of
violating anti-kickback provisions of Medicare and
Medicaid.'*

“To aur knowledge, the eﬂ'ects of physician self-
referral within the workers’ compensation system
have not been systematically analyzed. To investigate
this issue, we evaluated a total of 6581 California
workers’ compensation cases for which claims were
filed with a Jarge workers’ compensation insurance
company during a nine-month period in 1990 and
1991. We analyzed the effect of physiciams‘ self-refer-
ral on three hxgh-coct medical services covered under
warkers’ compensation: physical. therapy, psychiat-
ric cvaluation, and MRI. We evaluated the cost
per case for all three scrvices, measured the frequen-

Reprinted with permission from the Massachusetts Medical Society. Swedlow A, et al. Increased costs and

rates of use in the California workers’ compensation system as a result of self-referral by physicians.

NEIM. 1992:327(21):1502-1506. Copyright 1992 Massachusetts Medical Society. All rights reserved.
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cy with which physical therapy was initiated, and
prospectively analyzed the medical approprialeness
of MRI.

MeTsobs

This study was designed 10 compare. the patterns of use of three

" scrvices — physical therapy, psychiatric evaluation, und MRI —-

among physicians who refer patients to facilities of which they are

owners (self-referval group) and physicians who refer patients to
independent facilities (independeni-referral group).

Since differences in case mix between physicians in the self-refer-
ral and independent-referral groups might account fior differences in
rates of use or cost, we classified all cases according to the Ainbula-
tory Visit Groups (AVG) classification scheme,'* which we have
modified for workers’ enmpensation cases.'® The AVG system is
analoguus to the systemn of dizgnasis-related groups currently used
by Medicare to reimburse acute care hospitals. On the basis of the
patient’s dingnosis (the dlagnostic eode from the Inumations! Classi-
Jfication of Diseases, 9th Revision, Clinical Modification) and the medical-
procedure codes of the California Relative Value Studies and Cur-
sent Procedural Terminology for outpatient services in cach case, the
AVG iystem is used to assign that case to ) (and only 1) of 571
proups.

Type of Referral

Throughout the study, scif-referral was defined as a referral for a
medical servicc made by a physician ov clinic to an entity owned
endrely or in part by the refcrring physician or clinic. Self-referral
was defined by either of the folluwing two patterns: referral services
were provided under the same wx identificadon aumber as the
primary service, or referral services were promded under a different
tax identification purhber from the primary service, but onc or mure
owners were common to both entities.

When services were delivered under different rax identification
numbers, we searched commercially available data bases that list
officers. stockholdcers, and pariners of facilitics (the Califomnia Fieti-
tious Busincss Name Listing, the Fxecutive Business Listing, and
other state and national data bases on corporations and limited
partnerships available from Information America, Atanea). If this
search failed 10 identify common ownership, we then direcily rele-
phoned the referring physician's office and inquired about common
owncrship.

Physicai-Therapy and Psychistric-Evaluation Services

We used ane of California's largest data bases on workers' com-
pensation claims (tha of the Indusuial fademmity Cu., Sun Fran-

cisco) to analyze the frequency and cust of physical-therapy and -

paychiatric-evaluation services provided to injured workers. The
datu base was selecied because it was complete and contained infor-
mation on a large number of patients distributed thruughout Cali-
fornia. Information ahout each caae was stored longitudinally; thus,
the dawa base contained claims inforination for all services provided
to the injured worlxer during the catire nine-month period of the
study.

Data un all patients covered by workers’ compensation in Califor-
nia who received physical-therapy or psychiatric-evaluation serv-
ices from October 1, 1990, through June 30, 1991, were analyzed.
Our nnulysis compared the rates of use and coss of physical-thera-
py and pesychisuic-evaluation services or phiysicians in the seif-
referral and independent-refecral groups.

Since musculoskelcta) injuries make up the majority of all work-
ers’ compeusation medical cases, we were able to limit our evalua-
tion of physical therapy ta praviders with substantial cxperienee in
treating industrial musculoskeletal injuries. We defined this degree
of experience as the treatment of 10 or mote cases of musculoakele-
tal injury during the study perind. There were 76 providers who mer
this criterion; they treated 1257 cuses of musculoskeletal injury.
Using the method described above, we were able to determine in all
inniances whether the geferring pruviders were in the self-referral
group or the independent-reflerral group.
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Ja Califurnia, patients covered by waorkers' compensution are
most frequently referved for psychiatric-evaluation services tv docu-
ment a claim of “stress.” This evaluation virtually always iacludes
both psychametric testing and a psychiawic-evaluation report. (We
docusnented this fact in a preliminary analyxis ol our daia base.)
We therefore limited our analysis of psychiarric-evaluation services
1o cases in which there was hoth prychametric testing and a paychi-
atric-evaluation report. Altogether, 1751 (39 percent) of the cases
within the datu base met this criterion. A random sample of 220
cascs (13 percent) was sclected for analysis of ownership. We were
able tn deterinine ownership and self-referral or independent-vefer-

cal statuy in cach of these cases.

We also compared the cost and appropriareness of MRI scans in
the sel-referval nnd indcpendcent-veferral groups. Appropriatcancas
of refereal for an MRI scan was delermined under a prospective
precertification program. All physicians' requests for MRI scans
(regardless of the bndy part to be examined) were referred by In-
dustrial Indemnity to 3 uatiosal, indepeadent utilizatiou-review
firm for precertificution review of medical uppropriatencss. The
firin's criteria for appropriateness were established by a panel of
board-certified specialists in orthupedicy, industrial medicine, and
radialogy. Aftcr initial development by an independent board-certi-
fied radiolngist and the medical directorr of the urilization-review
firm and its parcnt (onc of thr. three largest companies managing
hcalth maintenance organizations in the United States), the criteria
were reviewed and revised by a panel of independent, praciicing
experts in managed carc who were all hoard-certified in orthope-
dics; neurology, neurosurgery, or radiology.

On the basis of medical documcentation of the patient's injurica
and conversations with the physician who requested the MRI, the
review firm gave an opinion on the medical appropeiateness of the
peocedure befuse it was pesformed. The seviewers were blinded to
the physician's relation with the MRI center.

The classificution of a procedure s medically iuappropriate
could be appealed. To be crrtain that the reviewer's detision did not
metely defes i appropriate scan to anather date, cases in which the
MRI was categorized as medically inapprupriate were followed for
an additional six months. In all cases in which a scan was approved
withia six months aficr the on“mal request, (llr MRI! was consid-
ered 1o be medically appropriate.

All 864 requcsts for MRT scans from jlnunn/ 1, 1991, through
Juac 30, 1991, were evaluated. We were able w derermine whethe
the physician had an ownership interest in the facility in 302 (58
percent) of these cases.

Siustistical Analysis

Continunus variables arc presented as mcans 5D and were
compared by two-tuiled t-tests. The proportion uf cases in each
group was asscased by the chi-square test. For all agalyses, a P value
of less than 0.05 was considered (0 indicate statistical siguificance.
Results were analyzed with use of the Crunché Statisucal Package
(Oakland, Calif.).

ResuLTs

Physical Therapy

Tablc 1 shows the 1257 cases of musculoskeletal
injury (whether or not the patients received physical
therapy). according to AVG and type of provider
(whether the provider practiced self-referral or inde-
pendent referral). Four AVGs account for 92 percent
of all cases; there was no significant difference in the
distribution of AVGs between the self-referral and in-
dependent-referral groups.

As shown in Table 2, physical therapy was initiated
more than twice as often by physicians in the self-
referral group (in 68 percent of the cascs) as by those
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in the indcpendent-referral group

Nov. 19, 1982

Tabie 1. Distribution of AVGs and Mean Cosl per Case in the Self-Referral and inde-
Groups,*

(30 percent; P<0.01). The mean pendsat-Reterral
H : = e
cost per casc for physical thcripy in AVO Cove awp Carecar I Coer o2 Com
the self-referral group ($404x102) P ats. —osPRHOLNT
was significantly lower than that wemanAL  parsrAL [o— oriram
in the independent-referral group :
. (') megn T30 13)
($440x167; P<0.01).
Physical therapy
Psychiatric-Evalustion Services 824 Madical back problcinst 632(62) 135 (S6) 05298 “3x1n
. 825 Tendooitis 162(16) a3 (M) Isazile 512177
Table | classifies the random 829 Serain of arm or shouldes a9 (s 413288 30=234
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. . . F
tients rcceived both psychometric 828 Troeme 1 fingers or west Qw12 a16298 2612200
testing and psychiatric-evaluation Other} 36 (& 14 (6) PP 091
services, according to AVG and Toult . 1017 ¢100) 240100 0103 402167
provider type. There was no signifi- Prychistric service
cant difference in the distribution 25; Modical back P:‘*ﬂ* 28’3 f:g;’; :-;-:2*::2 ;mtg;
Misor wounds and igjurics ? 321521, 887+
of AVGs between the two types of 1941 lndividee) supponive “o $(12) 3,11421,485  2.2142626
providers. As Table 2 shows, the . thwrepy
. 1945, Unachaduled crisis - 10 (6) 39 282921,153 2314299
mean cgst per case for psychiatric 1923 © o & 4y 700 3251967, 27645708
cyaluaupn services was 26 percent Other 6 (& s (%) 27802100 27512736
higher in the self-referral group Toult 155 (100) 6% (100) 3,222+ 450 1,591742
($3,222%1,451) than in the inde- g
pendent-referral group ($2,550% ¥24 Modical back problems 07 163 @A) 984 2231 942171
742; P<0.01). This difference was - 839 Sirsin of am o shoulder 0000 14N "9)6T1M 742 M
due to the higher cost of cho- Ocher 120 @ S4x1 11032180
Khe Py Total 35 (100) 187 (100) 976226 901

mctric testing ($1,165%728 vs.
$870+482; P<0.01) and the great-

AVQGa for

-Awuummcmm“mmuwm.huhwu

the wif-xlorrel prowp and e indcpenden)-

cr number of tests per case and to
the higher costs of psychiartric-eval-
uation reports ($2,056=1,063 vs.
$1,680+578; P<0.01) (since pay-
chometric tests arc reimbursed according to the
California Official Medical Fee Schedule, which pays
the same amount for each psychometric test regardless
of the test, the cost per case for these reports is
directly proportional to the number of (ests per-
formed).

MRI! Scans

Tables | and 2 show the results of our study of the
medical appropriatencss of MRI scans. A total of 502
requests for precertification were reccived from imag-
ing ccnters in which ownership could be identified. In
Table 1, these cases are classified according to AVG
and provider type. There was no significant difference
in the distribution of cases between the self-referral
and independent-rcferral groups

As shown in Table 2, 38 pmcnt of the scans re-
quested by physicians in the sclf-referral group were
found to be medically inappropriate, as compared
with 28 percent of those requested by physicians in the
independent-referral group (P<0.05). There was no
significant difference in cost per MRI procedure be-
tween the two groups.

Discussion

This study demonstrates that sclf-referral increases
the cost of medical care under workers’ compensation
for each of the three types of service studied, but by a
differcnt mechanism in each instance: by substantially

Mmu&:u-—nm Perasniages do not shwepe (oial 10D, becsne af rovading.
1iffetuncos in sost batneen e sif-mefonel aad indepundent-sclorval groups were sigaificunt (P<0.03) by t-wat.
$Diffcrnces in cost Metwina the mif-mferral and independent-mierm! proups woms sigaificant (P<0.01) by t-dse.

increasing the percentage of injured workers who re-
ceive physical thierapy (which more than offsets the
slight decrease in cost per casc); by increasing the
number of psychometric tests and the cost of psychiat-
ric-evaluation reports; and by increasing the frequen-
cy of requests for clinically inappropriate MRI scans.
These higher rates of use and higher costs have impor-
tant implications for workers’ compensation expendi-
tures, since self-referral is the predomlmnt form of
referral for these services.

Physical ﬂuupy

According to the C-Inﬁ:rnu Warkers’ Compensa-
tion Institute (CWCI) 1990 Medical Fee Survey of 39
private and public insurers, physical therapy repre-
sents 56 percent of all outpatient procedures and 34
percent of all- outpmem costs for the treatment of
injured workers in California.'® This represents an in-
creasc of 31 percent in the volume of services in rela-
tion to other outpatient procedures since the CWCI's
1988 study.'®

Injured workers usually receive a prescription for
treatment from a physician (an orthopedic specialist
or physician at.an industrial medical or multispecialty
clinic) to the physical therapist for specific treatment.
Over thc years, many physicians and clinics that treat
patients covered by workers’ compensation have es-
tablished physical-therapy departmerits: within their
general operations or have established separute phys-

125



Vol. 327 No. 21

Table 2. Frequency of Uss of Services and Cost per Case in the Seil-Relerral and

Independaent-Referral Groups.
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cent) higher if these injured work-
ers were evalualed by self-refercing

VanusLe Casta

Cosy ran Casa

rather than independently referring

practitioners,
InD8- KL INDA- INDB- MMLFINDE-

SE. TELOLRT ML ZZDOTET Peychistioveluston Services
. (%) wean 250 15) The CWCI estimates that ap-
Physical therspy proximately 6 percent of the tota].
No. of musculoskele- 1017 (100) 240 (100) - - - - medical payments under WOI:kCl’.S
wd injuries compensation were for psychiatric
Cases with physicsl 650 (6%)1 71 (30) 23 40421028 4402167 09 services in 1991.' California state
Py law defines a valid claim of work-
Prycblatric service 1 d . hich th
Cases with paychias- 155 (100) 65 (100)  —  2056z1,08¢ L.680STS 12 related stress as onc in which the
fic-cvaluation re- work environment contributes 10
ports percent or more to a worker’s total
cwym;. w» 155 (100) 68 (100) - 1,165=7288 8702482 1) stress level. Some argue that this
Cost of iotal evahis- — — - 3.222¢14512 25502742 1.3 definition of compensable work-
tion place stress has created a referral
MRI wsa o 00 environment that encourages exces-

Requets for scans 15 (100) 127 (100) - - - — - . .
Scuns found medicak- 121 O 14 96=136 %010 1.0 sive cvaluation and testing.

32 (28)
ly inappropriasc: :

We found that 70 percent of

*The ralio of the aumber of cases of the cost per Shar in e suif-reiemy) growp © thet in the indspcadsni-mienal pravg.
refarral grougs diffeved

1T proportion of cenes in which physicsl ierpy was osdered ia e solf -reiamil and

all psychiatric-evaluation services
were requested by providers who

signibcaady (P+:0.01), by d chi-squars 1.

nun-mpumwnymummuumm—p

{P<0.0t). by sl

1The propartios
slf+efoml poup aad the indepandant-refeanl prowp (P<0.05), by tha chi-square tet.

ical-therapy facilities that they own but that are oper-
ated as distinct financial entities.

In Florida, Mitchel and Scott recently found that 40
percent of rh’ysica.l-theupy' facilities were owned by
physicians.” Our study focused on California physi-
cians who treat largc numbers of musculoskeletal inju-
rics and found that 9] percent of all physical therapy
was performed by providers who engage in self-refer-
ral (Table 2), and the frequency with which physical
therapy was initiated was 2.3 times greater in the self-
referral group than the independent-referral group.
The cost per case of physical therapy, however, was
about 10 percent higher in the independent-referral
group. ’

In this study, there was no significant difference in
casc mix between the self-referral and independent-
referral groups (Table 1). In the absence of measures
of severity of illucss among outpaticnts, it is therefore
impossible to determinc whether the lower cost per
case in the sclf-referral group reflects more efficient
carc or the provision of physical therapy to pa!ientn
with less severe injuries, since self-referring practition-
ers initiate physical therapy at more than twu.e the
rate of independent providers,

Regardliess of which hypothesis is correct, this small
difference in cost per case is more than offset by the
dramatically greater frequency with which self-refer-
ring providers initiate physical therapy. As Table 3
shows, for every 1000 workers with musculoskeletal
injuries, the casts incurred by the California workers’
compensation system would be $143,672 (110 per-

iow of caute in which MRI scuns were found i be madically insgpregrisss diffesad tignitiesady batwess the
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had an ownership intcrest in the
entity that provided both psycho-
metric testing and psychiatric-cval-
uation reports (Table 2). Fur-
thermore, cvaluation costs were 26
percent higher when this ownership
relation existed.

As indicated above, a referral for cvaluation virtual-
ly always results in charges for two services: paycho-
metric testing and a psychiatric-evaluation report that
synthesizes the findings of the paychometric tests with
the indings from the psychiatric history and examina-
tion. Therefore, if a provider with an economic inter-
est in a facility were motivated more by monetary in-
centives than one withoul such an economic interest,
we would expect this 10 be reflected in greater use
and higher costs of psychometric testing, as well a3 a
more extensive and therefore more costly evaluation
report, which would be required to integrate the re-
sults of more extensive testing. As shown in Table 2,
the cost of each psychiatric service and the mean cost
per case were significantly higher in the self-referral
group than the independent-referral group; the differ-
ences in cost were as follows: psychometric testing, 34
percent; psychiatric evaluation reports, 22 percent,
and total evaluation, 26 percent.

As Table 3 shows, for every 1000 workers receiving
psychiatric-evaluation services, the costs incurred by
the California workers’ compensation system would
be $672,000 (26 percent) higher if these workers were
treated by physicians in the self-referral group rather
than the independent-referral group.

MA! Scans

'MRI has gained prominence as the diagnostic im-
aging tool of choice in thc assessment and docu-
mentation of specific types of injuries. California cur-




1506
Table 3. Additional Cost. Incurred by the California
Workers' Compensation System for Each 1000
injuries Trested at Self-Referrs! Rather Than
independent-Relerral Rates.
Sxur- InpasswDRWY
Ssavict Rarmasat Arrannal.
Physical therspy
No. of musculoskeletal injuriex 1000 1000
Rate of referrsl for physical x 678 X 296
therspy
No. of cases with physieal 678 296
therapy ) i
Cnet- per cuse X $404 X_$440
Total cost of physical therapy 213 912 $130,240
Additional cost per S$143,672 (110)
1000 canos (%)
Peychistric survices
No. of cases with psychintric- 1000 lonn
evalustion sorvices
Cost per coae x $3.222 x $2.3%0
Totd cust of paychisvic-evalua-  $3.373.000  $2,350,000
non services
Additional cost per $672,000 {26)
1000 caoes (%) :
Mu
No. of requests for MR1 1000 1000
Rate of inappropriate scant x .4 x 278
No. of inapproprissc scans 384 I
Coal par case x $976 X $990
Cust of i iste MR[ 3‘)1 4,704 $275,220
Cut differendsl for sppropriste 510,108
scans® .o
Towd vost of MR} scanp 3374, 784 5283328
Additionsl crat per $89.456 (31)
1000 cascs (%)

*Additional cost (314 gt cow) of the 722 agproved MRI proce-
dusens .

rently has approximately 400 MRI machines (Mitchel
J: personal communication). Recent swudies have
shown that such a concentration of imaging centers is
associated with higher rates of uac. After adjustment
for the characteristics of the population, Californians
undergo 51 percent more MRI procedures than the
national average.” Leape et al. similarly concluded
that an increased concentration of provndcrs increases
rates of use.'” Iu their study, regions with a high rate
of carotid endarterectomy had twicc as many sur-
geons performing thc operation as regions where the
rate was low.

We found MRI scans to be medically inappropriate
38 percent morc oftcn when ordered by self-rcfernng
physicians, suggcsting increased rates of use in this
group. The higher rate of inappropriateness in the self-
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referral group may help explain the Florida study's
finding that rates of use in these physician-owned
facilities were 14 to 65 percent higher than in a control
area.’

Table 3 illustrates the effects of these requests
for medically inappropriate scans. For every 1000
reguests for MRI scans, the costs incurred by the
California workers’ compensation system would be
$89,456 (31 percent) higher if these requests were
made by self-referring physicians rather than by phy-
sicians in the independent-referral group.

We are indebted 10 Mr. Will B. Murphey for his suppart and
encouragement in this project.
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Frequently Asked Questions & Facts About Referral
for Profit

What does “referral for profit” mean?

“Referral for profit” describes situations in which a referring physician, podiatrist, dentist,
or physical therapist refers a patient for physical therapy treatment on the basis of
financial gain related to the referral. According to several studies, referral for profit can
lead to unnecessary referrals to physical therapy, excessive durations or frequencies of
treatment, excessive procedures being administered, excessive ordering of equipment,
or higher charges. In other cases, referral for profit can lead to the referring physician
having undue influence on the clinical judgment of the physical therapist. Anecdotal
evidence exists of cases in which physical therapists have been told to modify their care
because too many patients whom the physician expected to require surgery were being
discharged with good recovery of function, making surgery unnecessary.

How do physicians gain financially from referrals?

A physician can receive financial gains by having total or partial ownership of the
physical therapy practice to which he or she refers, by directly employing the physical
therapist, by contracting with physical therapists, or by taking kickbacks from the
physical therapist to whom he or she refers. Actual kickbacks are strictly illegal,
whereas the legal status of physician ownership of physical therapy services depends
on whether the structure of the financial arrangement meets “safe harbor” guidelines
under the Stark self-referral rules. The legal status of physician-owned physical therapy
services may also depend on state medical and physical therapy practice acts or
various state laws that regulate physician self-referral or referral for profit.

How are patients harmed in referral-for-profit situations?

The patient traditionally places great trust in the physician to prescribe and recommend
appropriate treatment for their care. When the physician’s judgment and referral can be
influenced by financial incentives resulting from avoidable conflicts of interest, the trust
between the patient and the physician is violated. Further, referral for profit may subject
the patient to unnecessary inconvenience, extra expense, and the potential risk of
unnecessary treatment. Also, the patient’s freedom to choose a physical therapist may
also be diminished if the physician directs the patient to a specific location for physical
therapy, which may not be the most convenient location for the patient. And, it is
possible that another physical therapy practice or hospital department could provide
more appropriate care.

How is the physical therapy profession harmed by Referral for Profit?
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Many physician-owned physical therapy service arrangements take referrals away from
existing hospital departments and other outpatient centers, harming existing physical
therapy resources in the community. Referral for profit arrangements can foster
relationships between physical therapists and referring physicians that are based on
financial incentives rather than professional collaboration, mutual respect, and patient
care. When a practice is owned by a physical therapist or group of physical therapists, it
is the physical therapist's license at stake if there are any systematic violations of the
practice act within the owner’s responsibility. But a physical therapy licensing board has
no jurisdiction over non—physical therapists who own or administer physical therapy
services, reducing the level of oversight and protection for the public.

FACTS FOR LEGISLATORS

¢ There is an inherent conflict of interest in the traditional fee-for-service health care system when

physicians invest in services to which they refer.

¢ A study conducted for the State of Florida's Health Care Cost Containment Board found that the
number of visits per patient is significantly higher in physical therapy facilities in which the referring

physicians invest than those in which there is no such incentive for referral.

o The same Florida study found that joint-venture physical therapy facilities average 62 percent more

visits per full-time equivalent licensed physical therapist than do non joint-venture facilities.

e A study by the Office of the Inspector General of the Department of Health & Human Services found
that almost four out of five cases (78%) reimbursed as physical therapy in physicians’ offices do not

represent true physical therapy services.

¢ According a study done on Medical Referral-for-Profit in California Workers Compensation, this
situation generates approximately $233 million in services delivered for economic rather than clinical

reasons.

o Such arrangements limit access to health care, drive down quality, eliminate competition, and do

nothing to enhance the quality of care for the patient.
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CHAPTER IX

THE EFFECT OF JOINT VENTURES ON THE PROVISION OF
PHEYSICAL THERAPY BERVICES

A. Introduction

This chapter analyzes the effects of joint ventures on the
provision of services by freestanding comprehensive rshabilitation
facilities as well as services rendered by centers specializing in
physical therapy. Comprehensive rehabilitative facilities provide
physical therapy, occupational therapy and speech pathology.
Physical therapy involves the planning and administration of
treatment programs that will assist injured or disabled patients in
reaching maximum performance and functional 1levels. In recent
years, twenty-six states have enacted direct access laws which
allov physical therapists to evaluate and treat patients without a
physician's referral for services. Florida and twenty-three other
states have not enacted such direct access laws. Therefore, in
Florida a patient must be referred by a physician in order to
obtain physical therapy treatments.

Unlike physical therapy, occupational therapy and speech
pathology do not require a physician‘'s referral. Occupational
therapy instructs patients in compsnsatory methods for improving
the level of independence in the activities of daily living and the
work environment. Spsech pathology involves the examination,
evaluation, treatment and counssling of patients suffering from
disorders that affect speech or language.

As reported in chapter I, approximately 40 percent of the
rehabilitation and/or physical therapy facilities that completed a
questionnaire have some ownership arrangement involving physicians
who are in a position to make referrals to the facility.

Rehabilitation facilities are classified into two groups
according to the type of service: 1) physical therapy services
only: 2) comprehensive rehabilitation facilities providing physical
therapy, occupational therapy, speech pathology, and in sone cases
"work hardening” for workers compensation patients. A third group
of facilities provided occupational therapy and/or speech pathology
servicas only; this group will not ba examined in detail in the
analysis because only fiftean such centers completed surveys and
only one has physician owners.

The two ownership categories for rehabilitation facilities
are: 1) joint venture (with one or more physician owners) and 2)
nonjoint venture (no physician owners). Some of the facilities are
joint ventures betwaen several referring physicians and a health
care entity. In some cases, these health care entity owners are
publicly traded corporations. For example, Healthsouth, is such a
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company which has at least 15 such joint venture partnerships with
physicians in Florida. '

Joint ventures and self-referrals could either promote or
lessen consumer interests. Physicians inveolved in joint ventures
contend that these arrangements allow them to better monitor the
quality of care provided to their patients. On the other hand,
self-referral could enrich physicians without benefitting consumers
through higher charges and excessive utilization of services.
Since treatment by & physical therapist in Plorida (as well as in
twenty-three other states) regquires referral by a physician, joint
ventures may create a captive referral system which inhibits
competition by nonjoint venture providers.

Profit motivated referrals may also affect the panner in which
patients are treated. If physician owners are primarily motivated
by profits, they could provide these services at minimal possible
cost. One way to lower costs iz to employ fewer licensed physical
therapists and fewer licensed therapist assistants, and hire
instead lower wage workers to perform physical therapy (nonlicensed
aides and exercise specialists). Another way to reduce costs and
to generate more revenue is to require the physical therapists and
other workers to treat more patients per day; this can be
accomplished by shortening the standard length of a physical
therapy visit. Thus, if profit rather than quality concerns
motivate physician ownership, then the ratio of visits to the
nunber of full-time equivalent (FTE) licensed physical therapists

should be higher in physician ownad centers than in nonjoint
venture facilities.

On the other hand, if the quality monitoring explanation
motivates ownership, then the number of visits per licensed
physical therapist should be comparable or even lover in physician
owned centers than in nonjoint venture facilities. These arguments
should also apply toc comparisons of the ratio of visits to the sum

of the licensed physical therapist FTEs and the licensed therapist
assistant PTEs.

B. Characteristics of Phvsical Therapv Facilities

Table 9.1 reports statistics comparing the characteristics of
facilities specializing in physical therapy services. About 66
percent of the patients treated at physician owned physical therapy
canters are referred by physicians who have an investment interest
in the facility. (This percentage is computed using only those
facilities that reported the number of referrals from owners.)

AcCCess

Access to various payer groups is indicated by the percent of
total revenue received from each payer group. Another indicator is
the proportion of gross revenues attributable to bad debt and
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charity care. Nonjoint venture physical therapy facilities receive
significantly more of their revenues from Medicare patients than
joint venture physical therapy centers (15.5 percent for joint
ventures versus 22.6 for nonjoint ventures). Nonjoint venture
providers also generate a significantly larger share of their
revenue from Blue-Cross and commercial insurers; nearly 48 percent
for the nonjoint ventures compared about 317 percent for the joint
venture physical therapy centers. The results further show that
nonjoint venture physical therapy facilities writeoff significantly
more of their gross revenues as bad debt and charity care (9.5
percent versus five percent).

Joint venture physical therapy centers, on the other hand,
generate a significantly larger share of their revenues from
workers compensation patients: nearly 31 percent of the revenue of
physician owned physical therapy facilities is derived from workers
compensation patients compared to twenty percent for their nonjoint
venture counterparts.

E . 1 {al i ceristi

Table 9.1 also reports information on the utilization of
physical therapy services. Joint venture facilities provide an
average of close to 8000 visits per year, compared to 5,320 for
nonjoint venture physical therapy centers; the difference is
statistically significant. Thus, physician owned physical therapy
render about 50 percent more visits each year than similar
businesses without referring physician owners.

The difference in the mean number of physical therapy visits
per patient is also statistically significant; the average is 16
for joint venture facilities 16 compared to an average of 11.2 for
those physical therapy centers with no physician owners. Thus,
patients treated at physician owned physical therapy centers
receive 43 percent (4.8) more visits per patient than patients
treated at nonjoint venture physical therapy canters. In contrast,
there is only a negligible difference in the number of procedures
or modalities performed per visit. This finding is not surprising
because many insurers have imposed limits on the number of billable
modalities per visit in their efforts to control health care costs.

Joint venture facilities charge close to $52 per physical
therapy visit, whereas nonjoint venture centers charge slightly
more than $57 per visit. This ten percent difference in revanue
per visit is significantly higher but does not necessarily mean
that patients pay ten percent more. The higher average revenue per
visit may be due to the delivery of more complex and costly
procedures. Alternatively, the higher charge may be due to
differences in the average length of a visit. (Results presented
below corroborate these statements). The disparity in net revenue
per visit is less, and is not statistically significant.
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The differences in dollar amounts for average revenue per
patient are significant and reflect the higher utilization rates
that characterize physician owned physical therapy facilities.
Joint venture facilities have charges that average slightly more
than $845 per patient compared to $642 per patient for those
without physician owners. Thus, physician owned physical therapy
centers generate approximately 31 percent or $200 more revenue per
patient than nonjoint venture providers. Since the nonjoint
venture ownership group has higher revenue per visit, this
significant difference in revenue per patient is attributable to
higher utilization of services in physician owned facilities.

The average percent operating income (excluding contract
expenses) of physician owned physical therapy centers is
aignificantly higher (42.6 percent versus 33.2 percent) than in
otherwise similar nonjoint venture facilities. For physical therapy
centers, the percent operating income adjusted for contract
expenses is a better indicator of firm profitability because most
of the contract expenses of these facilities are wages paid to
therapists employed under contract. These adjustments to include
payments for contract services in direct expenses further widens
the disparity in the percent operating income betwean the two
ownarship groups. After contract adjustments, the percent
operating income is also significantly higher for physician owned
physical therapy centers (37.8 percent versus 26.7 percent).

Expenses are computed as the ratio of expenses to the total
number of physical therapy visits provided per facility. Direct
expense per visit is significantly higher for nonjoint venture
facilities ($37.45 versus $29.10). The most representative measure
of the average total cost of producing a physical therapy visit is
the sum of direct expense per visit, fixed expense per visit, and
contract expense per visit. Contract expenses are included in the
calculation of the average total cost of a visit because in
physical therapy and/or rehabilitation facilities, contract

expenses are primarily paid as wvages to 1licensed physical
therapists.

The average total cost per visit in a joint venture physical
therapy center is $39.70. The average total cost of a visit in a
nonjoint venture physical therapy center is $51.66, which is
approximately $12 more than the joint venture facilities. The
lower average cost per visit of joint venture facilities can be
attributed in part to the greater number of visits that
characterize joint venture providers of physical therapy services.

Salaries and wages represent a similar proportion of direct
expenses of both ownership groups. Nevertheless, physician owned
centers allocate significantly less direct expenses to salaries and
wages for licensed physical therapists (32.7 percent versus 47.6
percent). These results suggest that physician owned centers
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provide more physical therapy services with fewer licensed
therapists.

The data reported in the last three rowa of Table 9.1 show the
number of visits per full-time equivalent (FTE) licensed physical
therapist, visits per (FTE) licensed medical workers (therapists
and licensed assistants), and visits per FTE medical workers
{includes both licensed and nonlicensed employees). For all three

measures Jjoint venture facilities generate significantly wmore
visits per FTE.

Joint venture facilities render an average of 5,114 physical
therapy visits per full-time equivalent physical therapist. 1In
contrast, nonjoint venture facilities provide only 3,149 visits per
FTE licensed physical therapist. Thus, joint venture facilities
provide, on average, 1,965 (62 percent) more visits per licensed
physical therapist than nonjoint venture physical therapy centers.
Based on the standard assumption of 260 working days, a physical
therapist employed by a joint venture facility treats an average of
twenty patients per day, whereas in the typical nonjoint venture

facility a physical therapist treats an average of 12 patients per
day. :

A similar pattern emerges when the number of visits are
exprassed relative to the sum of FTE licensed physical therapists
and FTE licensed therapist assistants. This ratioc is 3,735 for
joint venture centers and 2,668 for nonjoint venture physical
therapy centers. Based on these calculations, physician owned
physical therapy facilities render about 40 percent or 1,067 more
visits per FTE licensed physical therapy worker (includes licensed
physical therapists and licensed therapist assistants) than
nonjoint venture facilities. Again, assuming a standard of 260
working days per year, the average number of visits per day per FTE
licensed wmedical worker (physical therapists and therapist
assistants) in physician owned facilities is 14. The corresponding

number for the typical nonjoint venture physical therapy center is
10.

The inclusion of other FTE nonlicensed medical workers in the
denominator reduces this ratio to 3,471 for Jjoint venture
facilities, a decline of about eight percent. For nonjoint venture
facilities this ratio decreases only slightly from 2,668 to 2,594.
These findings suggest that nonlicensed workers are substituted for
licensed workers in the provision of physical therapy services in
joint venture facilities. Nonetheless, this substitution does not
make visits per FTE equal as would be expected if joint venture

facilities and nonjoint venture facilities provide similar units of
labor per visit. '

These findings suggest that joint venture physical therapy
centers provide a lower quality of care because both licensed
therapy workers and nonlicensed workers spend less time with each
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patient. The finding that more visits are produced per unit of
labor in physician owned physical therapy centers and that these
centers use lowver-paid labor explains why the direct expense per
visit and average total cost per physical therapy visit is less in
joint venture facilities than in nonjoint venture firms.

Table 9.2 compares 1ist charges of joint venture and nonjoint
venture physical therapy centers. These results show that there
are only negligible differences in the average list charges of the
two ownership types. Purther breakdowns by region revealed that
there is no consistent pattern of higher or lower charges within a
particular region. For most of procedures or treatments reported
in Table 9.2, the difference in average list charges is less than
two dollars. Thus, while physician owned physical therapy service
have higher utilization rates, there does not appear to be any
substantial difference in the charges for these services between
the two ownership groups. These results indicate that the higher
average revenue per visit at nonjoint venture facilities is

attributable to these facilities performing more complex treatments
and procedures.

C. characteristics of comprehensive Rehabilitation Facilities

Table 9.3 contains statistics regarding the characteristics of
comprehensive rehabilitation facilities. Both joint venture and
nonjoint venture facilities earn about 80 percent of their total
revenues from the provision of physical therapy services. The
results on occupational therapy and speech pathology services are
not presented here. Nonjoint venture comprehensive rehabilitation
centers generate significantly less revenues par patient for
occupationla therapy services but significantly more revenues per
patient for speech therapy services. Furthermore, about 61 percent
of the patients treated at rehabilitation facilities are referred
by physicians who have an investment interest in the facility.

(This percentage is computed using only those facilities that
reported referral information.)

Accass

Access is measured by the percent of revenues received from
each of the various payer groups. Nonjoint venture rehabilitation
facilities generate significantly more of their revenues from
Medicare than their physician owned counterparts (40 percent versus
21.3 percent). Physician owned facilities do not treat any Medicaiad
patients, whereas the nonjoint ventured centers generate an average
of two percent of their revenues from services provided to Madicaid
patients. Nonjoint venture facilities also generate a greater
pProportion of their revenues from treating self-pay patients (1.8
percent for Joint ventures versus 7.7 percent for nonjoint
ventures). This difference is statistically significant.
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Oon the other hand, physician owned rehabilitation centers
obtain significantly more revenues from Blue Cross and commercial
insurers, (54.2 percent versus 29.2 percent) and they receive
significantly more revenues from managed care patients (10.2

percent versus 2.7 percent). Other differences in sources of
revenue were not significant.

Rehabilitation centers with referring physician owners provide
about 50 percent (4,188) more physical therapy visits than
rehabilitation centers without physician owners (12,600 versus

8,412 physical therapy visits. This difference is statistically
significant.

The average number of physical therapy visits per patient in
physician owned rehabilitation centers is significantly higher
(13.8 for the joint venture facilities compared to 10.5 in nonjoint
venture rehabilitation centers). Thus, patients treated at
physician owned rehabilitation facilities receive 32 percent or 3.3
more physical therapy visits than patients obtaining physical
therapy treatments at nonjoint venture facilities. Again, as is
the case with facilities specializing in physical therapy, there is
little difference betveen the two ownership groups in the number of
procedures or modalities performed per physical therapy visit.

Joint venture rehabilitation facilities generate gross
revenues of about $65 per physical therapy visit, whereas nonjoint
venture centers generate almost $81 per physical therapy visit.
This $16.51 differential in average revenue per visit |is
significant but can be attributed to the nonjoint venture centers
having a longer 1length of visit and performing more complex
procedures during each visit than joint venture facilities.
(Average list charges are lower at nonjoint venture facilities;
these results are presented belov.) The difference in net revenue
per visit is about $14 and is also statistically significant.

The impact of the higher utilization rates for physical
therapy visits in joint venture rehabilitation centers bacone
evident when one exanines the amount of revenue generated by the
average physical therapy patient. Physician owned facilities
generate revenues of about $916 per physical therapy patient,
compared to $834 of revenue per physical therapy patient treated in
nonjoint venture facilities aven though the average gross revenue
per visit is lower. Patients receiving physical therapy treatments
in joint venture facilities gesnerate approximately ten percent or
$82 more revenue than patients who obtain physical therapy services
at nonjoint venture rehabilitation facilities. Yet, despite the
fact that nonjoint venture providers generate more revenue per
physical therapy visit, the difference in total ravenue generated
by the average physical therapy patient is still higher for the
joint venture facilities due to the higher utilization of physical
therapy services. The difference in gross revenue per patient is
not statistically significant. (Further, as the list charge
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comparison indicates joint venture facilities perform less complex
procesdures.) The difference in discounts and contractual
adjustments by ownership status is also negligible.

The average percent operating income (excluding contract
expenses) of joint venture rehabjilitation centers is significantly
higher (47.7 percent versus 40 percent) for rehabilitation
facilities without referring physician owners. Since the
production of rehabilitative services involves a significant amount
of contract labor for licensed therapists, the percent operating
income adjusted for contract expenses is a better measure of
overall firm profitability. Making the necessary adjustments for
contract expenses widens the disparity in the percent operating
income between physician owned rehabilitation centers and those
without physician owners; this difference is also statistically
significant. After adjusting for contract expenses, the percent
operating income is 43.3 percent for physician owned rehabilitation
centers compared to 28 percent for nonjoint venture facilities.
The difference in the mean operating income per visit between the
two ownership groups is negligible.

Expenses are expressed relative to the total number of visits
rendered per facility. As discussed in the preceding section, the
most representative measure of the average total cost of producing
a visit is the sum of direct expense per visit, fixed expense per
visit, and contract expense per visit.

Here again, direct expenses per visit are significantly higher
at nonjoint venture centers ($43.84 versus $32.41). Also fixed
expense per visit and contract expense per visit are significantly
higher for nonjoint venture facilities. The average total cost per
visit in a physician owned rehabilitation facility is $47.33. 1In
nonjoint venture rehabilitation facilities, the average total cost
of a visit is $67.24, which nearly $20 more than the average total
cost in joint venture facilities. The lower average cost per visit
of joint venture facilities can be attributed, in part, to the
larger numbers of visits rendered at joint venture renabilitation
facilities. Another reason these facilities have lower expenses is
because they perform leas complex treatments.

Salaries and wages represent a larger share of the direct
expenses of joint venture rehabilitation facilities. Nevertheless,
salaries and wages paid to licensed therapists account for a
significantly lower percent of total direct sxpenses for facilities
with physician owners (39.2 percent versus 47.9 percant).

The data reported in the last three rows of Table 9.3 show the
total number of physical therapy visits by type relative to the
number of full-time equivalent (FTE) licensed and nonlicensed
physical therapy workers. Physical therapy services are expressed
in three vays: visits per FTE licensed physical therapist; visits
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per FTE licensed medical worker (physical therapist and licensed
therapist assistants); and visits per FTE medical workers (includes
both licensed and nonlicensed physical therapy workers).

Joint venture facilities generate, on average, significantly
physical therapy visits per licensed physical therapist (4,024
versus 2,843). Thus, joint venture rehabilitation centers provide
about 42 percent or 1,181 more physical therapy visits per licensed
physical therapist than nonjoint venture facilities. Assuming a
standard of 260 working days, a physical therapist treating
patients in a joint venture rehabilitation facility sees more than
15 patients on a typical day. Physical therapists working in
nonjoint venture facilities treat an average of 11 patients per
day. These findings suggest that physical therapy visits rendered
in physician owned rehabilitation centers are of shorter duration
than physical therapy visits in nonjoint venture facilities or that
services are not administered by licensed physical therapists.

The number of physical therapy visits relative to the sum of
FTE licensed physical therapists and FTE licensed therapist
assistants is also significantly higher (3,002 versus 1,985). Thus,
the number of physical therapy visits per FTE licensed therapist
and licensed therapist assistant is 51 percent or 1,017 visits more
in Jjoint venture facilities relative to nonjoint venture
facilities. Under the assumption of 260 working days, the average
number of visits per day per FTE licensed medical worker (physical
therapists and therapist assistants) in physician owned
rehabilitation centers is 11.5; in nonjoint venture facilities this
ratio is 7.6 daily visits per licensed medical worker.

The inclusion of other FTE nonlicensed medical workers in the
denominator does not substantially alter this ratio for either
joint venture or nonjoint venturs rehabilitation facilities. This
evidence suggests that rehabilitation facilities do not lover costs
by employing nonlicensed medical workers to provide physical
therapy services. Rather, since the length of visit is one proxy
for quality, these findings imply that nonjoint venture facilities
provide higher gquality services because their visits are of longer
duration than the average visit in physician owvned facilities.
These results may alsc imply that licensed practioners are not
delivering these services.

Table 9.4 compares list charges for common procedures and
treatments performed in rehabjlitation facilities. For ten
procedures, the list charges are significantly higher in joint
venture rehabilitation facilities than in similar nonjoint venture
businesses. In two cases, the charges in nonjoint vaenture
rehabilitation facilites are higher, but the differences are not
significant. These findings indicate that joint venture

rehabilitation charge more and have higher utilization rates than
nonjoint venture facilities.
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D. Summary

This chapter compares the characteristics of joint venturs and
nonjoint venture physical therapy and/or rehabilitation facilities.
These facilities are grouped by type of service: 1) physical
therapy services only, and 2) comprehensive rehabilitation
facilities providing physical therapy, occupational therapy, speech
pathology, and in some cases work hardening. Both types of joint

venture facilities receive more than 60 percent of their referrals
from owners.

Nonjoint venture facilities specializing in the provision of
physical therapy services receive significantly higher percentages
of their revenues from Medicare and Blue Cross/commarcial insurers.
Nonjoint venture providers also writeoff significantly more revenue
for care provided to bad debt and charity patients. Joint venture
providers, on the other hand, generate significantly more of their
revenue from vorkers compensation patients.

The access measures for rehabilitation facilities show that
joint venture centers generate significantly more revenue from Blue
Cross and commercial insurers and from managed care patients than
their nonjoint venture counterparts. On the other hand, nonjoint
venture facilities generate significantly more of their revenues
from Medicare and self-pay patients in comparison to facilities
owvned by physicians. Joint ventured rehabilitation facilities do
not treat any Medicaid patients, whereas their nonjoint venture

counterparts generate about two psrcent of their revenues from this
payer group.

The findings for facilities specializing in physical therapy
show that the mean number of visits per patient is signiticantly
higher (16 in joint venture facilities compared to 11.2 for the
nonjoint venture centers). Thus, patients treated at physician
owned facilities receive 43 percent (4.8) more visits per patient
than patients treated at nonjoint venture physical therapy centers.

Joint venture physical therapy facilities average
significantly less revenue per visit but generate significantly
more revenue per patient. Joint venture facilities average 31
percent or $200 more revenue per patient due to the higher
utilization of services. Joint venture physical therapy facilities

are also significantly more profitable than their nonjoint venture
counterparts.

Joint venture physical therapy facilities provide on average
62 percent (almost 2,000) more visits per FTE licensed physical
therapist; this difference is statistically significant. Physician
owned physical therapy facilities also render about 40 percent more
visits per FTE physical therapy worker (licensed physical therapist
and licensed therapist assistants). Further, there is only minimal
substitution of nonlicensed workers for licensed workers in the
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provision of physical therapy services. These findings indicate
that joint venture facilities provide a lower quality of care
because both licensed therapy workers and nonlicensed workers spend
less time with each patient. These results also explain why the
average total cost of a physical therapy visit is less in joint
venture facilities than in nonjoint venture facilities.

A comparison of list charges of joint venture and nonjoint
venture physical therapy centers shows neqgligible differences in
the average list charges of the two ownership groups. Thus, while
nonjoint venture facilities generate significantly higher average
revenue per visit, this difference occurs either because the
treatnent sessions are of longer duration or because these
treatments are more complicated than those provided in joint
venture facilities.

Patients treated at physician owned comprehensive
rehabilitation facilities average 32 percent nore physical therapy
visits than patients treated at nonjoint venture facilities and
this difference is statistically significant. The mean nuwber is

13.8 visits for the joint venture versus 10.5 for the nonjoint
venture.

Nonjoint venture rehabilitation facilities receive
significantly more revenue per physical therapy visit, however, the
average visit is longer than in joint venture facilities. Patients
receiving physical therapy treatments in joint venture facilities
generate ten percent ($82) more revenue than patients who receive
physical therapy at nonjoint venture facilities. The higher
revenue per patient is due to the higher utilization of physical
th‘i'ﬂlzyi visits per patient which characterizes joint venture
facilities.

Physician owned rehabilitation facilities are more profitable
and have a lover average cost per visit than nonjoint venture
providers. Joint venture rehabilitation facilities render about 42
percent more visits per licensed physical therapist than nonjoint
venture facilities. The average number of annual visits per FIE
licensed medical worker (physical therapists and therapist
assistants) is 51 percent higher in 3joint venture facilities
relative to nonjoint venture facilities. These findings imply that
nonjoint venture facilities provide higher quality services because
there visits are of longer duration than the average visit in joint
venture facilities, or, alternatively, that services are not
adninistered by licensed practioners.

In sum, for both 3joint venture physical therapy and
rehablljitation centers average utilization rates (visits per
patient) are significantly higher and average revenue per patient
is higher; this difference in average revenue per patient, hovever,
is only statistically significant for facilities specializing in
physical therapy services. Finally, both joint venture physical
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therapy and rehabilitation facilities render significantly more
visits per licensed physical therapist. This is alsc the case vhen
visits are expressed relative to the sum of FTE licensed physical
therapists and licensed therapist assistants. This suggest that
joint venture facilities provide lowar quality services than their
nonjoint vanture counterparts because their visits are of shorter

duration. These findings may also imply that licensed practioners
are not delivering these services.

IX=-12
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Table 0.1 Characteristics of Physical Therapy Faclilties

JOINT VENTURED NONJOINT VENTURED
FACILITIES (N=43) FACILITIES (N=74)
Varlabie Mean Standard Mean  Standand Significance
Daviation Deviation Lavel

Percort Refermals 65.8% (26.5) - -

by Physician Owners

Accens

Percent of Revenue/ 15.5% (20.5) 22.6% (25.4) 084
Medicare

Percent of Revenue/ - - - -

Medicaid

Percert of Revenue/ 11.0% (154) - 74% (13.7)

Managed Care

Percent of Revenue/ 36.6% (28.1) 49.0% {30.8) 029
Bilue Cross and/or

Commercial

Percent of Revenue/ 8.8% (13.1) 12.3% (22.5)

Solf-Pay :

Percert of Revenue/ 31.0% {(30.1) 19.9% (27.4) o4
Other Including

Contract Work

Parcent of Revenue/ 5.1% (9.0) 9.5% {18.3) 110
Bad Debt and

Charity Care

Utitization

Physical Therspy Visks 7967 (4,343) §,320 (3.008) 000
Physical Therapy Visits 18.0 6.7 11.2 (2.5) .000
Per Patient

Procedures (Modalkies) 30 (81) 28 (62)

Per Physical Therapy

Vish
Charaes and Costs

Gross Revenus Per $51.91 (20.56) $57.32 (21.71) 0B4
Physical Therapy Visit

Net Revenue Per $50.40 (17.81) $54.01 (21.29)

Physical Therapy Visk
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Tabie 9.1 Characteristics of Physical Therapy Faciiities (continued)

Physical Therapist

116

JOINT VENTURED NONJOINT VENTURED
FACILTIES (N=43) FACILITIES (N=74)
Variable Mean Standsrd Mean  Standard Significance
Deviation Deviation Lavel
Gross Revenue Por $845.26 (479.09) $841.97 (312.72) 001
Physical Therapy Patient
Discounts and 12.6% (0.4) 11.6% (8.6)
Contractual
Adjustments
Percent Operating 42.6% {18.6) 33.2% (@5.1) 019
income Exciuding
Contract Expenses
Percent Operating 37.8% (18.8) 26.7% {20.5) 002
Income Adjusted for
Contract Expenses
Operating income $21.42 {12.85) $20.13 (14.26)
Per Vislt
Direct Expense/Visk $28.10 (12.88) $37.45 " {(18.12) 008
Fiad Expense/Visit $7.73 (6.36) $9.15 (7.10)
Contract Expenss/Vish $2.97 (6.69) $5.08 9.83)
Other Overhead/Vish $3.34 (4.08) $4.21 (6.98)
Intsrast Expensa/Visk $.77 (1.04) $.59 (83)
Saiaries and Wages as a 68.2% (18.4) 67.1% 1.1)
Percentage of Tolal
Direct Expense
Salaries and Wages 2.7% (16.8) 47.6% (19.6) 000
Paid 1o Licensed
Physical Therapists as a
Percentage of
Total Dirsct Expense
Vigits Per Full-time 5114 {2,388) 3,149 (1,808) 000
Equivalent (FTE) Uicensed




Table 0.1 Characteristics of Physical Therapy Facliities (continued)

JOINT VENTURED NONJOINT VENTURED
FACILITIES (N=43) FACILITIES (N=T74)
Variable Mesan  Standard Mean Standard Significance
Devistion Deviation Level
Vislts Per (FTE) Licensed 3,735 (2,036) 2,688 (1,699) .001
Physical Therapist and
Licensed Therapist
Assistants
Visits Por (FTE) Madical 3,471 (2,049) 2504 (1.682) 006
Workers'

Notes: "Medical workers include licensed physical therapists, licensed physical therapist assistants, and nonlicensed medical
workers (exercise/fitness specialists, techniclans, and PT aldes).
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Table 9.2 List Charge Comparison lor Physical Therapy Centars

JOINT VENTURE NONJOINT VENTURE
FACILITIES (N=43) FACIUTIES (N=74)

Pracedure or Treatment Mean Standard Mean Slandard

Deviation Deviation
Hot or Coicd Packs $19.50 (5.25) $19.59 {8.25)
Uitrasound $21.48 {5.76) $21.88 (6.83)
Electrical Stimulation $22.58 - {7.03) $22.08 (7.44)
intial Evaluation $46.08 {16.28) $46.24 (23.30)
Tens Treatment $25.00 (6.56) $27.52 (11.7€)
Activities of Daiy $33.83 {10.82) $34.75 (18.90)
Uving (ADL)
Manual Muscle Testing $39.26 (18.35) $41.18 (18.19)
Therapettic Exercise $26.25 (9.53) $28.18 (12.75)
(30 mirutes)
Neuromuscular $25.33 (10.35) $28.46 (10.97)
Reeducation (30 minutes)
Functional Activities $23.43 (7.01) $25.10 (8.81)
Stretching for Range of $23.30 (7.95) $27.84 (13.71f
Motion
Cybex Exercise $20.92 (18.22) $19.11 (6.70)
(each additional 15 minutes)
Kinstic Activities $2.70 (8.686) $33.62 {10.22)
(initial 30 minutes)
Kinatic Activities $20.98 (5.54) $21.08 (7.01)
(sach additional 15 minutes)
Isokinetic Exercise $58.10 (48.32) $44.76 (24.67)
Computerized Extremkty $70.70 (46.73) $85.88 (28.00)

Testing (initia! 30 minutes)
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Table 8.3 Characteristics of Rehabilitation Facllities

JOINT VENTURED NONJOINT VENTURED
FACIUITIES (N=28) FACILITIES (N=47)
Varisble Mean  Standard Msan Standard Signiiicance
Deviation Deviation Lavel

Percent Referrais 61.3% (22.9) - -

by Physician Owners

Access

Percert of Revenue/ 21.3% (14.5) 40.0% (22.4) 001
Medicare

Percent of Revenue/ - - 2.3% {10.9)

Medicald

Percent of Revenue/ 10.2% (21.7) 2.7% {6.1) 052
Managed Care '

Percent of Revenue/ 54.2% 30.3) 29.2% (28.9) .001
Biue Cross and/or

Commercial

Percent of Revenue/ 1.8% (3.0) 7.7% (16.9) 082
Sell-Pay

Percont of Revenue/ 24.9% (33.4) 30.4% (32.4)

Other Including

Contract Work

Percert of Revenue/ 13.2% (13.8) 9.8% {10.8)

Bad Debt and

Charity Care

\thization

Physical Therapy Visks 12,600 (7.708) 8412 {11,482) 050
Physical Therapy Visits 138 {3.5) 105 (4.1) .000
Per Pationt

Procedures (Modalities) 27 (.81) 26 (.62)

Per Physical Therapy

Visk
Charges and Costs

Gross Revenue Per $64.76 (27.02) $81.27 (43.55) D44

Physical Therapy Visk
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Table 9.3 Characteristics of Rehabilltation Faclilties (continued)

JOINT VENTURED NONUJOINT VENTURED
FACILITIES {N=28) FACILITIES (N=47)
Variable Mean Standard Mean Standard Significance
Devistion Daviation Lovel
Net Revenue Per $61.87 (18.97) $75.49 (31.74) 026
Physica! Therapy Vistt
Gross Revenus Per $91647  (41047) $834.53 (712.89)
Physical Therapy
Patlent
Discourts and 11.8% {10.3) 11.4% (12.3)
Contractual
Adjustments
Operating Income as a 47.7% (18.1) 40.1% (21.1) .087
Percent of Net Revenues
Excluding Contract
Expenses
Operating Incormne as a 433% {18.9) 28.1% {20.8) 004
Percert of Net Revenue
Adjusred for Contract
Expenses
Operating income $32.03 {17.04) $32.51 {27.13)
Per Visit
Direct Expense/Visk $32.41 (12.60) $43.84 (20.14) 010
Fixed Expense/Visk $8.95 (7.63) $13.00 (12.92) 100
Contract Expense/Visit $5.97 (7.81) $10.40 (15.53) .100
Other Overhead/Visit $10.80 (13.59) $11.59 (17.45)
interest Expense/Vish $1.25 {1.92) $1.78 (3.08)
Salaries and Wages as a 70.8% (31.8) 71.7% {(19.0)
Percentage of Total

Direct Expense
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Table 9.3 Characteristics of Rehabliitation Faciilties {continued)

JOINT VENTURED NONJOINT VENTURED
FACILITIES (N=28) FACILITIES (N=47)
Variable Mean Standand Mean Sundard
Deviation Deviation Level
Salaries and Wages 39.2% (14.0) 47.9% (17.0) 024
Pald to Licensed
Physical Therapists as a
Percentage of
Total Direct Expense
Quality
Physical Therapy Visits Per 4,024 (2,127 281 {2,124) 017
Full-time Equivalent
(FTE) Licensed Physical
Therapist
Physical Therapy Visits Per 3,002 (1,825) 1.985 (1,759) 013
{FTE) Licensed Physical
Tharapists and Licensad
Therapist Assistants
Physical Therapy Visits 2934 (1,820) 1,943 (1,898) 018
Per FTE Madical Worker

Notes: “Medical workers include licensed physical therapists, licensed assistants and nonlicensed medical workers
such as exercise specialists and physical therapy aides.
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Table 9.4 List Charge for Rehabilitation Centars

Testing (inktlal 30 minutes)

122

JOINT VENTURE NONJOINT VENTURE
FACIUTIES (N=28) FACILITIES (N=47)
Variabls Mean Standard Mean Standard
Devistion Deviation
Hot or Cold Packs $22.32 (3.92) $10.62 a.73)
Ultrasound $26.66 (8.03) $21.18 (5.28)
Electrica! Stimulation $28.11 (7.24) $23.55 8.07)
Initial Evaluation $48.65 (17.50) $40.73 (20.98)
. Tens Treatment $31.37 (10.34) $28.42 (1007}
Activities of Dally Living $38.11 (12.19) $32.38 (7.00)
(ADL)
Manual Muscle Testing $49.00 (26.07) $32.31 (15.85)
Therapeutic Exercise $35.44 (10.23) $32.79 (11.47)
(30 minutes)
Neuromuscular $35.05 (17.83) $32.091 (14.11)
Reeducation (30 mimzes)
Functional Activities $42.05 {22.45) $28.15 (8.04)
Stratching for Range of $34.18 (11.52) $26.53 ©.7)
Maotion
Cybex Exercise $25.95 (12.69) $20.31 (11.78)
(each additiona! 15 minutes)
Kinetic Activities $39.07 (11.82) $34.35 (10.12)
(inkial 30 minutes)
Kinetic Activities $26.55 (10.74) $21.24 (5.03)
{each additional 15 minutes)
Isokinetic Exercise $51.57 (29.086) $56.85 (30.58)
Computerized Extremity $86.13 a7.81) $78.68 (52.33)



CMS-1385-P-10653

Submitter : Dr. vikram Appannagari v Date: 08/29/2007
Organization: ASA
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

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
Anesthcsia Coding (Part of 5-Ycar Review)

Dcar Ms. Norwalk:

I am writing to express my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. I am grateful that CMS has
rccognized 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. Iam 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.

Page 1451 of 2934 August 30 2007 08:35 AM



CMS-1385-P-10654

Submitter : Larry Kuhn Date: 08/29/2007
Organization : Larry Kuhn

Category : Physician

Issue Areas/Comments

Payment For Procedures And
Services Provided In ASCs

Payment For Procedures And Services Provided In ASCs

Leslie V. Norwalk, Esq.

Acting Administrator

Centers for Medicare and Medicaid Services
Attention: CMS-1385-P

P.O. Box 8018

Baltimore, MD 21244-8018

Rc: CMS-1385-P
Ancsthcsia Coding (Part of 5-Year Review)
Dcar Ms. Norwalk:

I am writing to express my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. I am grateful that CMS has
rccognized 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 cffort to rectify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing
undervaluation of ancsthesia services. I am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the
RUC s recommendation.

To ensurc that our 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 convcrsion factor increase as recommended by the RUC.

Thank you for your consideration of this serious matter.

Larry Kuhn
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Submitter : Dr. Charles Richards
Organization :  Dr. Charles Richards
Category : Physician
Issue Areas/Comments

GENERAL

GENERAL

Please sec attachment.

CMS-1385-P-10655-Attach-1.DOC

CMS-1385-P-10655
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Date: 08/29/2007
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CMS-1385-P-10656

Submitter : Debbie Klinger Date: 08/29/2007
Organization :  Trover Sports Medicine and Rehabilitation
Category : Other Health Care Professional

Issue Areas/Comments
Physician Self-Referral Provisions

Physician Seif-Referral Provisions

Dear Sir or Madam:
I have been a certified athletic trainer since 1990. I currently work in a sports medicine clinic with outreach to local high schools.

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

While I am concerned that these proposed changes to the hospital Conditions of Participation have not received the 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 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 experience, and national certification exam ensure that my patients receive quality health eare. State law and hospital medical professionals have deemed
me qualified to perform these services and these proposed regulations attempt to eircumvent those standards.

The lack of access and workforee shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be
concerned with the health 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 these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the
rccommendations of those professionals that are tasked with overseeing the day-to-day health care needs of their patients. I respectfully request that you withdraw
the proposed changes related to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility.

Sincercly,

Debbic Klinger, MS, ATC
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CMS-1385-P-10657

Submitter : Dr. Keith Lipsitz Date: 08/29/2007
Organization :  Dr. Keith Lipsitz
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

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

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

Decar Ms. Norwalk:

I am writing to cxprcss my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. I am grateful that CMS has
rccognized 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
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 accepted this recommendation in its proposed rule, and I support full implementation of the
RUC s recommendation.

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

Thank you for your consideration of this serious matter.

Sincerely,
Keith Lipsitz, MD
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CM5-1385-P-10658

Submitter : Date: 08/29/2007
Organization : ‘

Category : Chiropractor

Issue Areas/Comments

Technical Corrections

Technical Corrections

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

While subluxation does not need to be detected by an X-ray, in some cases the patient clinically will require an X-ray to identify a subluxation or to rule out any
"red flags," or to also determine diagnosis and treatment options. X-rays may also be required to help determine the need for further diagnostic testing, i.e. MRI
or for a 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 choose to forgo X-rays and thus needed treatment. If treatment is delayed illnesses that could be life threatening may not be discovered. Simply put,
it is the patient that will suffer as result of this proposal.

I 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
patient that will suffer should this proposal become standing regulation.
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CMS-1385-P-10659

Submitter : Mr. Al Hawkins Date: 08/29/2007
Organization:  Federal Law Enforcement Training Center
Category : Other Health Care Professional
Issue Areas/Comments
GENERAL
GENERAL

Dear Sir or Madam:

1 am a ccrtified athletic trainer. 1 work for the Federal Law Enforcement Training Center in Charleston, SC. I have been an ATC for 20 years. [ have a BS degree
from the University of South Carolina.

[ 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.

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

As an athletic trainer, | am qualified to perform physical medicine and rehabilitation services, which you know is not the same as physical thcrapy. My education,
clinical experience, and national certification exam ensure that my patients receive quality health care. State law and hospital medical professionals have deemed
me qualified to perform these services 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 industry. 1t is irresponsible for CMS, which is supposed to be
concerned with the health 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 othcr rehabilitation facilities arc pertinent in cnsuring patients reccive the best, most cost-effective trcatment available.

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

Sincerely,

Al Hawkins, ATC

Senior Athletic Trainer

Federal law Enforcement Training Center
Charleston, SC

Page 1457 of 2934 August 302007 08:35 AM




CMS-1385-P-10660

Submitter : Mr. Jeffrey Lahr Date: 08/29/2007
Organization :  Winthrop University
Category : Health Care Provider/Association

Issue Areas/Comments
Physician Self-Referral Provisions

Physician Self-Referral Provisions
Dear Sir or Madam:

I am a Certified Athletic Trainer and the Head Athletic Trainer at Winthrop University in Rock Hill, South Carolina. I received my undergraduate degree at the
University of Toledo and my graduate degree at Michigan State University.

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.

While I am concerned that these proposed changes to the hospital Conditions of Participation have not received the 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 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 expcrience, and national certification exam ensure that my patients receive quality health care. State law and hospital medical professionals have deemed
me qualified to perform these services 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 industry. It is irresponsible for CMS, which is supposed to be
concemed with the health of Americans, especially those in rural areas, to further restrict their ability to receive those services. The flexible eurrent 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 these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the
recommendations of those professionals that are tasked with overseeing the day-to-day health care needs of their patients. I respectfully request that you withdraw
the proposed changes related to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility.

Sinccerely,

Jeffrey Lahr, ATC

Hcad Athletic Trainer
Winthrop University
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CMS-1385-P-10661

Submitter : Dr. Richard Bloom Date: 08/29/2007
Organization :  Hodges Chirorpactic Jacksonville

Category : Chiropractor

Issue Areas/Comments

Chiropractic Services
Demeonstration

Chiropractic Services Demonstration

Centers for Medicare and Medicaid Services
Department of Health and Human Services
Attention: CMS-1385-P

PO Box 8018

Baltimore, Maryland 21244-8018

Re: TECHNICAL CORRECTIONS

The proposcd rule dated July 12th contained an item under the teehnical 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 detcrmine a subluxation, be eliminated. 1am
writing in strong opposition to this proposal.

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

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

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

Sinccrely,

Dr Richard R Bloom Sr

GENERAL
GENERAL

Centers for Medicarc and Medicaid Services
Department of Health and Human Services
Attention: CMS-1385-P

PO Box 8018

Baltimorc, Maryland 21244-8018

Re: TECHNICAL CORRECTIONS

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

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

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

I 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 suffer should this proposal become standing regulation.

Sincerely,
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Dr Richard R Bloom Sr

Payment For Procedures And
Services Provided In ASCs

Payment For Procedures And Services Provided In ASCs

technical correction cms 1385 ¢

Centers for Medicare and Medicaid Services
Department of Health and Human Services
Attention: CMS-1385-P

PO Box 8018

Baltimore, Maryland 21244-8018

Re: TECHNICAL CORRECTIONS

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

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

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

it is the paticnt that will suffer as result of this proposal.

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

Sincerely,

Dr Richard R Bloom Sr
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CMS-1385-P-10662

Submitter : Mr. Christopher Potter Date: 08/29/2007
Organization:  The University of Toledo

Category : Other Health Care Provider

Issue Areas/Comments

Physician Self-Referral Provisions

Physician Self-Referral Provisions

Dear Sir or Madam:
My name is Christopher Potter and 1 am an athletic trainer. I am currently pursuing my Masters degree at The University of Toledo, but I have worked in the
outpatient clinic setting as well as performing Head Athletic Trainers duties at a high school since my Certification in 2004.

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,

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

As an athletic trainer, | am qualified to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My education,
clinical cxpericnce, and national certification exam cnsure that my paticnts receive quality health care. State law and hospital medical professionals have deemed
me qualificd to perform these services 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 industry. 1t is irresponsible for CMS, which is supposed to be
concerncd with the health 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 these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the
recommendations of those professionals that are tasked with overseeing the day-to-day health care needs of their patients. I respectfully request that you withdraw
the proposed changes related to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility.

Sincerely, ’

Christopher Potter, ATC
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CMS-1385-P-10663

Submitter : Dr. John Denny Date: 08/29/2007
Organization : State of NJ
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Leslie V. Norwalk, Esq.

Acting Administrator

Cecnters for Medicare and Medicaid Services
Attention: CMS-1385-P

P.O. Box 8018

Baltimorc, MD 21244-8018

Rc: 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 effeet, Medicare payment for anesthesia services stands at just $16.19 per unit. This
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable 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
undcrvaluation of anesthesia services. I am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the
RUC s recommendation.

To 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.
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CMS-1385-P-10664

Submitter : Audrey Tannenbaum Date: 08/29/2007
Organization :  Florence Township Memorial High School

Category : Other Practitioner

Issue Areas/Comments

Physician Self-Referral Provisions

Physician Self-Referral Provisions
Dear Sir or Madam:

I am an Athltcic Trainer in a secondary school setting. I received my masters degree in athlctic training/sports medicine from Temple University with the intent to
make a difference in the lives of (active) people of all ages. Additionally I am a certified Strength and Conditining Coach.

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.

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

As an athletic trainer, [ am qualified to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My education,
clinical experience, and national certification exam ensure that my patients receive quality health care. State law and hospital medical professionals have deemed
me qualified to perform these services 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 industry. It is irresponsible for CMS, which is supposed to be
concerned with the health 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 reeeive the best, most cost-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 consider the
recommendations of those professionals that are tasked with overseeing the day-to-day health care needs of their patients. I respectfully request that you withdraw
the proposcd changes related to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility.

Sincerely,

Audrey Tannenbaum M.Ed, ATC, CSCS
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CMS-1385-P-10665

Submitter : Date: 08/29/2007
Organization :

Category : Physical Therapist

Issue Areas/Comments

GENERAL
GENERAL

I am a physical therapist and would like to add my comments to the argument against self-referral that is currently being practiced by physicians nation-wide
under the loophole created by the cxception to the Stark Law. There is an inherent conflict of interest in the self-referral occurring so commonly now. Large
studics in both California and Florida have shown that physician self referral of physical therapy patients is improper for three important reasons: 1) physicians
who own thcir own physical therapy practice refer more patients to therapy that physicians who do not showing over utilization of services 2) outcomes achieved
by the patients in physician-owned clinics is much poorer 3) costs in physician owned therapy clinics are much higher than in private, physical therapist owned
clinics. This is a very clear case of greed and questionable ethics at the very best. Pleasc return to the clear intent of the Stark Law as its originators intended by
outlawing this clearly misused loophole of sclf-referral by physicians. Thank you for your consideration.
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CMS-1385-P-10666

Submitter : Mr. Robert Burke Date: 08/29/2007
Organization: VA Boston Healthcare System
Category : Other Health Care Professional
Issue Areas/Comments
Therapy Standards and
Requirements

Therapy Standards and Requirements

My name is Robert Burke, 1 am a registered Kinesiotherapist and 1 have been employed by the VA for 24 years. Kinesiotherpy is an approved Allied Health
Profession that provides therapeutic exercise and education to our veterans. During my VA employment [ have been a staff therapist on the Physical Medicine and
Rchab Service at both the Boston VA Medical Center in Jamaica Plain, Ma (5 years} and

the West Roxbuty VA Medical Center (19 years). I have provided quality rehabilitative care to our veterans during this time and I continue to do so presently as a
staff therapist on the Spinal Cord Injury Service at the West Roxbury VA. I would like to object to the proposed "Therapy Standards and Requirements” in the
CMS regulations

(docket # 1385-P). I concerned that it will limit the ability of PMR therapist to continue to provide quality care and serviees to our verterans who deserve it.
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CMS-1385-P-10667

Submitter : Dr. Gabriel Chamyan Date: 08/29/2007
Organization:  Miami Children's Hospital

Category : Physician

Issue Areas/Comments

Physician Self-Referral Provisions

Physician Self-Referral Provisions

August 29, 2007

Thank you for the opportunity to submit comments on the Physician Self-Referral Provisions of CMS-1385-P entitled Medicare Program, Proposed Revisions
to Payment Policies Under the Physician Fee Schedule for Calendar Year 2008. 1 am a board-certified pathologist and a member of the College of American
Pathologists. I practice in Miami, Florida as part of a group of three pathologists who provide services for Miami Children's Hospital.

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

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

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

Sincerely,

Gabricl Chamyan, M.D.
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Submitter : Dr. Richard Bindseil " Date: 08/29/2007
Organization:  Longmont Anesthesia Associates
Category : Congressional
Issue Areas/Comments
Coding-- Additional Codes From
5-Year Review
Coding-- Additional Codes From 5-Year Review

Leslic 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:

| 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 scrvices. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 per unit. This
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from
arcas with disproportionately high Medicare populations.

In an 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. Iam 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.
Richard F. Bindseil, D.O.

Chief Financial Officer
Longmont Anesthesia Associates

Page 1467 of 2934 August 302007 08:35 AM




CMS-1385-P-10669

Submitter : David Crews Date: 08/29/2007
Organization :  Greensboro Anesthesia Physicians
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Leslie V. Norwalk, Esq.

Acting Administrator

Centers for Medicare and Medicaid Services
Attention: CMS-1385-P

P.O. Box 8018

Baltimore, MD 21244-8018

Rec: CMS-1385-P
Anesthcsia Coding (Part of 5-Year Review)
Dear Ms. Norwalk:

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

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

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

Thank you for your consideration of this serious matter.
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Submitter : Mr. Chad Abrams Date: 08/29/2007
* Organization:  Rehab Works- Auburn

Category : Other Health Care Professional

Issue Areas/Comments

Physician Self-Referral Provisions

Physician Self-Referral Provisions
Dear Sir or Madam:

My name is Chad Abrams and 1 work in a outpatient physical therapy setting that provides outreach athletic training services to area high schools

1 am writing today to voice my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and
facilitics proposcd in 1385-P.

Whilc 1 am concerned that these proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, 1 am more concerned
that these proposed rules will create additional lack of access to quality health care for my patients.

As an athletic trainer, 1 am qualified to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My education,
clinical experience, and national certification exam ensure that my patients receive quality health care. State law and hospital medical professionals have deemed
me qualified to perform these services 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 industry. It is irresponsible for CMS, which is supposed to be
concerned with the health 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 these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the
recommcndations of those professionals that are tasked with overseeing the day-to-day health care needs of their patients. I respectfully request that you withdraw
the proposed changes related to hospitals, rural clinics, and any Medieare Part A or B hospital or rehabilitation facility.

Sincerely,

Chad Abrams, ATC
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CMS-1385-P-10671

Submitter : Dr. Brett Schoch Date: 08/29/2007
Organization : Juno Beach Family Chiropractic, Inc.

Category : Physician

Issue Areas/Comments

Technical Corrections

Technical Corrections
Re: TECHNICAL CORRECTIONS
The proposed rule dated July 12th contained an item under the technical corrections section calling for the current regulation that permits a beneficiary to be

reimbursed by Medicare for an X-ray taken by a non-treating provider and used by a Doctor of Chiropractic to determine a subluxation, be eliminated. 1am
writing in strong opposition to this proposal.

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

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

I 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 suffer should this proposal become standing regulation.

Sincerely,

Brett D. Schoch, D.C.
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Submitter : Date: 08/29/2007
Organization :

Category : Physical Therapist

Issue Areas/Comments

Physician Self-Referral Provisions

Physician Self-Referral Provisions

I would like you to consider eliminating physician-owned,referral for profit physical therapy practices. This has the potential to increase health care costs and
impairs thc paticnt's ability to choose the clinic that best fits their financial and medical needs. The physician-owned clinic's financial bottom line may be the
criteria for referral rather than the patient's need for a certain therapy specialty. Please consider eliminating this loophole. Conflict of interest needs to be
climinated, ESPECIALLY in healthcare.

Thank You.
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Submitter : Mr. George Robinson Date: 08/29/2007
Organization: V.AM.C
Category : Other Health Care Professional
Issue Areas/Comments
GENERAL
GENERAL

RE: Docket #1385-P Therapy Standards and Requirements, Physician Self-Referral Provisions

BRIEF INTRO ABOUT SELF: My name is George E. Robinson , | have been working at the V.A.M.C in Chillicothe Ohio as a Register Kinesiotherapist for
16 years, in a In and Out pt. setting.

1 am writing today to voice my opposition to the proposed therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals
and other facilities proposed in Federal Register issue #1385-P. As a Kinesiotherapist, I would be excluded from providing physical medicine and rehabilitation
scrvices undcr thesc rules.

I am concerned that these proposed rules will create additional lack of access to quality health care for my patients. This is particularly important because my
collcagucs and I work with many wounded Veterans, an increasing number of whom are expected to receive services in the private market. These Medicare rules
will have a dctrimental effect on all commercial-pay patients because Medicare dictates much of health care business practices.

[ belicve these proposed changes to the Hospital Conditions of Participation have not received the proper and usual vetting. CMS has offered no reports as to why
thesc changes arc necessary. There have not been any reports that address the serious economic impact on Kinesiotherapists, projected increases in Medicare costs
or paticnt quality, safety or access. What is driving these significant changes? Who is demanding these?

As a Kincsiotherapist, | am qualified to perform physical medicine and rehabilitation services. My education, clinical experience, and Registered status insure that
my patients receive quality health care. Hospital and other facility medical professionals have deemed me qualified to perform these services and these proposed
regulations attempt to circumvent those standards and accepted practices.

The lack of access and workforce shortage to fill therapy positions is widely known throughout the health care industry. It is irresponsible for CMS to further
restrict PMR services and spccialized professionals.

1t is irresponsible for CMS, which is supposed to be eoncerned with the health of Americans, especially those in rural areas, to further restrict their ability to
receive those services. Since CMS seems to have come to these proposed changes without clinical or financial justification, I would strongly encourage the CMS
to rcconsider these proposed rules. Leave medical judgments and staffing decisions to the professionals. I respectfully request that you withdraw the proposed
changes related to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation faeility.

Sinccrcly,
George E. Robinson, RKT
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CMS-1385-P-10674

Submitter : Mrs. Jennifer Bostic Date: 08/29/2007
Organization: KDH .
Category : _Health Care Professional or Association

Issue Areas/Comments
Physician Self-Referral Provisions

Physician Self-Referral Provisions

Dcar Sir or Madam:

I am a nationally certified and Indiana state licensed athletic trainer. 1am currently working in a hospital owned outpatient rehabilitation setting and secondary
high school setting. The proposed changed will most likely cause me to lose this job that I have held for 14 years. I am currently functioning within my scope of
practice and abiding by all state licensure guidelines.

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.

While [ am concerned that these proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, 1 am more concemed
that these proposed rules will create additional lack of access to quality health care for my patients.

As an athletic trainer, 1 am qualified to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My edueation,
clinical cxperience, and national certification exam ensure that my patients receive quality health care. State law and hospital medical professionals have deemed
me qualified to perform these services 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 industry. 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 cost-effective treatment available.

Since CMS seems to have come to these proposed changes without elinical or financial justification, 1 would strongly encourage the CMS to consider the
recommendations of those professionals that are tasked with overseeing the day-to-day health care needs of their patients. I respectfully request that you withdraw
the proposed changes related to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility.

Sincercly,

Jennifer Bostic, LAT/ATC
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Submitter : Eric Wolfmeier Date: 08/29/2007
Organization:  Monree Physical Therapy and Sports Medicine

Category : Health Care Professional or Association

Issue Areas/Comments

Physician Self-Referral Provisions

Physician Self-Referral Provisions
Dcar Sir or Madam:

My name is Eric Wolfmeier, I'm a nationally certified and state licensed Athletic Trainer. For the past three years I've been working in the clinical setting of a
physical therapy clinic and at a secondary high school. [ graduated from Southeast Missouri State with a nationally accredited degree. I've worked in conjunction
with physical therapists to assist in therapy for a variety of people with many different injuries.

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.

While I am concerned that these proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, | am more concerned
that these proposed rules will create additional lack of access to quality health 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 expericnce, and national certification exam ensure that my patients receive quality health care. State law and hospital medical professionals have deemed
me qualified to perform these services 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 industry. It is irresponsible for CMS, which is supposed to be
concerned with the health 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 these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the
recommendations of those professionals that are tasked with overseeing the day-to-day health care needs of their patients. I respectfully request that you withdraw
the proposed changes related to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility.

Sincerely,

XXXXXX, ATC (and/or other credentials)
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CMS-1385-P-10676

Submitter : Dr. Brad Peltier Date: 08/29/2007
Organization :  Gulf Shore Anesthesia Associates
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Leslie V. Norwalk, Esq.

Acting Administrator

Centers for Medicare and Medicaid Services
Attention: CMS-1385-P

P.O. Box 8018

Baltimore, MD 21244-8018

Rec: 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. 1am 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.

Brad Peltier, MD
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CMS-1385-P-10677

Submitter : Miss. kim walter Date: 08/29/2007
Organization :  Vanderbilt orthopeadic Institute

Category : Comprehensive Qutpatient Rehabilitation Facility

Issue Areas/Comments

Physician Self-Referral Provisions

Physician Self-Referral Provisions
August 28, 2007

Dear Sir or Madam:

My name is Kim Walter and I work at the Vanderbilt Orthopaedic Institute in Nashville, TN where I along with 18 other Certified Athletic Trainers work with
outpatient therapy. We are all individuals with Master s Degrees, NATA certification and state licensure. Our rehabilitation model is one of the most efficient in
the country and provides the patient the best care available as Athletic Trainers are utilized as a team member with our physical therapists. The extensive training
and cducation that wc as athletic trainers have in the area of orthopaedics is a perfect fit in outpatient therapy and far surpasses that of a PTA or PT tech.

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
facilitics proposed in 1385-P.

Whilc I am concerned that these proposed changes to the hospital Conditions of Participation have not received the 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 athletic trainer, | am qualified to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My education,
clinical experience, national certification, and licensure ensure that my patients receive quality health care. State law and hospital medical professionals have
deemed me qualified to perform these services 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 industry. It is a disservice for CMS, which is supposed to be
concerned with the health 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 scems to have come to these proposed changes without elinical or financial justification, I would strongly encourage the CMS to consider the
rccommendations of thosc professionals that are tasked with overseeing the day-to-day health care needs of their patients. I respectfully request that you withdraw
the proposed changcs related to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility.

Sincerely,

Kim Walter, M. Ed., ATC/L

Outreach Athletic Trainer
Vanderbilt Orthopaedic Institute

Page 1476 of 2934 August 302007 08:35 AM




CMS-1385-P-10678

Submitter : Dr. Nicholas Jevric Date: 08/29/2007
Organization:  Gulf Shore Anesthesia Associates
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

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. T 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
undcrvaluation of anesthesia services. [ 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.

Nicholas Jevric, MD
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Submitter : Mr. Todd Hoyt Date: 08/29/2007
Organization:  St. Marys/Good Samaritan Inc.
Category : Hospital

Issue Areas/Comments
Physician Self-Referral Provisions

Physician Self-Referral Provisions

Dcar Sir or Madam:

My name is Todd Hoyt, I am a certified and licensed athletic trainer working in Centralia Illinois. I have worked for St.Marys/Good Samaritan Hospital for the
past |3 ycars. Iam currently working at one of the hospitals off site health clinics. A portion of my day is spent working with patients in our physical medicine
clinic. The other portion of my day is spent with our outreach sports medicine program working with student athletes from our local community college.

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

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

As an athletic trainer, | am qualified to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My education,
clinical cxperience, and national certification exam ensure that my patients receive quality health care. State law and hospital medical professionals have deemed
mc qualified to perform these services 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 industry. It is irresponsible for CMS, which is supposed to be
concemncd with the health 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 these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the
rccommendations of those professionals that are tasked with overseeing the day-to-day health care needs of their patients. I respectfully request that you withdraw
the proposed changes related to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility.

Sincerely,

Todd Hoyt, ATC
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CMS-1385-P-10680

Submitter : Dr. Robert Ostheim Date: 08/29/2007
Organization :  Altantic Wellness Center

Category : Chiropractor

Issue Areas/Comments

Technical Corrections

Technical Corrections

The proposcd rule dated July 12th contained an item under the technical corrcctions scction calling for the current regulation that permits a beneficiary to be
reimburscd by Medicare for an X-ray taken by a non-treating provider and used by a Doctor of Chiropractic to determine a subluxation, be eliminated. Iam
writing in strong opposition to this proposal.

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

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

I 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
patient that will suffer should this proposal become standing regulation.

Sincerely,

Dr. Robert Ostheim
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Submitter : Mr. Ryan Grove Date: 08/29/2007
Organization :  Pittsburgh Steelers Football Club
Category : Other Health Care Professional
Issue Areas/Comments
GENERAL
GENERAL
Dear Sir or Madam:

My name is Ryan Grove and 1 am a certified athletic trainer for the Pittsburgh Steelers Football Club. 1am 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.

While 1 am concerned that these proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, | am more coneerned
that these proposed rules will create additional lack of access to quality health care for my patients.

As an athletic trainer, | am qualified to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My education,
clinical experience, and national certification exam ensure that my patients receive quality health care. State law and hospital medical professionals have deemed
me qualified to perform these services 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 industry. Tt is irresponsible for CM3, which is supposed to be
concerned with the health 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 these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the
rccommendations of those professionals that are tasked with overseeing the day-to-day health care needs of their patients. I respectfully request that you withdraw
the proposed changes related to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility.

Sincerely,

Ryan Grove, MS, ATC

Assistant Athletic Trainer

Pittsburgh Steelers

412.432.7866
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