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Leslie V. Norwalk, Esq.

Acting Administrator

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

P.O.Box 8018

Baltimore, MD 21244-8018

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

I am writing to express my strongest support for the proposal to increase anesthesia
payments under the 2008 Physician Fee Schedule. | 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.
| am pleased that the Agency accepted this recommendation in its proposed rule, and |
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.
Terri Newton

Multi-Medical Specialties Billing




CMS-1385-P-11507

Submitter : Dr. Ld Herzog Date: 08/29/2007
Organization : American Society of Anesthesiologists
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Leslic V. Norwalk, Esq.

Acting Administrator

Centers for Medicare and Medicaid Serviccs
Attcntion: CMS-1385-P

P.O. Box 8018

Baltimore, MD 21244-8018

Rc: CMS-1385-P
Ancsthesia 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. Iam 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, morc than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 per unit. This
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from
arcas with disproportionatcly high Medicare populations.

In an cffort to rectify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing
undervaluation of anesthesia services. I am pleased that the Ageney 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-11508

Submitter : Mr. John Bowman Date: 08/29/2007
Organization:  Ohio University
Category : Other Health Care Professional
Issue Areas/Comments
GENERAL
GENERAL

Dear Sir or Madam:

I am the Dircctor of Sports Medicine at Ohio University. I have a Masters Degree from The University of Virginia. I have been a certified athletic trainer for 19
years. I have been licensed by the state of Ohio since 1994.

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 ereate 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 tack 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

conccmed 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 clinical or financial justification, 1 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,

John R. Bowman, MEd, ATC
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CMS-1385-P-11509

Submitter : Miss. Lynette Carlson Date: 08/29/2007
Organization:  ATI Physical Therapy
Category : Other Health Care Professional
Issue Areas/Comments
Therapy Standards and
Requirements

Therapy Standards and Requirements

Dcar Sir or Madam:

I am a certified and licensed athletic trainer at ATI Physical Therapy, a private physical therapy clinic in Chicago, IL. My responsibilities include planning
rehabilitation sessions and carrying these patients through the program along side physical therapists. 1am a graduate of Southern Illinois University in
Carbondale, where | earned my BS in Physical Education, specializing in Athletic Training. Ifollowed my BS with a MS in Athletic Training from University of
Tennessee at Chattanooga.

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 | 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 athlctic 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
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 irresponsihle 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 necds 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,

Lynettc Carlson,MS,ATC
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CMS-1385-P-11510

Submitter : Mr. Brent Leazzo Date: 08/29/2007
Organization:  Joliet Junior College
Category : Other Health Care Professional
Issue Areas/Comments
GENERAL
GENERAL

Dear Sir or Madam:

I 'am the Head Athletic Trainer at Joliet Junior College in Joliet, I1. I have Bachlor degrees in Education and Athletic Training from Indiana University of
Pennsylvania and a Master of Science in Kinesiology with a specialization in Athletic Training from The Indiana University. At JJC I provide direct medical
coverage for more than 250 student athletes. -

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

While I am concemed 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 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 proposcd changes related to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility.

Sinccrely,

Brent I. Smith MS,ATC, LAT
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CMS-1385-P-11511

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

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

1 am writing to express my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. I am grateful that CMS has
recognized 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 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 cnsure that our patients have access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register
by fully and immediately implementing the anesthesia conversion factor increase as recommended by the RUC.

Thank you for your consideration of this serious matter.

Sincerely,
Brian Freeman, M.D.
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CMS-1385-P-11512

Submitter : Mr. Kevin Pennington Date: 08/29/2007
Organization:  Delnor-Community Hospital
Category : Other Health Care Professional
Issue Areas/Comments
GENERAL
GENERAL

Dear Sir or Madam:

My name is Kevin Pcnnington and I am a certificd athletic trainer that is currently the Team Leader of over 40 employees (physical therapists, physical therapist
assistants, technicians, and occupational therapists). | have worked at Delnor for 15 years - 12 of which were treating patients and performing high school
outreach to a local high school sports program. | 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 proposcd in 1385-P.

Whilc | am concerned that these proposed changes to the hospital Conditions of
Participation have not rcceived the proper and usual vetting, I am more concerned
that these proposed rules will creatc additional lack of access to quality health
carc for my paticnts.

As an athletic trainer, 1 am qualified to perform physical medicine and

rchabilitation 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. In Illinois, we are licensed to practice just as is a physical therapist, occupational therapist and physical therapist assistant.

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

Sincc 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,

Kevin M. Pennington, ATC, MBA

Team Leader - Outpatient Rehabilitation Services
Delnor-Community Hospital

Geneva, IL 60506

work - 630-208-5765

home - 630-896-2711
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CMS-1385-P-11513

Submitter : M. Ricky Johns Date: 08/29/2007
Organization :  Mr. Ricky Johns
Category : Other Health Care Provider

Issue Areas/Comments
Physician Self-Referral Provisions

Physician Self-Referral Provisions

I am writing to remove Physical Therapy from the list of items that are exempt from physician self referral. I have personally seen physicians direct patients to
their own clinics "to keep a close eye on them” and then refer other patients with more complicated conditions to other clinics based on the type of insurance the
patient has. [ have also seen patient with orders for physical therapy for 3x/week for 3 weeks to the physicians clinic, but when their insurance dictates they go
clsewhere, the order gets changed to 3 visits for a home ex program. If the physician sees a possible bad outcome from surgery or other procedure, they will send
the patient to other clinics, so their clinic can boast of "great outcomes”. In general if a patient has poor potential or low reimbursing insurance the physician will
make sure they are referred to other clinics, not their own. Patients with good potential will steered toward their own clinic despite having to pay a higher copay
or deductible for out of network services, but the physician will tell the patient that their therapist know their protocols. When a therapist from out clinic calls the
physicians officc or their therapy clinic they will not give out the protoco! or refer us to well known protocols in text books, but not THEIR protocol. If you
would like to speak with me further, please call me at 423-431-6327 or cell number is 423-426-2245,
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CMS-1385-P-11514

Submitter : Date: 08/29/2007

Organization :
Category : Health Care Professional or Association

Issue Areas/Comments
Background

Background

August 29, 2007

Office of the Administrator

Ccntcrs for Medicare & Medicaid Services

Department of Health and Human Services

P.O. Box 8018 RE: CMS 1385 P (BACKGROUND, IMPACT)
Baltimore, MD 21244 8018 ANESTHESIA SERVICES

Dear Administrator:

As a member of the American Association of Nurse Anesthetists (AANA), [ write to support the Centers for Medicare & Medicaid Services (CMS) proposal to
boost the value of anesthesia work by 32%. Under CMS proposed rule Medicare would increase the anesthesia conversion factor (CF) by 15% in 2008 compared
with current levels. (72 FR 38122, 7/12/2007) If adopted, CMS proposal would help to ensure that Certified Registered Nurse Anesthetists (CRNAs) as
Medicare Part B providers can continue to provide Medicare beneficiaries with access to anesthesia services.

This increase in Medicare payment is important for several reasons.

? First, as the AANA has previously stated to CMS, Medicare currently under-reimburses for anesthesia services, putting at risk the availability of anesthesia and
other healthcare services for Medicare beneficiaries. Studies by the Medicare Payment Advisory Commission (MedPAC) and others have demonstrated that
Medicarc Part B reimburses for most services at approximately 80% of private market rates, but reimburses for anesthesia services at approximately 40% of private
market rates.

? Second, this proposed rule reviews and adjusts anesthesia services for 2008. Most Part B providers services had been reviewed and adjusted in previous years,
effcctive January 2007. However, the value of anesthesia work was not adjusted by this process until this proposed rule.

? Third, CMS proposed change in the relative value of anesthesia work would help to correct the value of anesthesia services which have long slipped behind
inflationary adjustments.

Additionally, if CMS proposed change is not enacted and if Congress fails to reverse the 10% sustainable growth rate (SGR) cut to Medicare payment, an average
12-unit anesthesia serviee in 2008 will be reimbursed at a rate about 17% below 2006 payment levels, and more than a third below 1992 payment levels (adjusted
for inflation).

America s 36,000 CRNAs provide some 27 million anesthetics in the U.S. annually, in every setting requiring anesthesia services, and are the predominant
ancsthesia providers to rural and medically underserved America. Medicare patients and healthcare delivery in the U.S. depend on our services. The availability of
anesthesia services depends in part on fair Medicare payment for them. [ support the agency s acknowledgement that anesthesia payments have been undervalued,
and its proposal to increase the valuation of ancsthesia work in a manner that boosts Medicare anesthesia payment.

Sincercly,
Patricia Sheridan, CRNA

PO Box 1923
McKinney, TX 75070
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CMS-1385-P-11515

Submitter : Mrs. Jackolin Pates-Swart, CRNA Date: 08/29/2007
Organization : AANA
Category : Other Health Care Professional
Issue Areas/Comments
GENERAL
GENERAL

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

CMS-1385-P-11515-Attach-1.PDF
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August 20, 2007
Office of the Administrator
Centers for Medicare & Medicaid Services
Department of Health and Human Services

P.O. Box 8018 RE: CMS-1385-P (BACKGROUND, IMPACT)
Baltimore, MD 212448018 ANESTHESIA SERVICES
Dear Administrator:

As a member of the American Association of Nurse Anesthetists (AANA), [ write to support the Centers
for Medicare & Medicaid Services (CMS) proposal to boost the value of anesthesia work by 32%. Under
CMS’ proposed rule Medicare would increase the anesthesia conversion factor (CF) by 15% in 2008
compared with current levels. (72 FR 38122, 7/12/2007) If adopted, CMS’ proposal would help to
ensure that Certified Registered Nurse Anesthetists (CRNAs) as Medicare Part B providers can continue
to provide Medicare beneficiaries with access to anesthesia services.

This increase in Medicare payment is important for several reasons.

»  First, as the AANA has previously stated to CMS, Medicare currently under-reimburses for
anesthesia services, putting at risk the availability of anesthesia and other healthcare services for
Medicare beneficiaries. Studies by the Medicare Payment Advisory Commission (MedPAC) and
others have demonstrated that Medicare Part B reimburses for most services at approximately
80% of private market rates, but reimburses for anesthesia services at approximately 40% of
private market rates.

® Second, this proposed rule reviews and adjusts anesthesia services for 2008. Most Part B
providers’ services had been reviewed and adjusted in previous years, effective January 2007.
However, the value of anesthesia work was not adjusted by this process until this proposed rule.

=  Third, CMS’ proposed change in the relative value of anesthesia work would help to correct the
value of anesthesia services which have long slipped behind inflationary adjustments.

Additionally, if CMS’ proposed change is not enacted and if Congress fails to reverse the 10% sustainable
growth rate (SGR) cut to Medicare payment, an average 12-unit anesthesia service in 2008 will be
reimbursed at a rate about 17% below 2006 payment levels, and more than a third below 1992 payment
levels (adjusted for inflation).

America’s 36,000 CRNAs provide some 27 million anesthetics in the U.S. annually, in every setting
requiring anesthesia services, and are the predominant anesthesia providers to rural and medically
underserved America. Medicare patients and healthcare delivery in the U.S. depend on our services. The
availability of anesthesia services depends in part on fair Medicare payment for them. I support the
agency’s acknowledgement that anesthesia payments have been undervalued, and its proposal to increase
the valuation of anesthesia work in a manner that boosts Medicare anesthesia payment.

Sincerely,

Name & Credential

Address

City, State ZIP




CMS-1385-P-11516

Submitter : Ms. Clarissa Maynard
Organization:  Ms. Clarissa Maynard
Category : Other Health Care Professional
Issue Areas/Comments

Background

Background

As a member of the American Association of Nurse Anesthetists (AANA), I write to support the Centers
for Medicare & Mcdicaid Services (CMS) proposal to boost the value of anesthesia work by 32%. Under
CMS' proposcd rule Medicare would increase the anesthesia conversion factor (CF) by 15% in 2008
comparcd with current levels. (72 FR 38122, 7/12/2007) If adopted, CMS' proposal would help to
ensure that Ccrtified Registercd Nurse Anesthetists (CRNAs) as Medicare Part B providers can continue

Date: 08/29/2007

to providc Medicarc beneficiaries with access to anesthesia services. This increase in Medicare payment is important for several reasons.

First, as the AANA has previously stated to CMS, Medicare currently under-reimburses for
ancsthesia services, putting at risk the availability of anesthesia and other healthcare services for
Medicare bencficiaries. Studies by the Medicare Payment Advisory Commission (MedPAC) and

others have dcmonstrated that Medieare Part B reimburses for most services at approximately

80% of private market rates, but reimburses for anesthesia services at approximately 40% of
private market rates.

Second, this proposed rule reviews and adjusts anesthesia services for 2008. Most Part B
providers' services had been reviewed and adjusted in previous years, effective January 2007.

However, the value of anesthesia work was not adjusted by this process until this proposed rule.

Third, CMS' proposed change in the relative value of anesthesia work would help to correct the

value of anesthesia services which have long slipped behind inflationary adjustments.

Additionally, if CMS' proposed change is not enacted and if Congress fails to reverse the 10% sustainable
growth rate (SGR) cut to Medicare payment, an average 12-unit anesthesia service in 2008 will be
reimbursed at a rate about 17% below 2006 payment levels, and more than a third below 1992 payment
Icvels (adjusted for inflation).

America's 36,000 CRNAs providc some 27 million anesthetics in the U.S. annually, in every setting
rcquiring ancsthesia services, and are the predominant anesthesia providers to rural and medically
underscrved Amcrica. Medicare patients and healthcare delivery in the U.S. depend on our services. The
availability of anesthesia services depends in part on fair Medicare payment for them. I support the
agency's acknowlcdgement that anesthesia payments have been undervalued, and its proposal to increase
the valuation of anesthesia work in a manner that boosts Medicare anesthesia payment.

Sincerely, :

Clarissa Maynard

Page 2320 of 2934

August

302007 08:35 AM




CMS-1385-P-11517

Submitter : Dr. Christopher Baggett Date: 08/29/2007
Organization :  Dr. Christopher Baggett
Category : Chiropractor

Issue Areas/Comments
GENERAL
GENERAL

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

PO Box 8018

Baltimorc, Maryland 21244-8018

Re: "TECHNICAL CORRECTIONS"

The proposcd rule dated July 12th contained an item under the technical corrections section calling for the current rcgulation that permits a bencficiary 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.

Whilc subluxation does not necd to be detected by an X-ray, in some cases the patient clinically will require an X-ray to identify a subluxation or to rule out any
"rcd flags,” or to also determinc diagnosis and treatment options. X-rays may also be requircd to help determine the necd 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.

1 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.

Respectfully Sut;mittcd,

Dr. Christopher Baggett
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Submiitter : Dr. Cesar Trivino

Organization:  Cesar Trivino, MD, PA

Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

CMS-1385-P-11518

All medicare patients arc getting the best healthcare. Anesthesia payments should be increased.
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CMS-1385-P-11519

Submitter : Dr. John Thurn Date: 08/29/2007
Organization:  Dr. John Thurn
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
Ancsthesia Coding (Part of 5-Year Review)

Dear Ms. Norwalk:

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

When thc RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to
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 cffort to rectify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing
undervaluation of anesthesia services. 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.

John Thurn, M.D.
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CMS-1385-P-11520

Submitter : Mr. John Finley Date: 08/29/2007
Organization:  Goldey-Beacom College

Category : Other Health Care Provider

Issue Areas/Comments

Physician Self-Referral Provisions

Physician Self-Referral Provisions

Dcar Sir or Madam:

My name is John Finley; I am a Certified Athletic Trainer from Delaware. Iam currently employed by Goldey-Beacom College (NCAA Div II) as the Head
Athlctic Trainer. I am responsible for oversight of the Athletic Training Department at the college and I am responsible for the healthcare of 130 athletes in 10
varsity sports. This is my 17th year of service as a Certified Athletic Trainer and I have worked in most aspects of the profession. Over the past 17 years | have
worked in the clinical setting, clinical outreach, youth sports organizations, middle school, High School, Small College (Div. I and III), Large College (Div. I),
and Profcssional Athlctics.

1 am also currently the President-Elect, for the Delaware Athletic Trainers Association, and helped to shape the current laws in the state. The State of Delaware and
thc Dclawarc Physical Therapy Association have recognized the high level of education and training that Athletic Trainers possess. The current laws in Delaware
allow Athletic Trainers to treat patients according to their education and training, not based on the setting in which they practice. For years we were allowed to
cvaluatc, sct up therapeutic exercise programs and make return to play decisions for Athletes in college and high school settings. However, when we entered the
Physical therapy clinic we were not qualified to do anything but run errands. Does this make any sense, as soon as we enter the clinic we forget all of our
education and training?

In Delaware we are now recognized for the education and training that we posses. With a physicians prescription for Athletic Training, Athletic Trainers have the
ability to evaluate, treat and discharge patients. It gives the physician the ability to choose who is best qualified to treat a particular patient.

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
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, [ 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
mc qualified to perform these services and these proposed regulations attempt to circumvent those standards.

The lack of acccss 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,
John Finley MEd, ATC, LAT
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CMS-1385-P-11521

Submitter : Mr. Philip Johnson
Organization:  American Association of Nurse Anesthetists
Category : Other Health Care Professional
Issue Areas/Comments
Background
Background

August 20, 2007

Office of the Administrator

Centers for Medicare & Medicaid Services

Department of Health and Human Services

P.O. Box 8018 RE: CMS 1385 P (BACKGROUND, IMPACT)
Baltimore, MD 21244 8018 ANESTHESIA SERVICES

Dear Administrator:

As a member of thc American Association of Nurse Anesthetists (AANA), I write to support the Centers
for Medicare & Medicaid Services (CMS) proposal to boost the value of anesthesia work by 32%. Under
CMS proposed rule Medicare would increase the anesthesia conversion factor (CF) by 15% in 2008
compared with current levels. (72 FR 38122, 7/12/2007) If adopted, CMS proposal would help to
ensure that Certified Registered Nurse Anesthetists (CRNASs) as Medicare Part B providers can continue
to provide Medicare beneficiaries with aceess to anesthesia services.

This increase in Medicare payment is important for several reasons.
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CMS-1385-P-11522

Submitter : Dr. Edmond Hattaway Date: 08/29/2007
Organization: ACA

Category : Chiropractor

Issue Areas/Comments

Medicare Economic Index (MEI)

Medicare Economic Index (MEI)

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. 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, ctc.) 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 paticnt that will suffcr as result of this proposal.

1 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 wiil suffer should this proposal become standing regulation.

Edmond Hattaway, DC
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CMS-1385-P-11523

Submitter : Mr. Tom Lyle Date: 08/29/2007
Organization :  Flagstaff High Schoo}
Category : Other Health Care Professional
Issue Areas/Comments
Background
Background

Dear Sir or Madam:

I am a certified athletic trainer and have worked at Flagstaff High School (AZ) for 21 years.

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
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, 1 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 serviees, 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
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
rccommendations of those profcssionals that are tasked with overseeing the day-to-day health eare needs of their patients. I respectfully request that you withdraw
the proposcd changes related to hospitals, rural clinics, and any Medieare Part A or B hospital or rehabilitation facility.

Sincerely,

Tom Lyle, M.S., ATC
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CMS-1385-P-11524

Submiitter : Dr. Edward Nemergut Date: 08/29/2007
Organization : University of Virginia
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Leslie V. Norwalk, Esq.

Acting Administrator

Centers for Mcdicare and Medicaid Services
Attcntion: CMS-1385-P

P.O. Box 8018

Balitimorc, MD 21244-80i18

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

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

Page 2328 of 2934 August 30 2007 08:35 AM




Submitter : Ms. Barbara Morris
Organization :  University of South Florida
Category : Other Health Care Professional

Issue Areas/Comments
GENERAL
GENERAL
See Attached
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Dear Sir or Madam:

My name is Barbara Morris, I am a certified athletic trainer and strength and conditioning
specialist. I currently oversee 10 certified athletic trainers placed in public school
settings. In addition to that I assist in research, teach in the College of Medicine at the
University of South Florida and complete other duties as assigned.

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
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 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,

Barbara J. Morris, MS, ATC/L, CSCS

Assistant Program Director,

The SMART Institute

Department of Orthopaedics and Sports Medicine
University of South Florida
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CMS-1385-P-11526

Submitter : Ms. Melynda Wallace Date: 08/29/2007
Organization: AANA
Category : Other Health Care Professional
Issue Areas/Comments
Background
Background

August 20, 2007

Office of the Administrator

Centers for Medicare & Medicaid Services

Department of Health and Human Services

P.O. Box 8018 RE: CMS 1385 P (BACKGROUND, IMPACT)

Baltimore, MD 21244 8018 ANESTHESIA SERVICES

Dcar Administrator:

As a member of the American Association of Nurse Anesthetists (AANA), I write to support the Centers
for Medicare & Medicaid Serviees (CMS) proposal to boost the value of anesthesia work by 32%. Under
CMS proposed rule Medicare would increase the anesthesia conversion factor (CF) by 15% in 2008
compared with current levels. (72 FR 38122, 7/12/2007) If adopted, CMS proposal would help to
ensure that Certified Registered Nurse Anesthetists (CRNAs) as Medicare Part B providers can continue
to provide Medicare beneficiaries with access to anesthesia services.

This increasc in Medicare payment is important for several reasons.

1 First, as the AANA has previously stated to CMS, Medicare currently under-reimburses for

anesthesia services, putting at risk the availability of anesthesia and other healthcare services for
Medicare beneficiaries. Studies by the Medicare Payment Advisory Commission (MedPAC) and

others have demonstrated that Medicare Part B reimburses for most services at approximately

80% of private market rates, but reimburses for anesthesia services at approximately 40% of

private market rates.

1 Second, this proposed rule reviews and adjusts anesthesia services for 2008. Most Part B

providers services had been reviewed and adjusted in previous years, effective January 2007.

However, the value of anesthesia work was not adjusted by this process until this proposed rule.

1 Third, CMS proposed change in the relative value of anesthesia work would help to correct the

value of anesthesia services which have long slipped behind inflationary adjustments.

Additionally, if CMS proposed change is not enacted and if Congress fails to reverse the 10% sustainable
growth rate (SGR) cut to Medieare payment, an average 12-unit anesthesia service in 2008 will be
reimbursed at a rate about 17% below 2006 payment levels, and more than a third below 1992 payment
levels (adjusted for inflation).

America s 36,000 CRNAs provide some 27 million anesthetics in the U.S. annually, in every setting
requiring anesthesia services, and are the predominant anesthesia providers to rural and medically
underserved America. Medicare patients and healthcare delivery in the U.S. depend on our services. The
availability of anesthesia services depends in part on fair Medicare payment for them. I support the
agency s acknowledgement that anesthesia payments have been undervalued, and its proposal to increase
the valuation of anesthesia work in a manner that boosts Medicare anesthesia payment.

Sinccrely,

Melynda Kaye Wallace MSN, CRNA, FAAPM
Staff Ancsthetist

Cottage Hospital (A Critical Access Facility)
Woodsville, NH

603.747.9205

44 Goosc Lanc
Bath, NH 03740
mwallace@cottagehospital.org

City, Statc ZIP
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CMS-1385-P-11527

Submitter : Mr. William Sobodas : Date: 08/29/2007
Organization:  Lewis University
Category : Other Health Care Professional
Issue Areas/Comments
GENERAL
GENERAL

Dear Sir or Madam:

I am a student at Lewis University graduating in May 2008. When | graduate, | plan to work as an Athletic Trainer for AT Physical Therapy, where 1 am
currently employed as a technician.

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
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, I am more coneerned
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 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
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 scems 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 oversecing 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,

William Sobodas 11
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CMS-1385-P-11528

Submitter : Mr. John Craker . Date: 08/29/2007
Organization : SAFE Anestbesia LLC
Category : Other Health Care Professional
Issue Areas/Comments
Background
Background

Dear Administrator,

As a CRNA and a member of the AANA 1 am writing to support the Centers for Medicare and Medicaid Services (CMS) proposal to boost the value of anesthesia
work by 32%. As a provider of anesthesia services in rural areas I can attest to the fact that failure to elevate the conversion factor and continuing the 10% cuts
proposed by Congress will have deleterious effects on the ability to retain and recruit providers in rural areas. CRNA's are the predominant providers to rural and
medically underserved America. The continued availability of anesthesia services depends in part on fair Medicare payment for the CRNA's services. [ applaud the
agency's acknowledgemcent that anesthesia payments have been undervalued, and the proposal to increase the conversion factor will solidify the ability of CRNA's
to provide quality anesthesia services to the rural and medically underserved areas of America.

Sincerely

John Craker MSN, CRNA, MBA

SAFE Anesthesia LL.C

356 Miner Rd

Highland Hts, Ohio 44143
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CMS-1385-P-11529

Submitter : Dr. Jeff Konin Date: 08/29/2007
Organization :  University of South Florida
Category : Physical Therapist
Issue Areas/Comments
GENERAL
GENERAL

Dear Sir or Madam:

My name is Dr. Jeff Konin, and I am a licensed physical therapist and certified athletic trainer at the University of South Florida. I am also the Director of the
Athictic Training Education Program at USF.

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 proposcd in 1385-P.

While [ 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, 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 rchabilitation 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,

Jeff Konin, PhD,ATC,PT
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CMS-1385-P-11530

Submitter : Date: 08/29/2007
Organization :

Category : Physician

Issue Areas/Comments

Medicare Economic Index (MEI)

Medicare Economic Index (MEI)

1 am writing in strong opposition to the proposed rule dated July 12th containing an item under the technical corrections section calling for current regulation that
permits a bencficiary 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.

In certain cascs 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 futher diagnostic testing.

By limiting a Doctor of Chiropractic from referring for an X-ray study, the cost for patient care will go up significantly due to the necessity of a referral to another
providor for DUPLICATIVE evaluation prior to referral to the radiologist. The patient will suffer as a result of this proposal.

I strongly urge you to table this proposal.
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CMS-1385-P-11531

Submitter : Ms. Kysha Harriell Date: 08/29/2007
Organization :  University of Miami
Category : Other Health Care Professional
Issue Areas/Comments
GENERAL
GENERAL
Sce Attachment
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CMS-1385-P-11532

Submitter : Ms. Jane Steinberg Date: 08/29/2007
Organization:  University of South Carolina
_ Category : Academic
Issue Areas/Comments
GENERAL
GENERAL
Dear CMS:

My namc is Jane Steinberg and 1 am a certified athletic trainer, currently serving as the Clinical Education Coordinator for the Athletic Training Education
Program at the University of South Carolina. 1 worked in an orthopedic clinic in Tennessee for nine years prior to this academic position.

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
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, 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 cxpericncc, and national certification exam ensure that my patients receive quality health eare. State law and hospital medical professionals have deemed
mgc qualificd to perform thesc services and these proposed regulations attempt to circumvent those standards.

The fack 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 clinical 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. 1 respectfully request that you withdraw
the proposed changes related to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility.

Sineerely,

Jane Steinberg, ATC, SCAT
Clinical Education Coordinator
214 Blatt PE Center

University of South Carolina
Columbia, SC 29208
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CMS-1385-P-11533

Submitter : Ms. Pat Loe Date: 08/29/2007
Organization:  San Benito Co. Board of Supervisors

Category : Physician

Issue Areas/Comments

Payment For Procedures And
Services Provided In ASCs

Payment For Procedures And Services Provided In ASCs

Pat Loe

San Benito Co.
Board of Supcrvisors
District 3

Hollistcr, Ca. 95023

To whom it may concern

San Benito County California is a regional neighbor and shares jurisdictional boarders with the counties of Monterey and Santa Cruz. As such we share many
regional health care physicians and practices. Medicare physician fees in our geographic region are in dire need of adjustment to recognize the high cost of
providing services here.

It is our belief that Option 3-revision to payment localities of the proposed rule is the most equitable and best option for California, but its calculation is faulty.

1f properly computed San Benito would qualify to be moved into the same locality as Monterey. The data that should be used to correctly calculate adjustments is
the information unearthed by the General Accounting Office in its June Report.

Plcase review this data and it will be apparent that our needs in San Benito County are equally significant to our neighbor counties.

Sincercly

Pat Loe
Supervisor District 3
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CMS-1385-P-11534

Submitter : Duane Olson Date: 08/29/2007
Organization:  Huntington Beach Fire Department

Category : Local Government

Issue Areas/Comments

Ambulance Services

Ambulance Services

See attached

Beneficiary Signature

Beneficiary Signature

See attached

CMS-1385-P-11534-Attach-1.PDF
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CITY OF HUNTINGTON BEACH

2000 MAIN STREET CALIFORNIA 92648
FIRE DEPARTMENT

August 27, 2007

Leslie Norwalk, Acting Administrator
Centers for Medicare & Medicaid Services
Department of Health & Human Services
Attention: CMS-1385-P

P.O. Box 8012

Baltimore, Maryland 21244-8012

Re: CMS-1385-P; Medicare Program; Proposed Revisions to Payment Policies Under
the Physician Fee Schedule, and Other Part B Payment Policies for CY 2008; Proposed
Revisions to the Payment Policies of Ambulance Services Under the Ambulance Fee
Schedule for CY 2008; and the Proposed Elimination of the E-Prescribing Exemption
for Computer-Generated Facsimile Transmissions.

Dear Ms. Norwalk:

The Huntington Beach Fire Department provides emergency ambulance services to the
communities which we serve. The proposed rule would have a direct impact on our operation
and the high quality health care we provide to Medicare beneficiaries. We therefore greatly
appreciate this opportunity to submit comments on the proposed rule.

BENEFICIARY SIGNATURE

The Huntington Beach Fire Department commends CMS for recognizing that providers and
suppliers of emergency ambulance transportation face significant hardships in seeking to
comply with the beneficiary signature requirements. Ambulance services are atypical among
Medicare covered services to the extent that, for a large percentage of encounters, the
beneficiary is not in a condition to sign a claims authorization during the entire time the supplier
~ is treating and/or transporting the beneficiary. Many beneficiaries are in physical distress,
unconscious, or of diminished mental capacity due to age or illness. The very reason they
need ambulance transportation often contraindicates the appropriateness of attempting to
obtain a signature from the beneficiary.

We believe strongly, however, that the relief being proposed by CMS would have the
unintended effect of increasing the administrative and compliance burden on ambulance
services and on the hospitals. Accordingly, we urge CMS to abandon this approach and
instead eliminate entirely the beneficiary signature requirement for ambulance services.

1



CMS-1385-P-11535

Submitter : Cissie Horton Date: 08/29/2007
‘Organization: AANA
Category : Other Health Care Provider
Issue Areas/Comments
Background
Background

August 29, 2007

Dcar Administrator:

As a member of the American Association of Nurse Anesthetist, I write to support the Centers for Medicaid and Medicare Services proposal to boost the value of
anesthesia work by 32%. Under CMS proposed rule Medicare would increase the anesthesia conversion factor by 15% in 2008 compared with current levels. 1f
adopted, the proposal would help to ensure that CRNAs as Medicare Part B providers can continue to provide Medicare beneficiaries with access to anesthesia
scrvices.

This increase in Mcdicarc payment is important for several reasons:

1) Mcdicare currently under-reimburses for anesthesia services, putting at risk the availability of anesthesia and other healthcare services for Medicare beneficiaries.
Studies by the Mcdicare Payment Advisory Commission and others have demonstrated that Medicare Part B reimburses for most services at approx 80% of private
market rates, but reimburses for anesthesia services at approx 40% of private market rates.

2) This proposed rule reviews and adjusts anesthesia services for 2008. Most Part B providers services had been reviewed and adjusted in previous years, effective
January 2007. However, the value of anesthesia work was not adjusted by this process until this proposed rule.

3)CMS proposed change in the relative value of anesthesia work would help to correct the value of anesthesia services which have long slipped behind
inflationary adjustments.

If CMS proposed change is not enacted and if Congress fails to reverse the 10% sustainable growth rate cut to Medicare payment, an average 12-unit anesthesia
service in 2008 will be reimbursed at a rate about 17% below 2006 payment levels, and more than a third below 1992 payment levels (adjusted for inflation).

America s 36,000 CRNAs provide some 27 million anesthetics in the U.S. annually, in every setting requiring anesthesia services, and are the predominant
anesthesia providers to rural and medically underserved America. Medicare patients and healthcare delivery in the U.S. depend on our services. The availability of
anesthesia services depends in part on fair Medicare payment for them. I support the agency s acknowledgement that anesthesia payments have been undervalued,
and its proposal to increase the valuation of anesthesia work in a manner that boosts Medieare anesthesia payment.

Sincerely,
Cissic Horton
425 Williams Drive

Apartment 637
Marictta, GA 30066
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CMS-1385-P-11536

Submitter : Ms. James Carroll Date: 08/29/2007
Organization : American Association of Nurse Anesthetists
Category : Other Health Care Professional
Issue Areas/Comments
Background
Background

Office of the Administrator

Centers for Medicare & Medicaid Scrvices

Department of Health and Human Services

P.O. Box 8018 RE: CMS 1385 P (BACKGROUND, IMPACT)

Baltimore, MD 21244 8018 ANESTHESIA SERVICES

Dcar Administrator:

As a member of the American Association of Nurse Anesthetists (AANA), 1 write to support the Centers
for Medicare & Medicaid Services (CMS) proposal to boost the value of anesthesia work by 32%. Under
CMS proposed rule Medicare would increase the anesthesia conversion factor (CF) by 15% in 2008
compared with current levels. (72 FR 38122, 7/12/2007) 1f adopted, CMS proposal would help to
ensure that Certificd Registered Nurse Anesthetists (CRNAs) as Medicare Part B providers can continue
to provide Medicarc beneficiaries with access to anesthesia services.

This increasc in Medicarc payment is important for several reasons.

1 First, as the AANA has previously stated to CMS, Medicare currently under-reimburses for

anesthesia scrvices, putting at risk the availability of anesthesia and other healthcare services for
Mecdicare beneficiaries. Studies by the Medicare Payment Advisory Commission (MedPAC) and

others have demonstrated that Medicare Part B reimburses for most services at approximately

80% of privatc markct rates, but reimburses for anesthesia services at approximately 40% of

private market rates.

1 Second, this proposed rule reviews and ad)justs anesthesia services for 2008. Most Part B

providers services had been reviewed and adjusted in previous years, effective January 2007.

However, the valuc of ancsthesia work was not adjusted by this process until this proposed rule.

1 Third, CMS proposed change in the relative value of anesthesia work would help to correct the

value of ancsthesia services which have long slipped behind inflationary adjustments.

Additionally, if CMS proposed change is not enacted and if Congress fails to reverse the 10% sustainable
growth rate (SGR) cut to Medicare payment, an average 12-unit anesthesia service in 2008 will be
reimburscd at a rate about 17% below 2006 payment Icvels, and more than a third below 1992 payment
levels (adjusted for inflation).

America s 36,000 CRNAs provide some 27 million anesthetics in the U.S. annually, in every setting
requiring ancsthesia services, and are the predominant anesthesia providers to rural and medically
underserved Amcrica. Medicare patients and healthcare delivery in the U.S. depend on our services. The
availability of anesthesia services depends in part on fair Medicare payment for them. I support the
agency s acknowledgement that anesthesia payments have been undervalued, and its proposal to increase
the valuation of anesthesia work in 2 manner that boosts Medicare anesthesia payment.

I am an anesthesia provider in a rural hospital. Cutting reimbursement for anesthesia services, or failing to increase the valuation of those services, will
compromise the access of rural Americans to quality health care, and in fact may threaten the survival of critically ill or injured patients.
Sincerely,

Name & Credential

Address

City, State ZIP
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Submitter : Dr. Lynn White
Organization :  Dr. Lynn White
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL
Sce Attachment
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H /s 29

Leslie V. Norwalk, Esq.

Acting Administrator

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

P.O. Box 8018

Baltimore, MD 21244-8018

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

Dear Ms. Norwalk:

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

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

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




Submitter : Mr. FREEBORN UKPEDE
Organization: AANA
Category : Other Practitioner

Issue Areas/Comments
GENERAL
GENERAL

CMS-1385-P-11540

Date: 08/29/2007

http://www.aana.com/uploadcdFiles/Members/Government_Relations/Federal Issues/20070822_aana_%20memberlt_cms.pdf
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CMS-1385-P-11541

Submitter : Mr. Reb Monaco Date: 08/29/2007
Organization :  San Benito Co Board of Supervisors Dist. 4
Category : Local Government
Issue Areas/Comments
Payment For Procedures And
Services Provided In ASCs
Payment For Procedures And Services Provided In ASCs

Rcb Monaco

San Benito Co.
Board of Supervisors
District 4

Hollister, Ca. 95023

To whom it may concern

San Benito County California is a regional neighbor and shares jurisdictional boarders with the counties of Monterey and Santa Cruz. As such we share many
regional health care physicians and practices. Medicare physician fees in our gcographic region are in dire need of adjustment to recognize the high cost of
providing scrvices here.

It is our belief that Option 3-revision to payment localities of the proposed rule is the most equitable and best option for California, but its calculation is faulty.

If properly computed San Benito would qualify to be moved into the same locality as Monterey. The data that should be used to correctly calculate adjustments is
the information uncarthed by the General Aceounting Office in its June Report.

Pleasc review this data and it will be apparent that our needs in San Benito County are equally significant to our neighbor counties.

Sincercly

Reb Monaco
Supervisor District 4
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CMS-1385-P-11542

Submitter : Dr. David Amar Date: 08/29/2007
Organization:  Memorial Sloan-Kettering Cancer Center
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Leslic V. Norwalk, Esq.

Acting Administrator

Centers for Mcdicarc and Mcdicaid Services
Attention; CMS-1385-P

P.O. Box 8018

Baltimorc, 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. | am grateful that CMS has
recognized the gross undervaluation of anesthesia services, and that the Agency is taking steps to address this complicated issue.

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

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

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

Thank you for your consideration of this serious matter.
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CMS-1385-P-11543

Submitter : Dr. Anir Dhir Date: 08/29/2007
Organization:  Dermatology Associates of Kentucky, PSC
Category : Physician

Issue Areas/Comments

Coding--Multiple Procedure
Payment Reduction for Mohs
Surgery

Coding--Multiple Procedure Payment Reduction for Mohs Surgery

This change will have a significant negative impact on the healthcare of U.S. citizens and potentially add unnecessary cost to the delivery of healthcare in this
country, by reducing the cure rates for skin cancer from well over 99% to the 90-94% achievable with non-Mohs approaches and forcing more surgeries to be
done in the hospital setting. Mohs micrographic surgery is the gold standard among all treatments for skin cancer, allowing the physician to examine 100% of the
cancer margin to insure complete removal of the cancer with loss of as little normal skin as possible. The critical component of Mohs surgery includes meticulous
removal and microscopic examination of the entire edge and deep margin of the cancer, in which the same physician serves as both surgeon and pathologist. The
procedure is particularly valuable in the treatment of skin cancers in cosmetically or functionally important areas such as the face, neck, hands, feet and genitalia.
It is also valuable for large, aggressive, or ill-defined cancers and for those that have recurred after other previous treatment.

In 2006, CMS reviewed the American Medical Association s Current Procedural Terminology (CPT) codes 17304 17310 (Mohs micrographic surgery) and
requcsted that new site-specific codes be developed similar to those used for other excisional surgery. The American Academy of Dermatology, the American
Society for Dermatologic Surgery, and the American College of Mohs Micrographic Surgery and Cutaneous Oncology participated in last year s review of the
Mohs CPT codes, and new codes were adopted (17311-17315) addressing CMS concerns without adversely affecting the delivery of these services to patients in
nccd. If the proposed change is enacted, we will be forced to change the way we deliver care in order to cover our costs of providing this service.

In its review of the Mohs codes in 1991, CMS agreed that Mohs excisions are separate staged procedures; they will be paid separately with no multiple surgery
reductions. This rule was placed in the Federal Register at that time (Federal Register, November 25, 1991, volume 56, #227, pg 59602). In 2004, the Mohs
codes were added to the CPT Appendix E list of codes exempt from the -51 modifier and the multiple surgery reduction rule, to eliminate the occasional carrier
misunderstanding when the multiple surgery reduction was applied to these codes, The July 2004 CPT Assistant article reviewed the rationale: The rationale for
this policy is that for many surgical procedures some of the work of a procedure is not repeated when two or more procedures are performed. For these procedures
the intraservice work is only 50% of the total work, while the other 50% represents pre- and post-service work that overlaps when multiple procedures are
performed on the same patient on the same date of service. For Mohs surgery, however, greater than 80% of the work is intraservice work that does not overlap
when two or more procedures are performed. The pathology portion of Mohs surgery constitutes a large portion of this total and also is not reduced with multiple
procedures. The pre-service and post-service work values are small because there is a zero-day global period. Together there is very little overlap or reduction in
work when two or more tumors are treated on the same patient on the same day. Therefore, Mohs surgery codes are exempt from the use of modifier 51.

The exemption of the Mohs codes from the MSRR has been maintained by CMS since 1992 and was not questioned during the CMS mandated five-year review
of the Mohs codes undertaken last fall or during presentation of the new Mohs codes to the AMA Relative Value Update Committee (RUC) in October, 2006.
Our practice has been caring for the patients of Kentucky since 1951, and we have been successfully treating patients via Mohs surgery for 20 years. If the
proposed changc is enacted, patients will suffer and CMS will spend more to achieve less.
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CMS-1385-P-11544

Submitter : Mrs. Carrie Harris Date: 08/29/2007
Organization:  American Association of Nurse Anesthetists
Category : Other Health Care Professional
Issue Areas/Comments
Background
Background

August 20, 2007

Office of the Administrator

Centers for Medicare & Medicaid Services

Dcpartment of Health and Human Services

P.O. Box 8018

Baltimore, MD 21244 8018 :

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

Dcar Administrator:

As a member of the American Association of Nurse Anesthetists (AANA), I write to support the Centers for Medicare & Medicaid Services (CMS) proposal to
boost the value of anesthesia work by 32%. Under CMS proposed rule Medicare would increase the anesthesia conversion factor (CF) by 15% in 2008 compared
with current levels. (72 FR 38122, 7/12/2007) If adopted, CMS proposal would help to

ensure that Certified Registered Nurse Anesthetists (CRNAs) as Medicare Part B providers can continue to provide Medicare beneficiaries with access to anesthesia
services,

This increase in Medicare payment is important for several reasons.

1 First, as the AANA has previously stated to CMS, Medicare currently under-reimburses for anesthesia services, putting at risk the availability of anesthesia and
other healthcare services for

Medicare beneficiaries. Studies by the Medicare Payment Advisory Commission (MedPAC) and others have demonstrated that Medicare Part B reimburses for
most services at approximately 80% of private market rates, but reimburses for anesthesia services at pproximately 40% of private market rates.

1 Second, this proposed rule reviews and adjusts anesthesia services for 2008. Most Part B providers services had been reviewed and adjusted in previous years,
cffective January 2007. Howecver, the value of anesthesia work was not adjusted by this process until this proposed rule.

1 Third, CMS proposed change in the relative value of anesthesia work would help to correct the value of anesthesia services which have long slipped behind
inflationary adjustments.

Additionally, if CMS proposed change is not enacted and if Congress fails to reverse the 10% sustainable growth rate (SGR) cut to Medicare payment, an average
12-unit anesthesia service in 2008 will be reimbursed at a rate about 17% below 2006 payment levels, and more than a third below 1992 payment levels (adjusted
for inflation), ’

America s 36,000 CRNAs provide some 27 million anesthetics in the U.S. annually, in every setting requiring anesthesia services, and are the predominant
ancsthesia providers to rural and medically

underserved America. Medicare patients and healthcare delivery in the U.S. depend on our services. The availability of anesthesia services depends in part on fair
Medicare payment for them. I support the agency s acknowledgement that anesthesia payments have been undervalued, and its proposal to increase the valuation of
anesthesia work in a manner that boosts Medicare anesthesia payment.

Sincerely,

Carrie Harris, CRNA, MS, APNP
6626 West Ohio Avenue
Milwaukee, W1 53219
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CMS-1385-P-11545

Submitter : Mr. Lewis Stanley Date: 08/29/2007
Organization:  Mr. Lewis Stanley
Category : Other Heaith Care Professional

Issue Areas/Comments
Background

Background

As a member of the American Association of Nurse Anesthetists (AANA), | write to support the Centers for Medicare & Medicaid Services (CMS) proposal to
boost the value of anesthesia work by 32%. Under CMS proposed rule Medicare would increase the anesthesia conversion factor (CF) by 15% in 2008 compared
with current levels. (72 FR 38122, 7/12/2007) If adopted, CMS proposal would help to

ensure that Certified Registered Nurse Anesthetists (CRNAs) as Medicare Part B providers can continue to provide Medicare beneficiaries with access to anesthesia
services.

This increase in Medicare payment is important for several reasons.

1 First, as the AANA has previously stated to CMS, Medicare currently under-reimburses for anesthesia services, putting at risk the availability of anesthesia and
other healthcare services for

Medicare beneficiaries. Studies by the Medicare Payment Advisory Commission (MedPAC) and others have demonstrated that Medicare Part B reimburses for
most services at approximately 80% of private market rates, but reimburses for anesthesia services at approximately 40% of private market rates.

1 Second, this proposed rule reviews and adjusts anesthesia services for 2008. Most Part B providers services had been reviewed and adjusted in previous years,
cffective January 2007.

Howcvecr, the valuc of ancsthesia work was not adjusted by this process until this proposed rule.

1 Third, CMS proposed change in the relative value of anesthesia work would help to correct the value of anesthesia services which have long slipped behind
inflationary adjustments.

Additionally, if CMS proposed change is not enacted and if Congress fails to reverse the 10% sustainable growth rate (SGR) cut to Medicare payment, an average
12-unit anesthesia service in 2008 will be reimbursed at a rate about 17% below 2006 payment levels, and more than a third below 1992 payment levels (adjusted
for inflation).

America s 36,000 CRNAs provide some 27 million anesthetics in the U.S. annually, in every setting requiring anesthesia services, and are the predominant
anesthesia providers to rural and medically

underscrved America. Medicare patients and healthcare delivery in the U.S. depend on our services. The availability of anesthesia services depends in part on fair
Medicare payment for them. I support the agency s acknowledgement that anesthesia payments have been undervalued, and its proposal to increase the valuation of
anesthcsia work in a manner that boosts Medicare anesthesia payment.
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CMS-1385-P-11546

Submitter : Mr. Steve Gross Date: 08/29/2007
Organization :  Capital High Schoo! (Randy Carlson)
Category : Other Health Care Professional

Issue Areas/Comments
GENERAL
GENERAL

Dcar Sir or Madam:

My namc is Stcve Gross and I have been employed by Capital High School as an Athletic Trainer and Health Teacher for the past 17 years. 1 work with
approximately 700 athletes, 67 Coaches who participate in 12 sports. 1 also have a successful relationship with the six Orthopedic Surgeons and four Physical
Therapists that work directly with Helena School District #1 in Montana.

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
facilities proposed in 1385-P.

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

As an athlctic 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 receivc 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. 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 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,

Steven M Gross ATC.CSCS
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CMS-1385-P-11547

Submitter : Mr. william darmody Date: 08/29/2007
Organization : aana
Category : Other Health Care Professional
Issue Areas/Comments
GENERAL
GENERAL

Please cosponser hr 1932 to reverse the 10% medicare cuts for anesthesia providers.
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CMS-1385-P-11548

Submitter : Dr. Ronald Albrecht Date: 08/29/2007
Organization:  Dr. Ronald Albrecht

Category : Physician

Issue Areas/Comments

Resource-Based PE RVUs

Resource-Based PE RVUs
I STRONGLY, ..VERY STRONGLY support the inerease in ANESTHESIA unit value recommended for 2008 by the RUC.

Ancsthesiology services were severely undervalued at the onset of RBRVS. This was openly acknowledged by CMS in it's comments in the FEDERAL
REGISTER prior to implementation of anesthesia RBRVS. The RUC recommendations will partially correct the inequity.

As a RETIRED anestheiologist and, more importantly, a CURRENT MEDICARE BENEFICIARY 1 have a very strong interest in having the best medical
scrvices available to me. Please IMPLEMENT THE FULL INCREASE RECOMMENDED BY THE RUC. [ want to stay alive as long as 1 can.
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CMS-1385-P-11549

Submitter : Dr. Kevin Anderson Date: 08/29/2007
Organization : Anesthesiology Group Associates, Inc
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Re: CMS-1385-P<br>

Ancsthesia Coding (Part of 5-Year Review)<br><br>

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
recognized the gross undervaluation of anesthesia services, and that the Agency is taking steps to address this complicated issue.<br><br>

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, Medieare payment for anesthesia services stands at just $16.19 per unit. This
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from
areas with disproportionately high Medicare populations.<br><br>

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. [ am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the
RUC s recommendation, <br><br>

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.<br><br>

Thank you for your consideration of this serious matter.<br><br> )

Kevin Andcrson, MD
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CMS-1385-P-11550

Submitter : Mr. Steven Ippel Date: 08/29/2007
Organization : Mr. Steven Ippel
Category:  Other Health Care Professional
Issue Areas/Comments
GENERAL
GENERAL

August 20, 2007

Office of the Administrator

Centers for Medicare & Medicaid Services
Department of Health and Human Services

P.O. Box 8018 RE: CMS 1385 P (BACKGROUND, IMPACT)
Baltimore, MD 21244 8018 ANESTHESIA SERVICES
Dear Administrator:

As a member of the American Association of Nurse Anesthetists (AANA), [ write to support the Centers for Medicare & Medicaid Services (CMS) proposal to
boost the value of anesthesia work by 32%. Under CMS proposed rule Medicare would increase the anesthesia conversion factor (CF) by 15% in 2008 compared
with current levels. (72 FR 38122, 7/12/2007) If adopted, CMS proposal would help to ensure that Certified Registered Nurse Anesthetists (CRNAs) as
Medicare Part B providers can continue to provide Medicare beneficiaries with access to anesthesia services.

This incrcase in Medicare payment is important for several reasons.

? First, as the AANA has previously stated to CMS, Medicare currently under-reimburses for anesthesia services, putting at risk the availability of anesthesia and
other healthcare services for Medicarc beneficiaries. Studies by the Medicare Payment Advisory Commission (MedPAC) and others have demonstrated that
Medicare Part B reimburses for most services at approximately 80% of private market rates, but reimburses for anesthesia services at approximately 40% of private
market rates.

7 Second, this proposed rule reviews and adjusts anesthesia services for 2008. Most Part B providers services had been reviewed and adjusted in previous years,
effective January 2007. However, the value of anesthesia work was not adjusted by this process until this proposed rule.

? Third, CMS proposed change in the relative value of anesthesia work would help to correct the value of anesthesia services which have long slipped behind
inflationary adjustments.

Additionally, if CMS proposed change is not enacted and if Congress fails to reverse the 10% sustainable growth rate (SGR) cut to Medicare payment, an average
12-unit anesthesia service in 2008 will be reimbursed at a rate about 17% below 2006 payment levels, and more than a third below 1992 payment levels (adjusted
for inflation).

America s 36,000 CRNAs provide some 27 million anesthetics in the U.S. annually, in every setting requiring anesthesia services, and are the predominant
anesthcsia providers to rural and medically underserved America. Medicare patients and healthcare delivery in the U.S. depend on our services. The availability of
anesthesia services depends in part on fair Medicare payment for them. I support the agency s acknowledgement that anesthesia payments have been undervalued,
and its proposal to increase the valuation of anesthesia work in a manner that boosts Medicare anesthesia payment.

.

Sincerely,

Steven Ippel CRNA

1729 Andrew St. SE

Kentwood, MI 49508

Page 2354 of 2934 August 302007 08:35 AM




CMS-1385-P-11551

Submitter : Dr. Gretchen Schlabach Date: 08/29/2007
Organization:  Northern Ilineis University
Category : Academic
Issue Areas/Comments
GENERAL
GENERAL

Dear Sir or Madam:

I am an associate professor and athletic training program director at Northern Illinois University. Furthermore, I have proudly served the National Athletic Trainers
Association (NATA) as a member of the NATA Ethics Committee, NATAREF Research Committee, NATA Women in Athletic Training Committee, and
NATAEC Post Certification Graduate Education Committee. Recently, I became the Chair of the NATA Ethics Committee and a member of the Ethics and
Professional Standards Committee of the Commission on the Accreditation of Athletic Training Education (CAATE). My work in professional values and ethics
has lead to the first text relative to Professional Ethics in Athletic Training.

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.

Whiic I am conccrned that these proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, I am more concerned
that thesc proposcd 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 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.

Sincc 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,

Gretchen Schlabach, PhD, ATC, LAT
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CMS-1385-P-11552

Submitter : Dr. Ernesto Lombardi Date: 08/29/2007
Organization:  North White Plains Chirepractic PC
Category : Chiropractor

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

rcimbursed 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. [am
writing in strong opposition to this proposal.

While subluxation does not need to be detected by an X-ray, in some cases the patient clinically will require an X-ray to identify a subluxation or to rulc 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 rhcumatologist, etc.) for duplicative evaluation prior to referral to the radiologist. With fixed incomes and limited resources
scniors 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 paticnt that will suffer as result of this proposal.

1 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,

Emesto Lombardi D.C.
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Submitter : Mrs. Stephanie Macy
Organization:  Stephanie A. Macy, CRNA, PC
Category : Other Health Care Professional
Issue Areas/Comments

Background

Background

August 29, 2007

Office of the Administrator

Centers for Medicare & Medicaid Services

Department of Health and Human Services

P.O. Box 8018 RE: CMS 1385 P (BACKGROUND, IMPACT)

Baltimore, MD 21244 8018 ANESTHESIA SERVICES

Dear Administrator:

As a member of the American Association of Nurse Anesthetists (AANA), 1 write to support the Centers
for Medicare & Medicaid Services (CMS) proposal to boost the value of anesthesia work by 32%. Under
CMS proposed rule Medicare would increase the anesthesia conversion factor (CF) by 15% in 2008
compared with current levels. (72 FR 38122, 7/12/2007) If adopted, CMS proposal would help to
ensure that Certified Registered Nurse Anesthetists (CRNAs) as Medicare Part B providers can continue
to provide Medicare beneficiaries with access to anesthesia services.

This increase in Medicare payment is important for several reasons.

1 First, as the AANA has previously stated to CMS, Medicare currently under-reimburses for

anesthesia services, putting at risk the availability of anesthesia and other healthcare services for
Mcdicare beneficiaries. Studies by the Medicare Payment Advisory Commission (MedPAC) and

others have demonstrated that Medicare Part B reimburses for most services at approximately

80% of private market rates, but reimburses for anesthesia services at approximately 40% of

private markct ratcs.

1 Second, this proposed rule reviews and adjusts anesthesia services for 2008. Most Part B

providers services had been reviewed and adjusted in previous years, effective January 2007.

However, the value of anesthesia work was not adjusted by this process until this proposed rule.

1 Third, CMS proposed change in the relative value of anesthesia work would help to correct the

valuc of anesthcsia scrvices which have long slipped behind inflationary adjustments.

Additionally, if CMS proposed change is not enacted and if Congress fails to reverse the 10% sustainable
growth rate (SGR) cut to Medicare payment, an average 12-unit anesthesia service in 2008 will be
rcimbursed at a ratc about 17% below 2006 payment levels, and more than a third below 1992 payment
levels (adjusted for inflation).

America s 36,000 CRNAs provide some 27 million anesthetics in the U.S. annually, in every setting
requiring anesthesia services, and are the predominant anesthesia providers to rural and medically
underserved America. Medicare patients and healthcare delivery in the U.S. depend on our services. The
availability of anesthesia services depends in part on fair Medicare payment for them. I support the
agency s acknowledgement that anesthesia payments have been undervalued, and its proposal to increase
the valuation of anesthesia work in a manner that boosts Medicare anesthesia payment.

Sincerely,

Stephanie A. Macy, CRNA
4609 Wind Hill Ct. E.

Fort Worth, TX 76179
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CMS-1385-P-11554

Submitter : Mrs. Patricia Satariano-Hayden Date: 08/29/2007
Organization :  American Association of Nurse Anesthetists
Category : Other Health Care Provider
Issue Areas/Comments
GENERAL
GENERAL
See Attachment

CMS-1385-P-11554-Attach-1.PDF
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August 20, 2007
Office of the Administrator
Centers for Medicare & Medicaid Services
Department of Health and Human Services

P.O. Box 8018 RE: CMS-1385-P (BACKGROUND, IMPACT)
Baltimore, MD 21244-8018 ANESTHESIA SERVICES
Dear Administrator:

As a member of the American Association of Nurse Anesthetists (AANA), I write to support the Centers
for Medicare & Medicaid Services (CMS) proposal to boost the value of anesthesia work by 32%. Under
CMS’ proposed rule Medicare would increase the anesthesia conversion factor (CF) by 15% in 2008
compared with current levels. (72 FR 38122, 7/12/2007) If adopted, CMS’ proposal would help to
ensure that Certified Registered Nurse Anesthetists (CRNAs) as Medicare Part B providers can continue
to provide Medicare beneficiaries with access to anesthesia services.

This increase in Medicare payment is important for several reasons.

® First, as the AANA has previously stated to CMS, Medicare currently under-reimburses for
anesthesia services, putting at risk the availability of anesthesia and other healthcare services for
Medicare beneficiaries. Studies by the Medicare Payment Advisory Commission (MedPAC) and
others have demonstrated that Medicare Part B reimburses for most services at approximately
80% of private market rates, but reimburses for anesthesia services at approximately 40% of
private market rates.

= Second, this proposed rule reviews and adjusts anesthesia services for 2008. Most Part B
providers’ services had been reviewed and adjusted in previous years, effective January 2007.
However, the value of anesthesia work was not adjusted by this process until this proposed rule.

* Third, CMS’ proposed change in the relative value of anesthesia work would help to correct the
value of anesthesia services which have long slipped behind inflationary adjustments.

Additionally, if CMS’ proposed change is not enacted and if Congress fails to reverse the 10% sustainable
growth rate (SGR) cut to Medicare payment, an average 12-unit anesthesia service in 2008 will be
reimbursed at a rate about 17% below 2006 payment levels, and more than a third below 1992 payment
levels (adjusted for inflation).

America’s 36,000 CRNAs provide some 27 million anesthetics in the U.S. annually, in every setting
requiring anesthesia services, and are the predominant anesthesia providers to rural and medically
underserved America. Medicare patients and healthcare delivery in the U.S. depend on our services. The
availability of anesthesia services depends in part on fair Medicare payment for them. I support the
agency’s acknowledgement that anesthesia payments have been undervalued, and its proposal to increase
the valuation of anesthesia work in a manner that boosts Medicare anesthesia payment.

Sincerely,

Name & Credential

Address

City, State ZIP




CMS-1385-P-11555

Submitter : Dr. Christopher Scoma Date: 08/29/2007
Organization :  Dr. Christopher Scoma
Category : Chiropractor

Issue Areas/Comments
Technical Corrections

Technical Corrections

I am against the recommendations mentioned in the CMS 1385-P.
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Submitter : Dr. steve caputo Date: 08/29/2007
Organization:  Dr. steve caputo
Category : ' Physician
Issue Areas/Comments
GENERAL
GENERAL

Leslie V. Norwalk, Esq.

Acting Administrator

Centcrs for Medicare and Mcdicaid Scrvices
Attention: CMS-1385-P

P.O. Box 8018

Baltimorc, MD 21244-8018

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

Dcar Ms. Norwalk:

T am writing to express my strongest support for the proposa) to increase anesthesia payments under the 2008 Physician Fec Schedule. I 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 institutcd, 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, Mcdicare payment for ancsthesia services stands at just $16.19 per unit. This
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in 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
undcrvaluation of anesthesia services. I am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the
RUC s recommendation.

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

Thank you for your consideration of this serious matter.

Resource-Based PE RVUs

Resource-Based PE RVUs

Leslie V. Norwalk, Esq.

Acting Administrator

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

P.O. Box 8018

Baltimorc, MD 21244-8018

Re: CMS-1385-P
Ancsthesia Coding (Part of 5-Ycar Review)

Dcar Ms. Norwalk:

1 am writing to express my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. I am grateful that CMS has
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 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 untcnable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing
undervaluation of ancsthesia services. 1am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the
RUC s recommendation. '
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To ensure that our patients have access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register
by fully and immediately implementing the anesthesia conversion factor increase as recommended by the RUC.

Thank you for your consideration of this serious matter.
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CMS-1385-P-11557

Submitter: ~ Dr. Kirk Bailey Date: 08/29/2007
Organization :  Anesthesiology Group Associates, Inc.
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Re: CMS-1385-P<br>

Anesthesia Coding (Part of 5-Year Review)<br><br>

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

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.<br><br>

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. <br><br>

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

Thank you for your consideration of this serious matter, <br><br>

Kevin Anderson, MD
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CMS-1385-P~11558

Submitter : Dr. Peter Sarfatis ' Date: 08/29/2007
Organization :  Dr. Peter Sarfatis
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

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 scrvices. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 per unit. This
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from
arcas with disproportionatcly high 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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Submitter : Mrs. Sara Byerly Date: 08/29/2007
Organization:  AANA
Category : Other Health Care Professional
Issue Areas/Comments
Background
Background

August 20, 2007

Office of the Administrator

Centers for Medicare & Medicaid Services

Department of Health and Human Services

P.O. Box 8018 RE: CMS 1385 P (BACKGROUND, IMPACT)

Baltimore, MD 21244 8018 ANESTHESIA SERVICES

Dear Administrator:

As a member of the American Association of Nurse Anesthetists (AANA), 1 write to support the Centers
for Medicare & Medicaid Services (CMS) proposal to boost the value of anesthesia work by 32%. Under
CMS proposed rule Medicare would increase the anesthesia conversion factor (CF) by 15% in 2008
compared with current levels. (72 FR 38122, 7/12/2007) If adopted, CMS proposal would help to
cnsure that Certified Registered Nurse Anesthetists (CRNAs) as Medicare Part B providers can continue
to provide Medicare beneficiaries with access to anesthesia services.

This incrcase in Mcdicare payment is important for several reasons.

1 First, as the AANA has previously stated to CMS, Medicare currently under-reimburses for

ancsthesia services, putting at risk the availability of anesthesia and other healthcare services for
Mcdicare beneficiaries. Studies by the Medicare Payment Advisory Commission (MedPAC) and

others have demonstrated that Medicare Part B reimburses for most services at approximately

80% of private markct rates, but reimburses for anesthcsia services at approximately 40% of

privatc market ratcs.

i Second, this proposed rule reviews and adjusts anesthesia services for 2008. Most Part B

providers services had been reviewed and adjusted in previous years, effective January 2007.

However, the value of anesthesia work was not adjusted by this process until this proposed rule.

1 Third, CMS proposed change in the relative value of anesthesia work would help to correct the

valuc of ancsthesia services which have long slipped behind inflationary adjustments.

Additionally, if CMS proposed change is not enacted and if Congress fails to reverse the 10% sustainable
growth rate (SGR) cut to Medicare payment, an average 12-unit ancsthesia service in 2008 will be
rcimbursed at a rate about 17% below 2006 payment levels, and more than a third below 1992 payment
levels (adjusted for inflation). ’

America s 36,000 CRNAs provide some 27 million anesthetics in the U.S. annually, in every setting
requiring anesthesia services, and are the predominant anesthesia providers to rural and medically
underscrved America. Medicare patients and healthcare delivery in the U.S. depend on our services. The
availability of anesthesia services depends in part on fair Medicare payment for them. I support the
agency s acknowledgement that anesthesia payments have been undervalued, and its proposal to increase
the valuation of anesthesia work in a manner that boosts Medicare anesthesia payment.

Sincerely,

Sara Bycrly, CRNA

2546 W. Pensacola

Chicago, IL 60618
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Submitter : Dr. Robert F. Koebert Date: 08/29/2007
Organization:  Dr. Robert F. Koebert
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

I'am writing to express my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. I am grateful that CMS has
recognized the gross 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 scrvices stands at just $16.19 per unit. This
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from
areas with disproportionatcly high Medicare populations.

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

To cnsurc that our patients have 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 scrious matter.

Robert F. Koebert, M.D.
Milwaukce, WI

Page 2365 of 2934 August 30 2007 08:35 AM




CMS-1385-P-11561

Submitter : Dr. R. Kirk Reid Date: 08/29/2007
Organization : Jackson Anesthesia Associates
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL
attachment

CMS-1385-P-11561-Attach-1.PDF
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Leslie V. Norwalk, Esq.

Acting Administrator

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

P.O. Box 8018

Baltimore, MD 21244-8018

Re: CMS-1385-P
Anesthesia Coding (Part of S-Year Review)
Dear Ms. Norwalk:

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

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

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

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

Thank you for your consideration of this serious matter.



CMS-1385-P-11562

Submitter : Mrs. Helen Sarfatis Date: 08/29/2007
Organization:  Mrs. Helen Sarfatis
Category : Nurse
Issue Areas/Comments
GENERAL
GENERAL

Dcar Ms. Norwalk:

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

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to
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 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 conversion factor increase as recommended by the RUC.

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

Organization : SJAS
Category : Physician

Issue Areas/Comments
Medicare Economic Index (MEI)

Medicare Economic Index (MEI)

pleasc increase medicare pay rate.

CMS-1385-P-11563
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Submitter : Mrs. Christine Oha Date: 08/29/2007
Organization: AANA
Category : Other Practitioner
Issue Areas/Comments
Background
Background

August 29th, 2007

Office of the Administrator

Centers for Medicare & Medicaid Services

Department of Health and Human Services

P.O. Box 8018 RE: CMS 1385 P (BACKGROUND, IMPACT)

Baltimore, MD 21244 8018 ANESTHESIA SERVICES

Dcar Administrator:

As a member of the Amcrican Association of Nurse Anesthetists (AANA), I write to support the Centers
for Mcdicarc & Medicaid Services (CMS) proposal to boost the value of anesthesia work by 32%. Under
CMS proposed rule Medicare would increase the anesthesia conversion factor (CF) by 15% in 2008
compared with current levels. (72 FR 38122, 7/12/2007) If adopted, CMS proposal would help to
cnsure that Certified Registered Nurse Anesthetists (CRNAs) as Medieare Part B providers can continue
to provide Medicare beneficiaries with access to anesthesia services.

This increase in Medicare payment is important for several reasons.

1 First, as the AANA has previously stated to CMS, Medicare currently under-reimburses for

ancsthesia services, putting at risk the availability of anesthesia and other healthcare services for
Mecdicare beneficiaries. Studies by the Medicare Payment Advisory Commission (MedPAC) and

others have demonstrated that Medicare Part B reimburses for most services at approximately

80% of private market rates, but reimburses for anesthesia services at approximately 40% of

private market rates.

1 Second, this proposed rule reviews and adjusts anesthesia services for 2008. Most Part B

providers services had been reviewed and adjusted in previous years, effective January 2007.

Howcver, the valuc of anesthesia work was not adjusted by this process until this proposed rule.

t Third, CMS proposed change in the relative value of anesthesia work would help to correct the

value of anesthesia services which have long slipped behind inflationary adjustments.

Additionally, if CMS proposed change is not enacted and if Congress fails to reverse the 10% sustainable
growth rate (SGR) cut to Medicare payment, an average 12-unit anesthesia service in 2008 will be
reimbursed at a rate about 17% below 2006 payment levels, and more than a third below 1992 payment
levels (adjusted for inflation).

America s 36,000 CRNASs provide some 27 million anesthetics in the U.S. annually, in every setting
requiring anesthesia services, and are the predominant anesthesia providers to rural and medically
underserved America. Medicare patients and healthcare delivery in the U.S. depend on our services. The
availability of anesthesia services depends in part on fair Medicare payment for them. I support the
agency s acknowledgement that anesthesia payments have been undervalued, and its proposal to increase
the valuation of anesthesia work in a manner that boosts Medicare anesthesia payment.

Sincerely,

Christinc Oha__ BSN SRNA
Namc & Credcntial

905 Marble Drive
Address

Naples, FL 34104
City, State ZIP
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Submitter : Dr. Daniel Butler Date: 08/29/2007
Organization ; Anesthesiology Group Associates, Inc.
Category : Physician
Issue Areas/Comments
GENERAL
GENERAL

Rc: CMS-1385-P<br>

Ancsthesia Coding (Part of 5-Year Review)<br><br>

I am writing to express my strongest support for the proposal to increase anesthesia payments undcr 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.<br><br>

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

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.<br><br>

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.<br><br>

Thank you for your consideration of this serious matter.<br><br>

Daniel Butler, MD
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Submitter : Ms. Melanie Schuelein Date: 08/29/2007
Organization:  Ms. Melanie Schuelein
Category : Individual
Issue Areas/Comments
GENERAL
GENERAL

Dear Ms. Norwalk:

I am writing to express my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. I am grateful that CMS has
rcecognized 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
othcr physician serviccs. Today, morc than a decade since the RBRVS took effect, Medicare payment for ancsthesia services stands at just $16.19 per unit. This
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from
arcas with disproportionately high Mcdicare 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. [ 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 immediatcly implcmenting the anesthesia conversion factor increase as recommended by the RUC.

Thank you for your considcration of this serious matter.
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Submitter : Date: 08/29/2007
Organization :
Category : Other Health Care Professional

Issue Areas/Comments
Background

Background

August 29, 2007

Office of thc Administrator

Centers for Mcdicarc & Medicaid Services

Department of Health and Human Services

P.O. Box 8018

RE: CMS 1385 P (BACKGROUND, IMPACT)
Baltimore, MD 21244 8018 ANESTHESIA SERVICES

Dear Administrator:

As a mcmber of the American Association of Nurse Anesthetists (AANA), I write to support the Centers for Medicare & Medicaid Services (CMS) proposal to
boost the value of anesthesia work by 32%. Under CMS proposed rule Medicare would increase the anesthesia conversion factor (CF) by 15% in 2008 compared
with current levels. (72 FR 38122, 7/12/2007) If adopted, CMS proposal would help to ensure that Certified Registered Nurse Anesthetists (CRNAs) as Medicare
Part B providers can continue to provide Medicare beneficiaries with access to anesthesia services. This increase in Medicare payment is important for several
reasons.

_ First, as the AANA has previously stated to CMS, Medicare currently under-reimburses for

ancsthesia services, putting at risk the availability of anesthesia and other healthcare services for

Medicare beneficiaries. Studies by the Medicare Payment Advisory Commission (MedPAC) and

othcrs have demonstrated that Medicare Part B reimburses for most services at approximately

80% of privatc market rates, but reimburses for anesthesia services at approximately 40% of

private market rates. Second, this p