
Submitter : Dr. Beth Ann Traylor 

Organization : Anesthesia Consultants of Indianapolis 

Category : Physician 

Issue Areadcomments 

Date: 08/22/2007 

GENERAL 

GENERAL 

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

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

Dear Ms. Nonvalk: 

I am writing to express my skongest support for thc proposal to incrcasc ansstlinia paylncnts undcr the 2008 Physician Fcc Schcdulc. I am grateful that CMS has 
recognized the gross undervaluation of anesthesia services, and that the Agc~lcy IS taking slcps to address this conlplicatcd lssuc. 

When the RBRVS was instituted, it created a huge payment disparity for ancstlicsia c;~rc. mcjstly duc lo significant undcrvaluarion ofancsthcsia work comparcd to 
other physician services. Today, morc than a decade sincc the RBRVS took cl'fcct. Mcdicarc paynlcnt br ancsthcsia scrbiccs .stands at juxt $I 6.1 9 per unit. This 
amount does not cover the cost of caring for our nation s seniors, and IS creattllg an unsusla~nable systc~n in which anesthc,;~oloyists are be~np forced away liom 
areas with dispmportionately high Medicare populations. 

In an effort to rectify this untenable situation, the RUC recommendcd thal CMS incrcasc thc ancsthcsia conversion factor LO offset a calculated 32 pcrccnt work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correctitig the long-standing 
undervaluation of anesthesia services. I am pleased that the Agency ncccptcd lliis rccotmnicndatiou in its proposcd rulc. and I support f11l1 i.nplc~ncntation of thc 
RUC s recommendation. 

To ensure that our patients have access to expert anesthniology mcdical carc. it i z  imprativc that CMS follow through will1 thc proposal in the Fcdsral Registcr 
by fully and immediately implementing the anesthesiaconversion factor incrcasc as rccom!ncndcd by the RUC. 

Thank you for your consideration of this serious matter. 

Sincercly. 

Beth Ann Traylor M.D. 



Submitter : Mr. Christopher Brandon Ream 

Organization : Virginia Sports Medicine and Physical Therapy 

Category : Physical Therapist 

Issue Areas/Comments 

Date: 08/22/2007 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

August 22, 2007 

I am writing this letter to express my concern regarding thc in-officc ancil1;il.) scrvicc ;1rranpcmcnrs that havc impactcd 111s dcl~vcry ol'quality physical and 
occupational therapy. 

The in-office ancillary services exception has created a loophole which has resulted i n  ~ilan\> physicianamed arrangelnsnts that pro\ ide substandard physical 
and occupational services. 

Physicians are in aposition to refer Medicare beneficiaries to in-officc physical and occupational scrviccs in wh:ch thcy Ilnvc a fin;incial intcrcst. Thcrc is an 
inherent financial incentive to over-utilize services under the in-officc a~lc~llury :;cr\ icc:; cxccptio~i. 

Therapy treatments are repetitive in nature. Patients receiving outpaticnt physical and occupational thcrapy can just as casily rciunl to a thcrapy clinic as to the 
physician office. 

Thank you for considering these comments and eliminating this ~n-oflice anc~llary scr\. iccs 

C. Brandon Ream, MPT, CSCS 
Virginia Sports Medicine and Physical Therapy 
Richmond, VA 
ph. 804-527-1460 

August 24 2007 08132 AM 



Submitter : Dr. K n r l  Loomis 

Organ iza t ion  : Dr. K n r l  Loomls 

Ca tegory  : Physician 

Issue Areas IComments  

Date: 08/22/2007 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

Thank you for the opportunity to comrncnt on CMS-1385-P. 1 an1 a pathologi\~ u11o 15 bcard ccrtilicd in Anatomic and Clinical Pathology. Cytopatliology and 
Forensic Pathology. 1 practice primarily in Banlc Crcck, Michigan. Our practlcc i, a -i-n,cliihcr gl.oup which is hospital btiscd but also runs a largc regional 
laboratory which supplies anatomic and clinical pathology serviccs to ovcl. 300 l)l~)\!~ial~s. Thcrcforc, no onc can seriously statc that any "captive" or "pod" 
laboratory can or will enhance patient care in any way. Nevertheless, il is happc111:1@ in ou:. arca. 

Therefore, I applaud CMS for taking this step to end this abuse. I bclicvc thcsc arhngcmcllts amount to fcc splitting and arc an obvious abusc of the Stark law on 
self-referral. The confliet of interest raised by these arraogcments is staggering. 

Specifically I support expansion of the anti-markup rule to purchased pathology illtct-prclations and the exclusion of anatolnic pathology from the in-officc 
ancillary excetion to the Stark law. The clinician should not be ablc to profil from palllology scrviccs unlcss he 1s traincd alld qualified to pcrloml pathology. A 
clinician who could not interpret a pathology slidc or run a laboratory if h ~ s  iifc dcpcndcd on i t  should not bc allowcd to bill fur that interpretation or thc technical 
component to prepare the slidc. Somehow a system which was mcant to allow a clinican ro hill for say a silnplc urinc anal::sis for which hc may bc marginally 
qualified has been perverted into one which is presently allowing him to hill for :lnatornlc pathlogy intcrprctation for which IIL: has no qi~alification at all. 

In summary, the prcsent systcrn allows financial conflict of intcrcat and finaliclol scli il~tcrcst to impcril thc clinical dczisioo making pmccss thus colnpro~nising 
the crcdibiltiy and the integrity of Medicarc. This must be changed. Thank you fw y c ~  ~.onsidcration in this rnattcr. 

Sincerely, Karl F. Loomis,MD 



Submitter : Mrs. Cynthia Taylor Date: 08/22/2007 

Organization : Sheridan Healthcorp 

Category : Nurse 

GENERAL 

GENERAL 
Leslie V. Nonvalk, Esq. 
Acting Administrator 
Centers for Medicare and Medicaid Services 
Attention: CMS-1385-P 
P.O. Box 801 8 
Baltimore, MD 21 244-801 8 

Re: CMS-1385-P 

Anesthesia Coding (Part of 5-Year Review) 

Dear Ms. Nonvalk: 

I am writing to express my strongest support for the proposal to incrcasc anc<thcs~;~ Ixlyrncnts undcr thc 2008 Physic~an Fcc Schcdulc. I am gratcful that CMS has 
recognized the gross undervaluation of anesthesia services. and that the Agc~icy is tahlns slcps to address this oomplicatcd issuc. 

When the RBRVS was instituted, it created a huge payment dispa~ity for ancstl!csi 'arc. lnostly duc to significant undcrvaluatio.~ of ancsthcsia work compared to 
other physician services. Today, more than a decade since thc RBRVS icmh cffcct, blcdicarc paymcnt for ancsthcsia scr\,iccs stands at just $16.1 9 per unit. This 
amount does not cover the cost of canng for our nation s seniors, and is crcallng an ullsustainable system in wh~ch anesthzsiologists are bang forced away from 
areas with disproportionately high Medicare populations. 

In an effort to rectify this untenable situation, the RUC recommendcd thac CMS incrcasc tllc ancsthcsia conversion factor l o  offset a calculated 32 pcrccnt work 
undervaluation a move that would result in an increase of nearly $4.00 per anestl~esia timt fund serve as a major step forward in correcting the long-standing 
undervaluation of anesthesia services. I am pleased that the Agency acccplcd this rcconl~~lccldation in its proposcd rule. and I support ricll i~nplcrncntation of the 
RUC s recommendation. 

To ensure that our patients have access to expert anesthesiology mcdical carc. it IS impcrativc that CMS rollow through wit11 tllc plnposal m the Fcilcral Rcgistcr 
by fully and immediately implemcnting the anesthcsiaconvcrsion factor incwnsc: as ~-ccon~~~lcndcd by the RUC. 

Thank you for your consideration of this serious matter. 

Sincerely, 
Cynthia Taylor 
C.R.N.A. 

Page 72 of 353 August 24 2007 08:32 AM 



Submitter : Dr. Jay Cunningham Date: 08/22/2007 

Organization : American Society of Anethesiologist 

Category : Physician 

Issue Areas/Comments 

Medicare Economic Index (MEI) 

Medicare Economic Index (MEI) 

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

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

Dcar Ms. Norwalk: 

I am writing to express my strongest support for thc proposal to incrcasc ancstlicsia payiiicuts u~idcr thc 2008 Physician Fcc Schcdulc. I am gratcful that CMS has 
recognized the gross undervaluation of anesthesia services, and that the Agcricy is taking \lcps to address this co~nplica~cd issue. 

When the RBRVS was instituted, it created a huge payment disparity for ancsthcsia circ. mostly due to significant undcn,:~luation ofancsthesla work comparcd to 
other physician services. Today, more than a decade sincc the RBRVS took cffcct. klcdlcnrc payment for ancsthcsia scrviccs ctands at just $16.19 per unit. This 
amount does not cover the cost of caring for o w  nation s seniors, and is cream8 an uiisustainable system in which anostlicsiologis~s arc being forced away from 
areas with disproportionately high Medicare populations. 

In an effort to rectify this untenable situation, the RUC recommcndcd that C'MS incrcasc t l~c ancsthes~a convcrsion factor ro oif%ct a calsulatcd 32 pcrccnt work 
undervaluation a move that aould result in an increase of nearly $4 00 per aiicsthcsra unit and serve as a major step fonvarli in correct~ng the long-standing 
undcrvaluation of anesthesia services. I am pleascd that the Agency acceptcd rh1.i rcconi~ncndation ill its proposed mlc, and I support full irnplcmcntation of the 
RUC s recommendation. 

To ensure that our patients have acccss to expert ancsthcsiology mcdical cart. i t  i \  i~iipcraliw tliat CMS follow through wi~h tllc proposal in tlic Fcdcral Rcgistcr 
, by fully and immediately implementing the ancsthcsia convcrsion Ihc~or incl.easc as rcco~nl~icndcd by rhc RUC. 

Thank you for your consideration of this serious matter. 

Page 7 1 of  253 



Submitter : Mr. Douglas Calvin Date: 08/22/2007 

Organization : Summit Physical Therapy 

Category : Health Care Professional or Association 

Issue AreaslComments 

CAP Issues 

C A P  Issues 
Dear CMS Representative: Please consider elimination of the "in-officc ancillary scrv~cc" cxccption allow~ng physiciarrs TII sclf rcicr for physical and occupational 
therapy. Allowing this exception creates an unaccetable conflict of itltcrcst in which p!i).icians can prcscrihc trcatmcnt honi u hicli they will financially bcncfit. 
Therc are excellent providers of therapy throughout the country who can pro\ idc ~ I ~ c s c  \~.r\.iccs in a inanncr whrch linlit th? opportunity for fraud and abusc. 
Patients should not be pressured to receive therapy at a physician owncd office and ~i~~for-runatcly in many cascs tllcsc paticnts do not know tt.clr rights to choosc a 
provider. 
In 2002 the OIG completeda study in which they found that 91% of thcrapy ckai~lls lhillcd by pllvsiclans did not incc1 ~ l~cd~carc  i'cqnirc~ncnts. This is an obvious 
example of why this exception should be eliminated. 
On a seperatc issuc, plese consider the elimination ofthe therapy cap duc to 111c I~nl i r~l~ons o n  acccss to trcatrncnt of inctlicarc rccipicnts. 

Sinccrcly, 

Doug Galvin, MHS,PT,OCS 

Page 71 o f  253 August 24 2007 08:32 AM 



Submitter : Mrs. Roberta Chizen 

Organization : Mrs. Roberta Chizen 

Category : Individual 

Issue AreasIComments 

Date: 08/22/2007 

GENERAL 

GENERAL 

Leslie V. Nonvalk, Esq. 
Acting Administrator 
Centers for Medicare and Medicaid Services 
Attention: CMS- 1385-P 
P.O. Box 8018 
Baltimore, MD 2 1244-80 18 

Rc: CMS-1385-P 

Anesthesia Coding (Part of 5-Year Rcview) 

Dear Ms. Nonvalk: 

I am writing to express my strongest support for the proposal to inci-case anesthesia paymcnts undcr Ihc 2008 Physician Fcc Schcdulc. Todav. more than a dccade 
since the RBRVS took effect, Medicare payment for anesthesia serviccs stands a t  just 16 16. l Y  per unit. This amount docs not covcr thc cost of caring for myself 
and our nation s seniors, and is creating an unsustainable system In which anesthesiologists are be~ng forced away from areas with disproportionately high 
Medicare populations. 

Thank you for your consideration of this serious matter 

Sincerely, 
Roberta Chizen 

August 24 2007 08:32 AM 



Submitter : Dr. Ara Meradian. Date: 0812212007 

Organization : Morristown Memorial Hospital 

Category : Physician 

Issue AreasIComments 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

Thank you for the opportunity to submit comments on the Physician Self-Rckrml Prr)v~.;~ons of CMS- 1385-P ent~tled Medicare Program: Proposed Revisions 
to Payment Policies Under the Physician Fee Schedule for Calendar Year 2008 ! ;!I; a tlclard-cert~fied pathologist and a mcmhcr of the Collegz of American 
Pathologists. I practice in Momstown Memorial Hosp.as part of 10-n~cn~bcr prcvalc 21 oiip. 

I applaud CMS for undertaking this important initiative to end self-rcfcrral abuscs in tllc hill~ng and paylrlcnt for pathology ?cr\ ~ccs. I am awarc of arrangcmcnts 
In my practice area that give physician groups ashareofthe revenues from tlie pa~liolog) !srvlces ordered and pcrlbrmcd lor tlie groups patients. I believe these 
arrangements are an abuse of  the Stark law prohibition against physician sclf-rcfcrr~ls and I support scv~sions to closc tlic Ioopliolcs that allow physicians to PI-ofit 
from pathology services. 

Specifically I support the cxpansion of thc anti-markup rule to purcliascd pd111ol~y.y IIIICI-yrclalions and.thc :xclusion of a11:tloniic pz~tliolopy from thc in-officc 
ancillary services cxccption to thc Stark law. Thesc rcvisions to thc Mctlicarc I-cnshl_cli:llclil ~rulc and physician sclf-rcfcrral pro\'isions :u.c ncccssary to climinatc 
financial self-intercst in clinical decision-making. I belicve that physicians sliould 1101 hc ahlc to prof I from thc provision ol'patholoyy scrviccs unlcss the 
physician is capable of personally performing or supervising thc scrvicc. 

Opponents to these proposed changes assert that their captive pathology arrangclnenrs cnhancc paticnt carc. I agrcc that tlic Mcdicarc program should cnsurc that 
providers furnish care in the best intercsts of  their patients, and, restrictions on physician sclf-rcfcrrals arc an impcrativc program safeguard to cnsurc that clinical 
decisions are determined solely on the basis of quality. The proposcd cl~angca do ilo: impact thc availa'.~ility or dclivcry ofp:ltliology scrviics and arc dcsigncd 
only to rcmove the financial conflict of interest that compromises thc inlcgrily of tllc Ilcdicarc program 



Submitter : Dr. Jacques Beauchamp 

Organization : Dr. Jacques Beauchamp 

Category : Physical Therapist 

Issue Areas/Comments 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 
see attachment 

CMS- 1385-P-7155-Attach- 1 .RTF 

Date: 08/22/2007 



Mr. Kerry N. Weems 
Administrator - Designate 
Centers for Medicare and Medicaid Services 
U.S. Department of Health and Human Services 
Attention: CMS-1385-P 
P.O. Box 8018 
Baltimore, MD 21 244-801 8. 

Medicare Program; Proposed Revisions to Payment Policies under the 
Physician Fee Schedule, and Other Part B Payment Policies for CY 2008; 
Proposed Rule 

Dear Mr. Weems, 

I am a physical therapist and business owner in Savannah, Georgia. I would like 
to express my opinion in regards to CMS-1385-P and a physician's ability to refer 
to himlherself for profit. First, let me give a brief background about who I am. 

I earned degrees in: Bachelor of Science in Exercise Science, Masters of 
Physical Therapy, and a Doctorate of Physical Therapy. I presently hold 
advanced practice certifications: Athletic Training Certified (ATC), Certified 
Strength and Conditioning Specialist (CSCS) from the National Strength and 
Conditioning Association (NSCA), Sports Clinical Specialist (SCS) and 
Orthopedic Clinical Specialist (OCS) from the American Physical Therapy 
Association (APTA). I have 9 years experience as a licensed PT and opened my 
practice, Spine & Sport, 3 years ago and now practice with my best friend and 
college roommate, Dr. Eric Bull, PT, DSc., MPT, MMT, OCS, who, as you can 
see, has as many accomplishments in our profession as I do. 

Our credentials to appropriately evaluate and treat musculoskeletal pathology is 
apparent. The success of our business to date is solely due to that fact. For an 
individual to put that much time and effort in learning how to most effectively and 
efficiently treat musculoskeletal pain, one must love what slhe does. I do! But, 
ever increasingly, I am finding it more difficult to perform my craft and work for 
myself. One of the reasons for that fact is a physician can refer to himtherself for 
rehabilitation services and receive compensation for that referral. I have issue 
with that. 

The definition of MONOPOLY according to the dictionary: (an organization or 
group which has) complete control of something, especially an area of business, 
so that others have no share. 

Physician referral for profit is a monopolistic practice. Five years ago, large 
orthopedic surgeon groups were the main public to start their own physical 
therapy. In the last 3 years, I have witnessed a three member General 



Practitioner (GP) group open its own physical therapy service. What will happen 
to my profession 3 years from now? How is that not defined as a monopoly? 

It is extremely difficult for a physical therapist to compete as a business with a 
physician in an environment where the physician can refer in-house and make 
money on it. The same profession I love and practice, I may be forced to work 
under a physician to earn a wage to live. 

Further evidence: Savannah, GA has three large physician groups that have their 
own physical therapy and occupational therapy departments. There preserltly 
are only 4 private practice physical therapy providers. In Hilton HeadIBlufRon, 
SC, where State Law prohibits referral for profit, there presently are over 10 
private practice clinics that provide physical therapy services. The main 
difference between the two areas is the Hilton HeadIBluffton area is significantly 
less populated (by well over 100,000 people!). The point is that in an area where 
referral for profit is restricted physical therapists are able to thrive. 

I have addressed this letter in regards to the business practice of physical 
therapy only. The fact that physical therapy is significantly over-utilized when 
billed under a physician is a whole other topic. 

Thank you for your time. 

Kind regards, 
Jacques Beauchamp, PT, DPT, SCS, OCS, ATC, CSCS 



Submitter : Dr. Santosh Kalhan Date: 08/22/2007 

Organization : Cleveland Clinic Health System 

Category : Physician 

Issue AreaslComments 

GENERAL 

GENERAL 

Leslie V. Nonvalk, Esq. 
Acting Administrator 
Centers for Mcdieare and Medicaid Serviees 
Attention: CMS- 1385-P 
P.O. Box 8018 
Baltimore, MD 2 1244-80 18 

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

Dear Ms. Nonvalk: 

I am wrjting to express my strongest support for the proposal to incrcasc ancstlicaia pay~ncnts under thc 2008 Pl~ysician Fcc Schcdulc I all1 gratciul that CMS has 
recognized the gross undervaluation of anesthesia scrvices, and that thc Agcocy IS t~king steps to addrcss tllis co~nplicatcd IYSUC. 

When the RBRVS was instituted, it created a huge payment disparity for ancstlics~a c:rc. ~nostly duc to significant undcr\;~iuatton of anc.sthc:iia work comparcd to 
other physician for anesthesia services stands at just $16.19 per unlt. ' r h ~ s  amoumi: dr)cs no1 co\er the cost of c;~ring for 0111- nation s :,eniors. and is creating an 
unsustainable system in which anesthesiologists arc being forced away li.om arcns \bit!> tllsproponio~~atcly high Mcdicarc ~lopulati~ns. 

In an cffort to rectify this untcnablc situation, tlie RUC recommcndcd that C%IS i~>cvc;~~c 1l1c ancslhcsie convcrcion factor lo orfsct a 'alcul;ltcd 32 pcrccnt work 
undervaluation a move that would result in an Increase of nearly $1.00 per a~,cslli~s~a u11i1 and st.r\c as a ~najor step for\\cli?.! 111 cc,rrecling tlie long-standing 
undervaluation of anesthesia scrvices. I am pleased that the Agcncy acccp(r~i thih rcronl~ncndatioi~ in 11s proposcd mlc. al~d I supporl Sull i~~iplcnicntation of thc 
RUC s recommendation 

To ensure that our patients haveaccess to expert anesthesiology mcdical carc, it ih ~mpcrativc [hat C:MS follow through with tlic propo:,al in thc Fcdcral Rcgistcr 
by fully and immediately implementing the anesthesiaconversion factor i~lcrcasc as rccon:n~cndcd by rhc RUC'. 

Thank you for your consideration of this serious matter. 

Sincerely 
Santosh Kalhan M.D. 
Staff Anesthesiologist 
Cleveland Clinic Health Systems 
9500 Euclid Avc. 
Cleveland, OH 44195 



Submitter : Dr. Donald Volkmann 

Organization : Olympia Anesthesia Associates 

Category : Physician 

Issue Areas/Comments 

Date: 08/22/2007 

GENERAL 

GENERAL 

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

I am writing to express my strongest suppon for the proposal to incrcasc anc5thcsia p;lylncnts undcr the 2008 Physician Fcc Sc~icdulc. I am gr'atcful that CMS has 
recognized the gross undervaluation of anesthesia services, and that thc Agcllcy is ta'c~ng srcps to addrcss this ccmplicated ~ssu-. 

When the RBRVS was instituted, it created a huge payment disparity for ancstllcsla <:ire. ~:ioshy duc to signilicant undervaluation oialicsthcsia work conlpared to 
other physician services. Today, more than a decade since the RBRVS took cffcct. hlcdicarc payrncnt for ancstllesia scrviccs stands at just $16.19 per unit. This 
amount does not cover the cost of caring for our nation s seniors, and is crea!ing an  uns.r>tainable system in which anesthesiologists are being forced away from 
areas with disproponionately high Medicare populations. In a region. such as ours. u.l~~c.Ii has a high pcrccntagc of Scniorcitizcn.; tlrrs hccomcs a mattcr of 
inability to recmit anesthesiologists which will eventually limit acccss and qllalicy ofciirc. 

In an effort to rectify this untenable situation, the RUC recommendcd that C'MS rncrcasc thc ancstllcsia convcrslon factor to offsct a calculated 32 pcrcent work 
undervaluation a move that would result in an increase of nearly $4.00 per anestiiusia unrt and serve as a niajor step forward In correcting the long-standing 
undervaluation of anesthesia services. I am pleased that the Agency acccprc(l Illis rczon~mcndation in its proposcd rule, and i support full i~npls~ncntation ofthc 
RUC s recommendation. 

To cnsure that ourpatients have acccss to expen anesthesiology mcd~cal carc. 11 is i~ii!icratirc that CMS lbllow through wrlli thc proposal in the Fcdcral Registcr 
by fully and immediately implementing the anesthesia conversion factor inurcnsc as I-ccomrncndcd by thc RUC. 

Thank you for your consideration of this serious matter. 

Donald L. Voolkmann, MD 



Submitter : Dr. Timothy Pederson Date: 08/22/2007 

Organization : American Society 01Anesthesiologists 

Category : Physician 

Issue AreadCornrnenh 

GENERAL 

GENERAL 

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

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

Dear Ms. Norwalk: 

1 am writing to express my strongest suppon for the proposal to incrcasc anc\tlicsia pay~i~cnts undcr thc 2008 Physician Fcc Schcdulc. I am gratcful that CMS has 
recognized the gross undervaluation,of anesthcsia services, and that thc Agc~~cy is taking stcps to addrcss this compl~ca[cd lasllc. 

When the RBRVS was instituted, it created a huge payment disparity fo~.ancstli~.sia cnrc. mostly duc to significant undcrr:~luatian olnncsthesia work cotnparcd to 
othcr physician services. Today, more than a decade since the RBRVS took cffcc~. '4cdicarc payment for ancsthcsia scrvicc* stands al just $16.19 pcr unit. This 
amount does not cover the cost of caring for our nations seniors, and is crcailng an unsust?inabie system In H ~ I C ~  anesthe\~ologists arc being forced away from 
areas with disproportionately high Medicare populations. 

In an effort to rectify this untenable situation, the RUC recomrnendcd that CMS incrcnsc tlic ancsthcsia convcrsion Factor to offsct a calculated 32 pcrccnt work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia m t  and scRe as a major step forwa1.d in correcting the long-standtng 
undervaluation of anesthesia services. I am pleased that the Agency acccptcd this rccolnmcndation in its proposcd ~ l c ,  and 1 support full implenicntat~on of the 
RUC s recommendation. 

Toensure that ourpaticnh have access to expert anesthesiology rncdical carc. i l  is impcl-atiuc that CMS follow through w~ill thc proposal in thc Fedcral Rcgistcr 
by fi~lly and immediately implementing the anesthesia conversion fact01 incrcasc as ~cco~n~iicndcd by thc RUC. 

Thank you for your considcration ofthis scrious mattcr. 

August 14 2007 08:32 AM 



Submitter : Mr. Christian Downs 

Organization : The Foundation for Evidence-Based Medicine 

Category : Health Care Provider/Association 

Issue Areas/Comments 

Drug Compendia 

Drug Compendia 

See Attachment 

Date: 08/22/2007 



THE FOUNDATION FOR 
EVIDENCE- BASED MEDICINE 

11600 ~ e b e 1  S t .  s u i t e  201 
~ o c k v i  1 l e ,  ~ a r y l a n d  20852 

(301) 984-1242 

August 8,2007 

Kerry N. Weems 
Administrator Designee 
Centers for Medicare and Medicaid Services 
Department of Health and Human Services 
Attn: CMS-1385-P 
Mail Stop C4-26-05 
7500 Security Boulevard 
Baltimore, MD 21244-1850 

Re: Comments to Proposed Rule [CMS-1385-P: Drug Compendia Section 414.9301 

Dear Administrator Weems: 

On behalf of the Foundation for Evidence-Based Medicine (FEBM) we 
appreciate the opportunity to comment on the Notice of Proposed Rulemaking 
regarding the Medicare Physician Fee Schedule for Calendar Year 2008 published 
in the Federal Register on July 12,2007 ("NPRM). These comments focus solely on 
the Drug Compendia Section 414.930. 

The FEBM is a newly formed 501(c)(3) foundation with a mission of providing 
educational resources for health care providers and their patients, and promoting 
the use of authoritative, evidence-based research for use in health care 
decisionmaking models. Specifically, the FEBM is working closely with providers 
and patient groups, academic entities, government decisionmakers, and 
manufacturers to create new evidence-based models that address medically 
accepted indications for off-label uses of drugs and biologicals for complex and 
specialized areas, such as cancer care. 

FEBM agrees with CMS that clarity and consultation with the public and 
stakeholder groups is necessary in any potential compendia expansion process. 
However, it is also important to recognize that within currently recognized 



compendia, there is room for improvement. Overall, FEBM supports more, quality 
evidence based compendia than less. 

The Medicare Evidence Development and Coverage Advisory Committee 
(MedCAC) identified nine desirable characteristics for all current and future 
compendia to have in  order to be recognized or to remain recognized.' FEBM agrees 
that approved compendia should strive to attain all of the recommended 
characteristics, though it may be difficult in terms of resource availability, 
timeliness, and the availability of certain types of data, given the life-threatening 
nature of cancer. I t  is  important to recognize that none of the existing compendia 
display all of the recommended characteristics. In fact, there is significant 
variability among statutorily defined compendia.2 CMS should also realize in the 
current environment, it may be difficult to achieve all of these characteristics. 
Therefore, FEBM suggests that CMS assign a priority value to each criterion to 
help determine which of the characteristics are most important for a recognized 
compendium. 

In the arena of oncology, an  efficient and quality compendia process often 
proves vitally important to a patient's course of treatment. As chemotherapy 
regimens become more personalized, and a s  more clinical trials are conducted to 
discover the efficacy of certain drugs on differing types of cancers, a compendia 
listed drug may be a patient's only chance of having access to new therapies. 

The FEBM feels that there are two vital requirements for any approved 
compendia. The first is that the compendia seek out and verify only those clinical 
trial results that maintain clinical accuracy and the highest levels of scientific 
integrity for inclusion in the compendia. The second most important criteria is that 
a compendia decision rendered be made in a timely manner to allow for patient 
access to medically appropriate therapies. 

All compendia must have a rigorous review process in order to retain the 
integrity of the compendia system. There should be a baseline of data that are 
necessary in order for an  independent review board to make Medicare-based 
coverage decisions. We realize this may not be the appropriate forum to discuss 
these issues, but FEBM would be happy to have this discussion with CMS a t  an  
appropriate time. 

Timeliness is a major issue for current compendia and should remain a focus 
of attention in the future. FEBM feels that in order to best serve patients, a more 
defined time frame should be in place so everyone involved in  the scope of care can 
have a better idea of when to expect coverage determinations. This includes all 

' 72 Fed. Reg. 38178 (July 12,2007) 
42 CFR $1395x(t) 



stakeholder groups, most importantly patients and physicians, as  well as clinical ' 
researchers, pharmaceutical manufacturers, and the government agencies 
sponsoring these trials. In the current environment, some manufacturers of cancer 
therapies have opted to wait through a long and extensive Food and Drug 
Administration review process instead of submitting an application with a 
compendia because the timing of determinations have been known to take a year or 
more. With a more defined timeline, clinically appropriate treatments may get be 
accessible to patients who need them. 

The FEBM agrees with the need for an independent review board to be in 
place in order to return the best determinations possible. The process should be 
similar to that of the FDA review process, comprised of physicians knowledgeable in 
the scope of medicine under consideration, with as few ties to the outcomes as 
possible. Having that said, FEBM also asks CMS to understand that it may be 
impossible to have reviewers who have no financial interest in the industry for 
which they are being asked to evaluate. The FDA understands this fact, and we ask 
that CMS understand as well. 

Overall, it is vital that CMS continue to utilize a strong and comprehensive 
compendia process, as was mandated by Congress in 1993. We recognize the desire 
of CMS to update that system when and where possible, and we are in agreement 
with that policy. However, a total overhaul or dismissal of the system will prove 
difficult, both for providers and patients, and we would advise against it. In the 
end, it is the patients who stand to gain the most and lose the most from this 
decision, and we ask CMS to remain cognizant of that fact. 

FEBM will continue to work with stakeholders such as  the American Society 
of Health System Pharmacists, the American Society of Clinical Oncology, the 
National Comprehensive Cancer Network, and others, in order to improve the 
current compendia review system. We also pledge to work with CMS toward the 
goal of the most effective, and efficient compendia review process possible. 

If you have any questions about FEBM's current work in the arena of the 
compendia process, please feel free to call Matthew Farber, at (301) 984-9496. 

Respectfully Submitted, 

Christian Downs 
Executive Director 
The Foundation for Evidence-Based Medicine 



Submitter : Date: 08/22/2007 

Organization : 

Category : Physical Therapist 

Issue Areas/Comments 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

Physical Therapy should NOT be approved for in-oficc or owned! parr~lcrcd affiliat~cw M ith physicians. I know from cxpcricncc that paticnts largcly go exactly 
where the physician tells them. First this referral generally goes to tllc ill ~ C I I I S C  F1.d.. pcl:ncnt to profit tllc physician without rcgard to quality or patient 
convenience or even ,at times, personal choice. The patient, as evrry Amcrlcan. 1 1 ~ 1  lllc r ~ y h ~  to clioosc wl:crc thcy rccicx~. tl~cir carc. Mcdicarc patients 0 t h  are 
taken advantage of in this way as seniors frequently blindly trust tllcir phys~cians dscisioi~s without question. I strongly opposc any law that would fail to restrict 
physician ownership1 partnership with ANY referral service. 

Page 83 01'253 



Submitter : Dr. Glenn Jonas 

Organization : physician 

Category : Physician 

Issue Areas/Comments 

Date: 08/22/2007 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 
As arefening physician ma in house PTI consistently use significantly lcss PT v i A  1lli.n whcn i rcfcr outsidc. Thc major cornpanics that own thc PT facilities 
maximize profits by over utilizing the visits. In addition, in housc PT irnpl.wcs ,:)\c~higl I , paticnt progrcss, and we try to minimix visits for our patients. 
Give more credit to thepatients. They know cost, and quality. Thcy will n ~ a l c  thcm~cl\cs llcard if thcy think tl:crc PT is hcing over ~~tilizcd. 

Doctors and patients will better con'ol costs thaan the large corporations that owl! ~~~i?jor i ty  of P'T facilities in this country. Rcnictiihcr IiEALTHSOUTH. that is 
the model for most PT in this country. 

Augus: 24 2007 OX:32 AM 



Submitter : DAVID OBANDO 

Organization : DIAGNOSTIC PATHOLOGY CONSULTANTS 

Category : Physician 

Issue AreasIComments 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

Communication to CMS 

Date: 08/22/2007 

August 22,2007 

Thank you for the opportunity to submit comments on the Physician Self-Rc.l'err;~l l'rovisions of CMS-I 385-P entitled Me,licare I)rogram. Proposed Revisions 
to Payment Policies Under the Physician Fee Schedule for Calendar Year  2008 1 am a Iioard-certified patholog~st and a member of the College of American 
Pathologists. I practice in [include city, state of your primary practicc area; as pan or[includc a description ofyour patliology practicc. whcthcr you are a solo 
practitioner or part of a 5-member pathology group and whether you operate an indcpcndcnt laboratory or practicc in a hospital or other setting.] 

I applaud CMS for undertaking this important initiative to end self-refcrral abu'scs in  thc billing and paynlcnt for pathology scrviccs. I am aware of  arrangcnicnts 
in my practice area that give physician groups a share of the revenues from the pathol<~_ev services ordered and perfonned !i)r the group s patients. I believe these 
arrangements are an abuse of the Stark law prohibition against physician sclf-rcfc~.ruls acd I support rcvisions to close tlic ioopl~olcs tliat allow physicians to profit 
from pathology services. 

Specifically I support the expansion of the anti-markup rule to purcliascd parliology ifitcrprctations and thc cxcl~~sion of 3n:11onilc pathology liom the in-office 
ancillary serviccs exception to the Stark law. Thcse rcvisions to thc Mcdiciu-c rta\\Ig;inIci)t rulc and pliys~cian sclf-rcfcrrai proviqions arc ncccscary to climinatc 
financial self-intcrcst in clinical decision-making. I believe that physi;ians zllould I ~ J !  hc ahlc to profit froin the provision of pathology :;crbiccs unlcss Ihc 
physician is capblc  of personally performing or supervising thc scrvicc. 

Opponents to thesc proposed changes assert that their captive pathology arrallgcmcilts c~ihancc paticnt ca1.c. I agrcc that dic Mcdicarc program should cnsurc that 
pmviders furnish care in the best interests of their patients, and, restrictions on pliyz~cian self-rcfcrrals arc an impcrat~vc program safeguard to cnsurc hat  clinical 
decisions are detemined solely on the basis of quality. The proposcd changcs do 1101 impact thc availahility or delivery of pathology scrv~ccs and arc designcd 
only to remove the financial conflict of interest that compromises the intcgri~y (1rthc hlcdicarc program. 

Sincerely, 

David A. Obando, MD 
Vicepresident Diagnostic Pathology Consultants 

? 2007 College of American Pathologists. All rights reserved. I 



Submitter : Ms. Christine Meelia Date: 08/22/2007 

Organization : Ms. Christine Meelia 

Category : Physical Therapist 

Issue AreasIComments 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

My namc is Christine W. Meelia, and 1 amaphysical therapist with fourtccn ycars of chpc'icncc in Colunibus. Ohio. I wiqh to coiniiisnt rn  the July 12 proposcd 
2008 physician fee schedule rule, specifically the issue surrounding phvs~cinn ~~ ' l f - r~ :Lr r .~ l  and the in-office ancillary servlccs 

I work in an outpatient orthopedic facility that is Iocatcd insidc a building owncd b? a gt.o~~p of ninctccn Orthopedic S U ~ ~ C I I I I S .  Tlic pliysrcians also own thc 
surgical facilities and t h m  MRI centers located insidc this samc building. 111 tlic ;ail1 ~11'2005, aftcr scvcral ycars of culti\,: tlrie a rclat~onship ofnlutual rcspcct and 
open communication with the group of surgcons, wc wcre surpriscd to 1cal.n Illat the pl))s~~.iilns wantcd to hrcs  out thc c.oll.~piiny running our thcrapy ccntcr, and 
own thcir own physical therapy practicc. In fact, they shared with our clinic tiircctor tlic hiirprising infortnation that cvcry privatc insurance company would 
actually pay them more than we were being reimbursed for the sarnc tlicrapy I>~OCC'~LIIT, .  

We did not want to work for the physicians, as the referral for profit business has his11 potential for fraud and abusc. So tlic pl~ysicians bcgan to opcnly boycon 
thc use of our clinic, persuading thcir patients to use other therapy clinics. in an clfor~ to put us our of husiness. Dcspitc t l ~  thrcat that thcy would not scnd onc 
patient to our clinic unless we sold the business to them, we wcrc ablc to rctiiain s p c ~  . So. in Dcccmbcr of 2006, thc group of surgcons opcncd thcir own 
phys~cal therapy clinic across the street from our building. This seems to he ,n conlllct with the regulation that in-oftice :i~ictllary senfices are prov~ded in their 
office and not in a building across the street. 

In an cffort to capture all the physical therapy business,and to prcvcnt paticnts v~alkiiig inrn our ccntcr across thc hall fionl thcir o~ficcs. the physicians started 
scheduling the physical thcrapy appointment directly from their officc. 1 bcpm to Iic.1;. ;~?y co-workcrs say thcir paticnts \vb:rc hcing scllt to thc physician owned 
therapy clinic across the street instead of being given the choice to conic back to mi-cliriic and bc trcatcd by soniconc wlio liad trcatsd thcni bcforc. 

In February of 2007, a former patient 1 had sccn for scveral diffcrcnt injurics ovcr a pcriotl or  two ycars. w:ilkcd Into our c!lnic and said she was rccovcring from 
hip surgery. She told me shc was ready to start physical therapy, but Ilcl.surgcon was sending hcr to a new thcrapist in the clinic hc ouncd acros:; thc strcct. Shc 
asked me if she could some back and see mc. I told her that shc ab5olutcly had a c1ioic.c in who providcs hcr thcrapy scrb iccs. Shc then walkcd back over to thc 
physician s office and asked to return to physical therapy with me as tier the~np~st Siir: \+as told no. I want you to go across ths strcct. bv her phys~cian. 

Another fonncr patient camc to our clinic for therapy on her shouldcr to ilicrcasc ranyc of motion prior to a rotator cuff rcpsir. In April oT2007, after hcr surgcry, 
she was scheduled to see a physical therapist at the physician owncd clinic across titc strcct. Shc felt so un:omfortablc tclllng licr physician shc did not want to see 
his physical therapist that she waited until the initial therapy evaluarion in tl~c phyc~clan owncd clinic ta tell that pcrsoli rlic wantcd ro rCh1111 to o1.r clinic for carc. 
She told me this after returning to see me. 

There have been many instances of fraud and abuse I have heard from paricl~ts, co-uorkcrs. and thc physicians thcmaclvcs. Mosr rcccntlp, onc physician from this 
group who was still sending us patients told us his peers planned 19 cur h ~ s  pav ~ i h c  d~dn  t comply with supporting their o\\n phplcal therap! center. 

Because of these circumstances, I urge you to eliminate physical thcrapy as :I dc.;ignatsd licaltli scrvicc furnishcd undcr thc in-oficc ancillary scr! iccs cxccption of  
the Stark Law. 

Christine Meclia, PT 
71 21 Timberview Dr, Dublin, OH 4301 7 

August 24 2007 08:32 AM 



Submitter : Dr. Paul Mazzara Date: 08/22/2007 

Organization : Dr. Paul Mazzara 

Category : Physician 

Issue AreaslComments 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

Thank you for the opportunity to submit comments on the PhysicIan Self-Ket'erral I'ro\ihions of CMS-13x5-P entitled Mcdl-are I'rograrn. Proposed Revisions 
to Payment Policies Under the Physician Fee Schedule for Calendar Year 2 0 0 X  I ;il.i o Po;ird-ct'rt~tictl pathologist and a nlc~nhcr ol'tht. College oCAmerican 
Pathologists. I practice in [includc city, statc of your primary practicc arcaj os part of1 ilicludc a description of your pathology practicc. whcthcr you arc a solo 
practitioner or part of a 5-mcmber pathology group and whcthcr you opcratc :in iridcp~:ndcrit laboratory or practicc in a Iiospital or ochcr sctting.] 

I applaud CMS for undertaking this important initiative to end self-rcfcrral abus,:s in t ic billrng and paylncrlt for pathology icrviccs. I am aware of arrangcmcnts 
in my practice area that give physician groups a share of the revenues from Lhe palholop xrvices ordered and performcd lor the group s patients. I believe these 
arrangements are an abuse of the Stark law prohibition against physician sclCrcfcri~al~ an11 1 support rcvisions to closc thc loopholes that allow physicians to profit 
from pathology services. 

Specifically I support the expansion of the anti-markup rule to purcha.\cd patliolo>,y intcrprcrations and thc cxclusion of anz~colnic pathology from thc in-officc 
ancillary services exception to the Stark law. These revisions to thc Mcdicarc ~rcassigii~i~cnt rulc and physician sclf-rcfcrrai provia~c~ns arc ncccssary to climinate 
financial self-interest in clinical decision-making. I believe that physicians shoi~ld nu, bc ablc to profit from thc provisior~ oipathology scrviccs unlcss tlic 
physician is capable of personally performing or supervising thc scrvlcc. 

Opponents to these proposed changes assert that their captive pathology ariangcrncn:s i.nli;lncc paticnt care. 1 agrcc that tlrc EAi'dicarc program should cnsurc that 
provides furnish care in the best interests of their patients, and, rc\rrictions on pkys~ciirn sdl-rcicrrals arc an  ilnpcrat~vc p~oyrirm sdkguar~i to cnsurc that clinical 
decisions are determ~ned solcly on thc basis of quality. The proposcd cliangcs do IIUI ~rnpact thc ;.vailab~lity ordclivc~y oS~wtliology hcrvlccs and arc designed 
only to remove the financial conflict of interest that compromises tlic intcgl-icy n i t l~c  Mcdrcarc program. 

Sincerely, 

Paul Mazzara, M.D. 



Submitter : Dr. Domenico Falcone 

Organization : Blair County Anesthesia PC 

Category : Physician 

Issue AreaslComments 

Date: O8122I2007 

GENERAL 

GENERAL 

August 22.2007 

Leslie V. Nonvalk, 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 Rcview) 

Dcar Ms. Nonvalk: 

I am writing to cxprcss my strongest support for thc proposal to incrcasc ;in~:.;tlicsi:~ p:~qlilcnt> undcr th: 2008 Pliysician FLY Scl~cduls. 1 am gratcful that CMS has 
recognizcd the gross undervaluation of anesthesia scwiccs, and tl~at thc Agcticy is taking stcps m :~ddrcss this complicatsd ~shuc. 

When the RBRVS was instituted, it crcated a huge payment disparity for ancsll1cs:a a r c ,  mc~stly duc to significant undcrvaluatioti ~Cnn~sthcsia work comparcd to 
other physician services. Today, more than a decade since the RBRVS took cffcct. Mcdlcarc paymcnt for ancsthcsia scrviccs stands a1 just $16.1 9 pcr unit. This 
amount does not cover the cost of caring for our nation s seniors. and 1s creating an iir~susatnable system in which anesthes~ologists art, being iorced away from 
areas with disproportionately high Medicare populations. 

In an effort to rectify this untenable situation, the RUC recommendsd that CMS Inrrcasc tlic ancsthcsia convcrslon factor I O  offsct a calculatcd 33 pcrccnt work 
undervaluation a move that would result in an increase of nearly $4 00 per a~~csthesia lnit and serve as a major step fol-ware in coryectlng the long-standing 
undervaluation of anesthesia services. I am pleased that the Agency acccptcd tli~s rcco~nmcndation in its proposcd rulc, a11tl I support FLIII iinplcnicntation of thc 
RUC s recommendation. 

To ensure that our patients have access to expert anesthesiology mcdical carc, it is iml~wati\c that CMS follow through with thc proposal in tlic Fcdcral Rcgistcr 
by kl ly  and immediately implementing the anesthesia conversion faclor Incrcasc I >  ~cco~nmcndcd by tlic RUC. 

Thank you for your consideration of this serious matter 

Vcry buly yours, 

BLAIR COUNTY ANESTHESIA, PC 

Domenico Falcone, MD 
President 



Submitter : Dr. David Rasmussen 

Organization : Blair County Anesthesia PC 

Category : Physician 

Issue Areas/Comments 

Date: 08/22/2007 

GENERAL 

GENERAL 

August 22,2007 

Leslie V. Nonvalk, Esq. 
Acting Administrator 
Centers for Medicare and Medicaid Services 
Attention: CMS-1385-P 
P.O. Box 8018 
Baltimore, MD 2 1244-80 18 

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

Dear Ms. Nonvalk: 

I am writing to express my strongest support for the proposal to incrcasc ancitl~csia p.lynlwts undcr lhc 2008 Pliyssian Fcs Scl~cdult. 1 am gratcful that CMS has 
recognized the gross undervaluation of anesthesia services. and that t11~ Agcocy i \  taki:i~ slcps tip address Iliis co~nplicatcd i\suc. 

When the RBRVS was instituted, it mated a huge payment disparity forancsthc;~n imc. mostly duc to significant undcr\:lluetion of aricsthcs~a work conrpared to 
other physician services. Today, more than a decade since the RRRVS took cffcct. Mcd~carc paymolt for ancsthcsia scrviccs stands at just S 16.19 pcr unit. This 
amount does not cover the cost of caring for our nations senlors, and is creatlng an unsusta~nable systsm in whlch anesthcs~olo_eists arc k ing  forced away from 
areas with disproportionately high Medicare populations. 

In an effort to rectify this untenable situation, the RUC recommcndcd that CMS inc~casc ~ h c  ancsthcsia conversion factor ro offsct a calculated 32 pcrccnt work 
undervaluation a move that would result in an increase of nearly $4 00 per a~iesthesia :!nit and scrbe a5 a major step forward In correcting the long-standing 
undervaluation of anesthesia services. I am pleased that the Agency acccplcd tliis rcct~mmcndation in ~ t s  proposcd ~ulc .  and I upport f111l implcmcntalion of the 
RUC s recommendation. 

To cnswc that our paticnts have acccss to expert anesthcsiology medical earc, 11 IS i~npc~a t~vc  that CMS t'ollou throt~gl? wi!h rhc proposal 111 t l~c Fcdcral Rc_eistcr 
by fully and immediately implementing the ancsthesia conversion factor incscax RS I C C ~ ~ I I I I I I C ~ ~ C ~  by thc RUC. 

Thank you for your consideration of this serious matter. 

Very huly yours, 

BLAIR COUNTY ANESTHESIA. PC 

David Rasmussen, M.D. 

August 24 2007 08:3? AM 



CMS-I 385-P-7 168 

Submitter : Mr. Greg Bonifay 

Organization : Riggs Ambulance Service, Inc. 

Category : Other Health Care Professional 

Issue AreaslComments 

Ambulance Services 

Ambulance Services 

We also strongly object to the requirement that ambulance providers or supplic~s ob::ri-i his statcllicnt from a rcprcscntativc of the rccclk ing facility at thc time of 
transport. Since the proposcd rule makes no allowances for the inevitable sitoaii~~ns .,,licrc the a~nbulancc providcr makes :i good faith effort to comply, but is 
ultimately unable to obtain the statement, we believe this reguiremc~it Impo\cs an :xccqsivc compliance burden on ainbul,l~icc providers and on Ihc rccc~ving 
hospitals. Consider what this rule requires the ambulance has just taken an clnet.ecncy patient to the ER, often overcrowded ~ i t h  patients. and would have to ask 
the receiving hospital to take precious time away from patient carc lo sign or pro\ ~ d c  ;I fol-ln Forms stlcb as an admission rccord \+,ill hccolne ovailablc at a latcr 
time, if CMS wants them for auditing purposes. 

August 24 2007 C.6:32 A M  



Submitter : Dr. Joseph Martinelli 

Organization : Blair County Anesthesia, PC 

Category : Physician 

Issue AreasIComments 

GENERAL 

Date: 08/22/2007 

GENERAL 

August 22,2007 

Leslie V. Nonvalk, Esq. 
Acting Administrator 
Centers for Medicarc and Medicaid Serviccs 
Attcntion: CMS-1385-P 
P.O. Box 8018 
Baltimore. MD 2 1244-801 8 

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

Dcar Ms. Nonvalk: 

I am writing to express my strongcst support for the proposal to incrcasc ancsthciia paymcnts undcr thc 2008 Physician Fcc Schcdulc. I aln pratcful that CMS has 
recognized the gross undervaluation of anesthesia services, and that thc Agclicy IS  d i n g  steps to addrcss this cumplicatcd ~ssuv. 

When the RBRVS was instituted, it created a huge payment disparity foi.nnzsthc.,ia carc. mostly duc to sipnificant undcr\oluatio~i oCancsthcsia work compared to 
other physician services. Today, more than a decade since thc RBRVS took cflcct. Mcdicarc paymcnt for a~icsthcsia scrvlccs stands at just $16.19 pcr unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable systcin in which anesthes~ologists are being forced auay from 
arcas with disproportionately high Mcdicare populations. 

In an effort to rectify this untcnable situation, the RUC recommcndcd that ('MS i t i c r~~~sc  thc ancsthcsia conversion factoi. to offsct a calculatcd 32 pcrccnt work 
undervaluation a move that would result tn an increase of nearly $1.00 per aliesthcsl'~ 111111 ilt~d serve as a major step Fonvartl in corrcctlng [lie long-stand~ng 
undervaluation ofanesthes~a services. I am pleased that the Agcncy acccptcd t111,; rccl>n~incndation in its proposed mlc, atid I suppolt full ~mplcmcntation of thc 
RUC s recommendation. 

To ensure that our patients have access to expert anesthesiology mcdical carc. it is impcrativc that CklS follow through with thc proposal in thc Fcdcral Rcgistcr 
by fully and immediately implementing the anesthesia convenion [actor lncrcasc as rccummcndcd by thc RUC. 

Thank you for your consideration of this serious matter. 

Very buly yours, 

BLAIR COUNTY ANESTHESIA, PC 

Joseph Martinelli, M.D. 

August 24 2007 08:32 AM 



Submitter : Dr. Paul Schultz 

Organization : Blair County Anesthesia, PC 

Category : Physician 

Issue ~reasj~omments  

Date: 08/22/2007 

GENERAL 

GENERAL 

August 22,2007 

Leslie V. Nowalk. Esq. 
Acting Administrator 
Ccntcrs for Medicare and Mcdicaid Serviccs 
Attcntion: CMS-I 385-P 
P.O. Box 801 8 
Baltimore, MD 21244-8018 

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

Dear Ms. Norwalk: 

I am writing to express my strongest supportfor the proposal to incrcasc ancstllc.jia paynicn~s undcr thc 2008 Physicial~ Fcc Schcdulc. I am gratcful that CMS has 
recognized thc gross undervaluation of anesthesia services, and that tlic Agcncy 15 Iak111g stcps to address this co~~iplicalcd issue. 

Whcn thc RBRVS was instituted, it creatcd a hugc paymcnt disparity fol- ;~~icstlics~a 'arc. ~nostly due to significan~ undcrialua~ioll ol'anc~thcsia work coniparcd to 
othcr physician services. Today, more than a decadc since the RBRVS look cf k c .  hlL,dicarc paynlcnl for ancsthcsia scrvlccs staiids just $16.1 9 per unit. This 
amount does not cover the cost of caring for our nation s seniors. and is crearlng an uilsilstainahlc system ill which anestlics~oloyists arc he~lig lorced away from 
arcas with disproportionately high Medicare populations. 

In an effort to rectify this untenable situation, the RUC recommended [hat CMS i11crc:lsc tlic ancsthcsiaconvcrsion factor 111 offsct a cnlculatcd 32 pcrccnt work 
undervaluation amove that would result in an increase of nearly $1.00 per aliestlics~a un~t and sews as a major step forward In correcling the long-standing 
undervaluation of anesthesia services. I am pleased tbat the Agency acccptcd this rccommcndation in 11s proposcd mlc, and I suppc~rt full lnplclncnlation ofthe 
RUC s recommendation. 

To c n s w  that our patients have access to expert anesthesiology mcdical care. i t  i s  itnpcrati\c that CMS follow through u it11 111s pl,opo.ial in tllc Fcdcral Rcgistcr 
by fully and immediately implcmenting the anesthesia conversion factor inc~r.abc. as ~.zcclli~mcndcd by tlic RUC. 

Thank you for your consideration of this serious matter. 

Very truly yours, 

BLAIR COUNTY ANESTHESIA, PC 

Paul Schultz, M.D. 



Submitter : Dr. John Johnson 

Organization : Blair County Anesthesia, PC 

Category : Physician 

Issue AreasIComments 

Date: 08/22/2007 

GENERAL 

GENERAL 

August 22,2007 
Leslie V. Nonvalk, Esq. 
Acting Administrator 
Centers for Medicare and Mcdicaid Services 
Attention: CMS-1385-P 
P.O. Box 8018 
Baltimore, MD 2 1244-801 8 

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

Dear Ms. Nonvalk: 

I am writing to express my strongest support for the proposal to increase anc\thcsta p;ly~i\c~iis iindcr thc 2008 Physician FCC Scl~cd.ilc. I am gratcfl~l that CMS has 
rccognizcd the gross undervaluation of anesthesia services, and that thc Agcticy is r;tLIng hccps to address this coniplica~ccl isauc. 

When the RBRVS was instituted, it created a huge payment dispar'lty f o ~  ancsthcsia <;r~-c. tiiostiy duc to significant undcrvaluatio11 sf anc:.lhcsia work compared to 
other physician services. Today, more than adecade since the RRRVS rook cffcct. hlcdicarc payrncnt for ancsthcsia acrviccs stands at just $16.19 pcr unit. This 
amount does not cover the cost of caring for our nations seniors. and is srcating on ui~:;ustnitlable system in which anesthrsiolog~sts are k i n g  forced away from 
areas with disproportionately high Medicare populations. 

In an effort to rectify this untenable situation, the RUC recommended that CMS incrcasc the ancsthcsia convcrsion factor to offscr a calculated 32 pcrccnt work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia milt and serve os a major step forward In corrcctlng the long-standing 
undervaluation ofanesthesia services. I am pleased that the Agency acceprcd this rccammcndatiun in its proposcd rule. allil I ruppol-t full ~inplcincntation ofthc 
RUC s recommendation. 

To ensure that our patients have access to expert anesthesiology mcdical cart. it is impcrativc that CMS follow through ~v~rl l  thc proposal in tlic Fcdcral Rcgistcr 
by fully and immediately implementing the anesthesiaconversion filetor incrcosc a5 ~rcct) i i~~~ic~~dcd by thc RUC. 

Thank you for your consideration of this serious matter. 

Very huly yours. 

BLAIR COUNTY ANESTHESIA, P.C 

John Johnson, M.D. 
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Submitter : Dr. Medford McCoy 

Organization : Dr. Medford McCoy 

Category : Physician 

Issue AreasIComments 

Date: 08/22/2007 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

Thank you for letting me comcnt on the physician self rcferral provrsions oS('MS- i !Pi-P. I an1 a board-ccrtiiicd patliolorisl atid ;i n~crnbcr of thc Collcgc of 
American Pathologists. I praetice in Dallas, Texas where I am in solo prsrtic~. ; I :  Dc, 101-i I-icapilal. 

I am glad that the CMS is trying to end self-referral abuses in thc billing and payiiiclir For pathology scrviccs. Tlwc arc sonic physicians in my practicc area that 
share in the revenues from the path services they order for their paticnts. T ~ I Y  sccnis to nlc to bc a11 abusc of tlic Stark lau to prcvcnt df-rcfcrral or at lcast 
circumvents the intent of the law. I support the revisions to closc thc loopliolcs 111at allow tion-pa~hologists to profit fi-on1 1112 potllology sc:rvicc's thcy rcquert. 

I especially support the anti-markup rule to purchased pathology i~itc~prctntions ntid t'ic cxlcusioli of aliato~ntc pathology I;mn thc illtcrofficc anc:llary scrviccs 
cxception to the Stark legislation. I believe these revisions (to thc rcassignli~cnt rule .uid svlf-rcfsrral provtsionq) are nccc,;suly to stop financial sclf-intcrcst in 
making their clinical decisions. The physician should not prospcr from thc patliologq scr\.iccs unlcss lic can personally do rhc proccdurc or s>pcr\,isi. thc scrvice. 

Medicare should cnsurc that providers funish carc in the best intcrccl of tlicir p:tticnl\. Rcstr~ctions 011 pliy.\ician sclf-rcfc~~~..~l arc ncccssary to sakguard quality in 
clinical decision making. T h n e  changes do not impact the availability or dcl;\cry ol : , ~ i i ~ l ~ ~ ~ l o g y  scrviccs and arc dcsigncd only ro rctliovc Any financial conflict of 
interest. 

Thank you for your attention. 

Medford T. McCoy, M.D. 

August 24 2007 0832 AM 



Submitter : 

Organization : 

Category : Individual 

Issue AreasIComments 

Date: 08/22/2007 

GENERAL 

GENERAL 

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

Rc: CMS-1385-P 

Anesthesia Coding (Part of 5-Year Rcvicw) 

Dcar Ms. Nonvalk: 

I am writing to express my srrongcst support for the proposal to inlrrcasc a~~csthc\ta p:lvmcnts undcr the 2008 Physician FCC SCIIC~UIC. I i.tn gralcful that CMS has 
recognized thc gross undervaluation of anesthesia services, and that Ihc Aycncy IS  taking atc?s to address this complicatcd ~ssuc. 

When the RBRVS was instituted, it created a huge payment disparity for anc\th~:si:i c;;I.c. tnostly dilc to stgnificant undcwaluation d~allcblhcsia work comparcd to 
other physician services. Today, more than a decade since the RBRVS took cfrrct. klcdlcarc paymcnt for ancsthcsia scl-viccs stands at just % 16. l Q  pcr unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creatin: an ut~u~tct:~~,iablc systcm in which anesthe~iologists arc b m g  forced away from 
arcas with disproportionately high Medicare populations. 

In an effort to rectify this untenable situation, the RUC recommcndcd that CLIS Incr<~;tsc thc ancstlicsiii convcrsion t8cto1.10 ofCsct a calculatcd 32 percent work 
undervaluation a move that would result in an increase of nearly $4 00 pzr atizstl,cstcl unI1 and serve as a major step fo rn~rd  in corrcctlnp the long-standing 
undervaluation of anesthesia services. I am pleased that the Agency acccptcd 1111s rcconi~licndation in i8 proposcd rulc. and I support f~111 i3nplcmcntation orthc 
RUC s recommendation. 

To cnsurc that our paticnts have access to expert anesthesiology mcil~cal care. it 15 i~iipcr;~ti\c that CMS follow ~hrough \\ 1111 tllc proposal In Ihc Fcdcral Rcgistcr 
by fully and immediately implementing the anesthesia conversion factor itlc~ras- as ~.ccommcndcd by thc RUC. 

Thank you for your consideration of  this serious matter 

August 24 2007 0:(:32 AM 



Submitter : Ms. Jane Johnson Date: 08/22/2007 
Organization : Community Orthopedic Surgery and Huron Valley Hand 

Category : Occupational Therapist 

Issue Areas/Comments 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

Regarding whether certain services should not qualify for In-Oficc Ancillary Scr\'icc.; I'xc.~.ption I bclicvc that OT and PT :;crvicts ~hould most definitcly be 
allowed under the In-Office Ancillary Services Exception. We providc tlicsc ict. 1ri.i i t )  u.lr physician owncd practics billing incidcnt to thc pbysiians scrvices. 
The coordination and quality of patient care is exceptional with thc i~ititnatc workin: rclatiousl~~p wilh thcrapists. paticnts and ph~~icians.  I bclicve that paticnts 
do improve morequickly in this enviornment which is most cost cffcctivc in thc pr~ni \ io:~ oFrlicir carc. Allowing ongotns scrviccs to the paticnts in thc 
Physician of ice  assures access to the Physician as needed for consultation an3 01. dtrcct mpcrvision. 
In response to the "definition of same buliding or centralized building" I woiild sug~cst 111.11 thc cicfinilion of samc buildiiig .n rslalicnsliip to thc provision of 
therapy services provided incident to a physician serviees be expandcd to truly lx. " ~ : I I ! I ~  bttilding" rathcr than within thc s;linc officc suitc. Whcn Ihc physicians 
are in the building either in a meeting or in surgery they are acccssihlc ro thc tl~c;al;~sts lil~.upcr\,is~on and or consultation Cun.cntly tllcre arc many tilncs whcn 
we arc unable to provide therapy scrvices for paticnts during physician timch off or \ ~ I I L ' I I  all physici:~ns arc out of thc o f l i c ~  suite. During many of thcsc timcs 
there is a physician from the corporation in the building however nor onc i l l  rhc i~i~ticc s~tilc. 
Expanding the definition to "same building" would greatly enhancc our ability to trcnr ~~alicnts consistoitly. in a ~imcly tlihl~ion atid with grcatcr cfficicncy. 
Thank you very much for considcration of my opinions. 
Jane Johnson 

Page 96 of 253 



Submitter : Vasiliki Saitas Date: 08122~2007 

Organization : Biopath Diagnostic Associates, PC 

Category : Physician 

Issue AreasIComrnents 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

As head of a 3 p e m n  pathology practice in Northem New Jersey, I wish to convq niy co nmcnts rcgardillg the growins 1r21id ol abusing laboratory testing by 
physician self-referrals. The captive pathology arrangements arc a dc~rimcn to !>.;tic C! cr\w. one !ocal (il group scnds thcir hiopsics roan outside laboratory for 
processing, and the glass slidcs are returned to the GI group. Thcy wcrc ablc to l i n d  a pa!liol,~gisl dcsparatc for work. wlio ;cads tllc hiopsics once a wcck. The turn 
around time is atrocious- ONE WEEK for an endoscopic biopsy. CMS has to  htrp T~lcling !his abusc of quality pathology ccrc. Tliose of us who rcfusc to work 
for way less than fair market value are being put out of busincss by tliir abusibc ptac!icc conduclcd by pllysic~ans who arc cluclcsi about ~ h c  value of quality 
pathology services, and who hire anyone willing to read slides for any pricc 11ndcr' any colidiiion. Tlicrc must bc strict rcgilla!i(~n by CMS- Do not allow anyonc 
who'sprimary training and job is NOT pathology to be ablc to hire a pnthologisr ant1 lo 11.) and nln a pathology scrvlcc, cspcci:llly sincc Lhcy obviously don't care 
about quality- it's how much money they can make. 
In ending. I support thc expansion of the anti-markup mlc to purcliasc patholog) ni~crprcia~iolls and thc cxclus~on of an:n,inuc oathology kern in-officc ancillary 
scrviccs. Thank you for thc opportunity to voicc my comments and conccln. 
Sinccrcly, Dr. Vasiliki Saitas 



Submitter : Dr. Niels Chapman 

Organization : University of New Mexico 

Category : Physician 

Issue Areas/Comments 

Date: 08/22/2007 

GENERAL 

GENERAL 

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

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

Dear Ms. Norwalk: 

I am writing to express enthusiastic support for the pmposal to incrcasc ancsthcsia rciiluncrat~on undcr the 2008 Physician Fcc Scl~cdulc. In 111y opinion, CMS 
has taken a great step towards ensuring the continued entry ofhighly qtialificd and ~iic tiva~cd physicians into our specialty 

When the RBRVS was instituted, it created a huge payment disparity foi- ancstlicsia (:; re. 1:1ostly duc to significant undcrv.ilualion of ancsthcsia work compared to 
other physician services. Today, more than adecadc since the RBRVS took cfkc-. l.lcd~carc payrncnl for ancstlicsia scrx iccs stands at just $16.19 pcr unit. This 
amount does not cover the cost of caring for our nation s seniors, and is crsatlng iirl unsiih~uinahle system in which anestlic>~ologisls art t a n g  forced away from 
areas with disproportionately high Medicare populations. 

To ensure thatour patients havc access to expert anesthesiology medical caw. i t  is !nlpcrati~c that CMS follow tlirougli wi1.11 tlii pmposal in thc Fcdcral Register 
by fully and immediately implementing the anesthesia conversion factor inircssc a\ rccoti~~i~cndcd by thc RUC'. 

Thank you for your consideration of this scrious matter. 

Niels Chapman, MD 



Submitter : Dr. Jose Torrent 

Organization : Dr. Jose Torrent 

Category : Physician 

Issue Areas/Comments 

TRHCASection 104: Physician 
Pathology Services 

TRHCA-Section 104: Physician Pathology Services 

see attachment 
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Date: OK122l2007 



Jose R Torrent, MD 
Medical Director 

CorePlus Pathology Laboratory and 
Kendall Regional Medical Center 

1 1750 Bird Road 
Miami, FI 33176 

305-227-5579 
Wednesday, August 22, 2007 

Thank you for the opportunity to submit comments on the Physician Self-Refeml 
Provisions of CMS-1385-P entitled "Medicare Program; Proposed Revisions to Payment 
Policies Under the Physician Fee Schedule for Calendar Year 2008." I am a board- 
certified pathologist and a member of the College of American Pathologists. I practice in 
Miami, Florida as paa of 5-member pathology group operating an independent laboratory 
and also practice in a hospital. 

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

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

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

Sincerely, 

Jose R Torrent, MD 
Anatomic and Clinical Pathologist 



Submitter : 

Organization : 

Category : Physician 

Issue AreaslComments 

Date: 08122LZ007 

Background 

Background 

It's an unbelievable evcnt given the recent ongoing decreasing reimbursements over the past decade. As a young physician I often question my career choice as I 
read the ncws of more and more legislations to decrease the reimbursments in the facc of rising costs of living, as well as the costs ofproviding healthcare. 

Page 1 of 153 August 30 2007 02:42 PM 



Submitter : Dr. gary buck 

Organization : rancocas anesthesia 

Category : Physician 

Issue AreasIComments 

GENERAL 

Date: 08/22/2007 

GENERAL 

Anesthersia services have increased over the last 10 years towards the elderly population. The rates have yet to increase over that time period, yet my mal-practice 
has doubled. If the rates do not increase I will ahve to stop taking those patients 

Page 2 of 153 August 30 2007 02:42 PM 



Submitter : Holly Mader Date: 08/22/2007 
Organization : Holly Mader 

Category : Physical Therapist 

Issue AreasIComments 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

August 22,2007 
RE: Physician Self-Referral Issues 
Dcar Mr. Keny Weems: 
I am a Physical Therapist practicing in South Carolina in a therapist-owned private outpatient clinic. I am concerned about the growing trend of referral-for- 
profit and especially Physician Owned Physical Therapy Clinics and would like to see this practice stopped. In SC, Physical Therapists (PT) recently won a 
major court battle upholding our State F'ractice Act that states it is unlawful for a PT or PTA to work in a referral for profit scning. I would love to see this 
happen across the nation. 
I havc seen too many situations where the physicians who own a PT clinic refer patients to their own clinic for treatment, without letting the patient know about 
other cl~nics that may be much more convenient or provide better quality of care for them. It is the patients right to choose where they go for therapy, but often 
times they are not given options. This practice of self-referral goes against what is in the best interest of the patient, and ultimately effects costs and quality of 
care. 
There is too much potential for fraud and abuse when physicians are able to refer patients to other services where they have a financial interest. I feel Medicare 
beneficiaries and the Medicare program itself are especially vulnerable to this, because many elderly people are not fully awareof their rights, and even if they are, 
they will not stand up to the physician to make sure those rights are protected. There is a huge potential for overutilization of Physical Therapy services if the 
physicians are determining where and how longa patient needs to go to Physical Therapy. 

Physical Therapists are specialists in what they do. They have the education and experience to suppon their clinical decision-making. It should be the PT who 
determines the best plan of care for the patient in the Physical Therapy environment. Just as family physicians refer patients to specialists such as orthopedic 
surgeons or neurologists and let them determine a plan of treatment, the same should happen when physicians refer parients to Physical Therapists. 
Many ycars ago, I was offered a position to work with a very well-known physician in his of ice  as an employee. When I mentioned the Stark Laws to him 
which prevented that, his response was We can work around that . Thankfully, my ethics were strong enough to not put myself in that situation. Unfortunately, 
I believe the practice of referral for profit has become much more common over the past 10 years and the Stark Laws need to be changed to close these loopholes 
This will hclp control fraud, abuse and overutilization of Physical Tkerapy services. 
I thank you for your time and consideration of my comments. 
Sincerely, 
Holly Madcr, PT 

Page 3 of  153 August 30 2007 02:42 PM 



Submitter : Mr. Dennis Kneller 

Page 4 o f  153 

Date: 08/22/2007 
Organization : Kneller Anesthesia Services 

Category : Other Health Care Professional 

Issue Areas/Comments 

GENERAL 

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

August 30 2007 02:42 PM 



Submitter : Thomas Overman 

Organization : Nurse Anesthetist 

Category : Nurse Practitioner 

Issue Areastcomments 

Background 

Background 

August 20,2007 
Office of the Administrator 
Centers for Mcdicare & 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 membcr of the American Association of Nurse Anesthetists (AANA), I write to suppon the Ccnters 
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 381 22,7/12/2007) If adopted, CMS proposal would help to 
ensure that Certified Registered Nwse Anesthetists (CRN.4s) as Medicare Part B providers can continue 
to provide Medicare beneficiaries with access to ancsthesia services. 
This increase in Medicare payment is important for s c v d  reasons. 
I 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. 
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. 
I Third, CMS proposed change in the relative value of anesthesia work would help to correct the 
valuc 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 
lcvels (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 America. Medicare patients and healthcare delivery in the U.S. depend on our services. The 
availability of anesthesia services depends in part on fair Mcdicare payment for them. I suppon 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 ancsthesia payment. 
Sincerely, 
- Thomas J. Ovennan - 
Name & Credential 
- CRNA 
Address Hinesville, GA. 313 13 

City, State ZIP 
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Submitter : Dr. Joshua Allen 

Organization : Anesthesia Associates 

Category : Physician 

Issue Areastcomments 

Date: 08t22et007 

GENERAL 

GENERAL 

Dear Ms. Nonvalk: 

Please know that many'in the anesthesia field are grateful for the proposed increase in payments under the 2008 Physician Fee Schedule. 
As the population ages, the problem only increases as the percentage of patients utilizing Medicare grows and the financial impact of being underpeyed becomes 
even more troubling. This ultimately effects the availability of anesthesiologists to carc for this population. I urge CMS to implement the full proposed increase. 

Thank you, 
Josh Allcn 

Page 6 of 153 August 30 2007 02:42 PM 



Submitter : Maribeth Massie 

Organization : American Association of Nurse Anesthetists 

Category : Other Health Care Professional 

Issue AreasIComments 

GENERAL 

GENERAL 

August 22,2007 
Officc of the Administrator 
Centers for Medicare & Medicaid Services 
Department of Health and Human Services 
P.O. Box 801 8 RE: CMS 1385 P (BACKGROUND, IMPACT) 
Baltimore. MD 21 244 8018 ANESTHESIA SERVICES 
Dear Administrator: 
As a member of the American Association of Nurse Anesthetists (AANA), I writc to support the Centers 
for Medicarc & 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 Registercd 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. 
I 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 havc demonstrated that Medicare Part B reimburscs for most services at approximately 
80% of private market rates. but reimburses for anesthesia services at approximately 40% of 
private market rates. 
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. 
I Third, CMS proposed change in the relative value of anesthesia work would help to correct the 
valuc 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 ratc (SGR) cut to Medicare payment, an average 12-unit anesthesia service in 2008 will be 
reimbursed at a ratc about 17% below 2006 payment levels, and more than a third below 1992 payment 
levels (adjusted for inflation). 
Americas 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 
underservcd America. Medicare paticnts and healthcare delivery in the U.S. depend on ow 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, 
- Maribeth Leigh Massie, CRNA, MS 
Name & Credential 
2 1 9  East Chirchill Street 
Address 
-Baltimore, MD 21230 
City, Slate 21 
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Submitter : Dr. Sass Elisha 

Organization : AANA 

Category : Other Practitioner 

Issue Areas/Comments 

GENERAL 

GENERAL 
August 20,2007 
Off~ce 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 
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. 
I 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. 
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. 
Howcvcr, the value of anesthesia work was not adjusted by this process until this proposed rule. 
I Third, CMS proposed change in the relative value of anesthesia work would help to correct the 
value of anesthesia services which havc 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 ta 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 prop 
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Submitter : Mr. Ronald Gay 

Organization : Mr. Ronald Gay 

Category : Other Health Care Professional 

Issue AreasiComments 

Background 

Background 

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

As a mcmbcr of thc Amcrican Association of Nurse Anesthetists (AANA), I write to support the Centcrs 
for Mcdicare & Mcdicaid Scrvices (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 38122,7/1212007) If adopted, CMS proposal would help to 
cnsure that Ccrtificd Registered Nursc Anesthetists (CRNAs) as Medicare Part B providers can continue 
to providc Mcdicare beneficiaries with access to anesthesia services. 
This incrcasc in Mcdicare payment is important for several reasons. 
I 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% ofprivate market rates, but reimburses for anesthesia services at approximately 40% of 
private market rates. 
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. 
I 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 IO?? sustainable 
growth rate (SGR) cut to Medicare payment, an average 12-unit anesthesia service in 2008 wiIl be 
rcimburscd at a rate about 17% below 2006 payment levels, and more than a third below 1992 payment 
levels (adjusted for inflation). 
Americas 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 mral and medically 
underservcd America. Medicare patients and healthcare delivery in the U.S. depend on our services. The 
availability of anesthesia serviccs 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, 

Ronald J. Gay, CRNA, MS 
Instructor, Graduate Program in Nursc Anesthesia 
Baylor College of Medicine 
1504 Taub Loop 
Houston. TX, 77030 
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Submitter : Mrs. Glenda Zane 

Organization : American Association of Nurse Anesthetists 

Category : Other Practitioner 

Date: 08/22/2007 

Issue Areas/Comments 

Background 

Background 

I am a CRNA who works many hours a week and takes care of many different types of patients from all different backgrounds and economic classes. We are 
short-staffed, but still offer all the services to everyone regardless of reimbursement. It is IMPERATIVE that anesthesia reimburscment fees are not cut any 
further to assure that there will be quality providers still taking care of all citizens in this great country! Glenda Zane, CRNA 
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Submitter : Dr. Jacqueline Emery Date: 08/22/2007 

Organization : Palmetto Richland Pathology 

Category : Physician 

Issue AreaslComments 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

Dear CMS representatives, 
Please find this letter in support of the proposed changes to the physician self referral schedule, CMS-1385-P. I am a practicing pathologist who is board 
certified in anatomic and clinical pathology, and have specialty certification in cytopathology. I am one of 19 pathologists in one of the largest groups in the state 
of South Carolina. 
I do comment CMS for addressing this issue and intitating the end of self-referral abuses in the medical practice. I am personally aware of arrangements made by 
clincian physician groups to recoup pathology service charges. An individual physician should not directly benefit from the number of biops~es helshe takes, 
whcn that biopsy is interpreted by a pathologist physician. A financial incentive is created and the pathologist's work product is exploited. The pathologist needs 
to remain thc unbiascd physician revicwer and the clinician should not accrue monies for each specimen interpreted by the pathologist. 
Specifically I support the expansion of the anti-markup rule to purchased pathology interpretations and the exclusion of anatomic pathology fkm the in-office 
ancillary scwices exception to the Shrk law. Thank you for your time, Sincerely, Jacqueline Emery, MD 
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Submitter : Mr. Ronad Lenninger 

Organization : Mr. Ronad Lenninger 

Category : Health Care ProviderlAssociation 

Issue Areas/Comments 

GENERAL 

GENERAL 

Office of the Administrator 
Centers for Medicare & Medicaid Services 
Department of Health and Human Services 
P.O. Box 801 8 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 38122,7/121'2077) 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. 
I First, as the AANA has previously stated to CMS, Medicare currently under-reimburses for 
anesthesia services, putting at risk the availability of anesthcsia and other healthcare services for 
Medicare beneficiaries. Studies by the Medicare Payment Advisory Commission (MedPAC) and 
others have demonstrated that Mcdicare Part B reimburses for most services at approximately 
80% of privatc market rates, but reimburses for anesthesia services at approximately 40% of 
private markct rates. 
I Second, this proposed rule reviews and adjusts anesthesia services for 2008. Most Part €4 
providers services had been reviewed and adjusted in previous years, effective January 2007. 
Howcvcr. thc value of anesthesia work was not adjusted by this process until this proposed rule. 
I Third, CMS proposed change in the relative value of anesthesia work would help to correct the 
value of anesthcsia 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 bclow 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 America. Medicare patients and healthcarc 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 
thc valuation of anesthcsia work in a manner that boosts Medicare anesthesia payment. 

Sincerely, 
Ron Lcnninger CRNA 
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Submitter : Mr. Richard Dickerson Date: 08/22/2007 

Organization : Mr. Rlchard Dickerson 

Category : Other Health Care Professional 

Background 

Background 

August 22,2007 
Office of the Administrator 
Ccntcrs for Medicare & Medicaid Scrviccs 
Dcpartrnent of Health and Human Services 
PO. Box 8018 RE: CMS 1385 P (BACKGROUND, IMPACT) 
Baltimore, MD 2 1244 801 8 ANESTHESIA SERVICES 

Dear Administrator: 

As a rnembcr 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) Ifadopted, 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. 
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Submitter : Date: 08/22/2007 

Organization : 

Category : Other Healtb Care Professional 

Issue AreaslComments 

Background 

Background 

August 20,2007 
Ms. Leslie Nonvalk, JD 
Acting 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 Ms. Norwalk: 

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 
w~th current levels. (72 FR 38122,7/12/2007) If adopted, CMS proposal would help to ensure that Certified Registered Nurse Anesthetists (CRNAs) as 
Medicarc 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 scrvices for Medicarc beneficiaries. Studies by the Medicare Payment Advisory Commission (MedPAC) and others have demonstrated that 
Mcdicarc Part B reimburses for most services at approximately 80% of private market rates, but reimburses for anesthesia services at approximately 40% of private 
market ratcs. 
? Second, t h ~ s  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, ~f 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 undcrserved 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, 

Jeremy S. Heiner CRNA 
Name & Credential 

357Avocado Lane, Pasadena, Ca 91 107 
Address 
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Submitter : Mr. Stephen Palmerton 

Organization : AANA 

Category : Other Health Care Professional 

Issue Areas/Comments 

Background 

Background 

Office of the Administrator 

Centers for Medicare & Medicaid Services 

Department of Health and Human Services 

P.O. Box 801 8 RE: CMS 1385 P (BACKGROUND, IMPACT) 

Baltimore, MD 21244 801 8 ANESTHESIA SERVICES 

Dcar Administrator: 

As a member of the American Association of Nurse Anesthetists (AANA), 1 write to support the Centers 

for Med~care & 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 increasc in Mcdicare 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 

Mcdicare beneficiarics. 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?4 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). 

Americas 36,000 CRNAs provide some 27 million anesthetics in the U.S. annually, in every setting 

requiring anesthesia services, and are thc 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 anesthcsia services depends in part on fair Medicare payment for them. I support the 
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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, 

Stephen F. Palmerton CRNA,MSNA 

3 1 18 Headley Rd. Maurertown, VA 22644 

Page 16 of 153 August 30 2007 02:42 PM 



Submitter : Dr. Jennifer Lam 

Organization : Northwestern Memorial Hospital 

Category : Physician 

Issue AreasIComments 

GENERAL 

GENERAL 

Re: CMS-1385-P 

Date: 08/22/2007 

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 
rccognizcd the gross undcrvaluation of anesthesia serviccs, 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 
o~her physician services. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthcsia services stands at just S16.19 per unit. This 
amount does not cover the cost of caring for our nation's seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
areas with disproportionately high 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 $400 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undervaluation of anesthesia services. I am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the 
RUC's recommendation. 

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

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

Organization : Allied Anesthesia Associates 

Category : Health Care Provider/Association 

Issue Areas/Comments 

Background 

Background 

August 20.2007 
Officc of the Administrator 
Ccntcrs for Medicare & Medicaid Services 
Department of Hcalth and Human Services 
P.O. Box 8018 RE: CMS 1385 P (BACKGROUND, IMPACT) 
Baltimore, MD 21244 8018 ANESTHESIA SERVlCES 
Dcar Administrator: 
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 proposed rule Medicare would increase the anesthesia conversion factor (CF) by 15% in 2008 
compared with current levels. (72 FR 38122,711212007) If adopted, CMS proposal would help to 
cnsurc that Certified Registered Nurse Anesthetists (CRNAs) as Medicare Part B providers can continue 
to provide Mcdicare beneficiaries with access to anesthesia services. 
This increase in Mcdicare payment is important for several reasons. 
I First, as the AANA has previously stated to CMS, Medicare currently under-reimburses for 
anesthesia scrviccs, putting at risk thc availability of anesthesia and other healthcare services for 
Medicare bencficiarics. 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. 
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. 
Howcvcr, the valuc of anesthesia work was not adjusted by this process until this proposed ruIe. 
I Third, CMS proposed change in the relative value of anesthesia work would help to correct the 
valuc 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 Mcdicare 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 
lcvcls (adjusted for inflation). 
America s 36,000 CRNAs provide some 27 million anesthetics in the U.S. annually, in every setting 
rcquiring ancsthcsia services, and are the predominant anesthesia providers to rural and medically 
undcrscrved 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 thcm. 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. 
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Submitter : Ms. Anna Baty CRNA 

Organization : American Association of Nurse Anesthetists 

Category : Other Health Care Professional 

Issue Areas/Comments 

Background 

Background 

Officc of thc Administrator 
Ccntcrs for Mcdicare & Mcdicaid Serviccs 
Department of Hcalth and Human Services 
P.O. Box 801 8 RE: CMS 1385 P (BACKGROUND, IMPACT) 
Baltimore, MD 21 244 801 8 ANESTHESIA SERVICES 
Dcar Administrator: 
As a membcr of thc American Association of Nurse Anesthetists (AANA), I write to support the Centers 
for Medicarc & 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 38122,7112/2007) If adopted, CMS proposal would help to 
cnsurc that Ccrtified Registered Nurse Anesthetists (CRNAs) as Medicare Part B providcrs can continue 
to providc Mcdicarc bcncficiaries with access to anesthesia services. 
This incrcase in Medicarc payment is impottant for several reasons. 
I First, as the AANA has previously stated to CMS, Medicare currently under-reimburses for 
ancsthcsia scrvices, putting at risk the availability of anesthesia and other healthcare services for 
Medicare bcneficiaries. Studies by the Medicare Payment Advisory Commission (MedPAC) and 
othcrs have demonstrated that Medicare Part B reimburses for most scrvices at approximately 
80% of privatc market rates, but reimburses for anesthesia services at approximately 40% of 
privatc markct rates. 
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. 
I 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 ratc about 17% below 2006 payment levels, and more than a third below 1992 payment 
lcvels (adjusted for inflation). 
America s 36,000 CRNAs provide some 27 million anesthetics in the U.S. annually, in every setting 
requiring ancsthesia scrviccs, 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, 
Anna Baty, CRNA 

Name & Crcdential 
Anna Baty, CRNA 

Address 
7 Hcritage Court 

Date: 0812212007 

City, 
Carlisle, PA 170 15-9309 
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Submitter : Miss. Andrea thomas 

Page 20  of 153 

Date: 08/22/2007 

Organization : Miss. Andrea thomas 

Category : Other Health Care Professional 

Issue Areas/Comments 

Background 

Background 

Dear Administrator: 
As a member of thc American Association of Nurse Anesthetists (AANA), I write to support the Centers 
for Mcdicare & Mcdicaid Services (CMS) proposal to boost the value of anesthesia work by 32%. Under 
CMS proposed rule Medicarc 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. 
I First, as the AANA has prcviously stated to CMS, Medicare currently under-reimburses for 
anesthesia serviccs, putting at risk the availability of anesthesia and other healthcare services for 
Mcdicare beneficiaries. Studies by the Mcdicare Payment Advisory Commission (MedPAC) and 
others have demonsbatcd that Medicare Part B reimburses for most services at approximately 
80% of private market rates, but reimburses for anesthesia services at approximately 40% of 
privatc market rates. 
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. 
I Third, CMS proposed change in the relative value of anesthesia work would help to correct the 
vaIue 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 Mcdicare payment, an average 12-unit anesthcsia service in 2008 will be 
reimbursed at a rate about 17% below 2006 payment levels, and more than a third below 1992 payment 
lcvels (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 
undcrscrved America. Medicarc 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 ancsthesia payment. 
Sincerely, 
- Andrea Thomas CRNA 
Namc & Credential 
- 1205 Old Pylesville Road 
Address 
W h i t e f o r d ,  MD 21 160 
City, State ZIP 
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Submitter : Jill Paulsen 

Organization : Jill Paulsen 

Date: 08/22/2007 

Category : Health Care Professional or Association 

Issue AreaslComments 

Background 

Background 

August 20,2007 
Office of the Administrator 
Centers for Medicare & Medicaid Services 
Department of Health and Human Services 
P.O. Box 801 8 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 Mcdicare & 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 
cnsurc that Certified Registered Nursc Anesthetists (CRNAs) as Medicare Part B providers can continue 
to providc Mcdicare beneficiaries with access to anesthesia services. 
This incrcasc in Mcdicare payment is important for several reasons. 
I First, as the AANA has previously stated to CMS, Medicare currently under-reimburses for 
ancsthcsia serviccs, 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 market rates. 
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. 
I 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 IO%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 
lcvels (adjusted for inflation). 
America s 36,000 CRNAs provide some 27 million anesthetics in the U.S. annually, in every setting 
requiring anesthesia scrvices, 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. 1 suppon 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, 

Jill Paulsen, SRNA 

47022 Ten Lane 
Tea, South Dakota 57064 
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Submitter : Mrs. Sara Hawk Date: 08/22/2007 

Organization : American Association of Nurse Anesthetists 

Category : Other Health Care Professional 

Issue AreaslComments 

Background 

Background 

August 20.2007 
Officc of thc Administrator 
Ccnters for Medicarc & 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 anesthcsia 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 38122,711212007) If adopted, CMS proposal would help to 
ensurc that Certified Registered Nurse Anesthetists (CRNAs) as Medicare Part B providers can continue 
to providc Medicare beneficiaries with access to anesthesia services. 
This increase in Medicare payment is important for several reasons. 
I First, as the AANA has previously stated to CMS, Medicare currently under-reimburses for 
ancsthesia scrvices, putting at risk the availability of anesthesia and other healthcare services for 
Medicare beneficiaries. Studics 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. 
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. 
Howcver, the value of anesthesia work was not adjusted by this process until this proposed rule. 
I Third, CMS proposed change in the relative value of anesthesia work would help to correct the 
value of anesthesia serviccs 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 ratc (SGR) cut to Medicare paymenf an average 12-unit anesthesia service in 2008 will be 
reirnburscd at a ratc about 17% bclow 2006 payment levels, and more than a third below 1992 payment 
lcvcls (adjustcd for inflation). 
America s 36,000 CRNAs provide some 27 million anesthetics in the U.S. annually, in every setting 
rcquiring anesthcsia serviccs, and are thc predominant anesthesia providers to rural and medically 
undcrscrvcd America. Medicare patients and healthcare delivery in the U.S. depend on our services. The 
availability of anesthesia services depends in part on fair Medicarc payment for thcm. I support the 
agency s acknowledgement that anesthesia payments have been undervalued, and its proposal to increase 
thc valuation of anesthesia work in a manner that boosts Medicare anesthesia payment. 
Sincerely, 

Name & Credential 

Address 

City, State ZIP 
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Submitter : Mr. James Woelk 

Organization : Mr. James Woelk 

Category : Other Health Care Professional 

Issue AreaslComments 

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 801 8 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 vaIue of anesthesia work by 32%. Under 
CMS proposed rule Medicare would increase the anesthesia conversion factor (CF) by 15% in 2008 
compared w~th current levels. (72 FR 38122,7/12/2077) If adopted, CMS proposal would help to 
cnsurc that Ccrtified Registered Nurse Anesthetists (CRNAs) as Medicare Part B providers can continue 
to providc Mcdicare beneficiaries with access to anesthesia services. 

This increase in Medicare payment is important for several reasons. 
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Submitter : Mrs. Susan Welton Date: 08/22/2007 

Organization : Mrs. Susan Welton 

Category : Other Health Care Provider 

Issue AreaslComments 

Background 

Background 

August 20,2007 
Office of the Administrator 
Ccnters for Medicarc & Mcdicaid Services 
Department of Health and Human Services 
P.O. Box 8018 RE: CMS 1385 P (BACKGROUND, IMPACT) 
Balt~more. MD 21244 801 8 ANESTHESIA SERVICES 

Dear Administrator: 

As a mcmber of the American Association of Nurse Anesthetists (AANA), I writc 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 381 22, 7/12/2007) If adopted, CMS proposal would help to ensure that Certified Registered Nurse Anesthetists (CRNAs) as Medicare 
Part B providers can continueto 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 fo rMedicare beneficiaries. Studies by the Medicare Payment Advisory Commission (MedPAC) and others have demonsmted that 
Medicare Part B reimburses for most services at approximately8Wh 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 1s 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). 

Americas 36,000 CRNA s 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 ow 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, 
Susan Welton, BSN, SRNA 
361 5 Mill Pond Rd. 
Charlotte, NC 28226 
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Organization : Mr. James Mordecai 

Category : Other Health Care Professional 

Issue AreaslComments 

Date: 08/22/2007 

Background 

Background 

August 22,2007 

Office of the Administrator 
Centers for Medicare & Medicaid Services 
Department of Health and Human Services 
P.O. Box 80 18 
Baltimore, MD 2 1244-801 8 

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

Dcar Administrator: 

As a mcmber of the American Association of Nurse Anesthetists 
(AANA), I wrtte to support the Centers for Medlcare & Medicaid Services (CMS) proposal to boost the value of anesthesia work by 32%. Under CMS proposed 
rule Med~care 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 acccss to ancsthesia services. 

This increasc 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 
othcr hcalthcare services for Mcdicare beneficiaries. Studies by the Medicare Payment Advisory Commission (MedPAC) and others have demonstrated that 
Mcdicare Part B reimburses for most services at approximately 80% of private market rates, but reimburses for anesthesia services at approximately 40% of private 
markct 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 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 ~ r a l  and medically underserved America. Medicare patients and healthcare delivery in the U.S. depend on our services. The availability of 
anesthesia services depends in pan 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, 

James D. Mordecai 
#2 Oaklawn 
McAlester, OK 74501 
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Category : Other Health Care Professional 
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Background 

Date: 08/22/2007 

Background 

Finalize the proposal to increase the value of anesthesia work by 32%, and to increase the anesthesia conversion factor by 25% in 2008. 
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Organization : American Assoc. of Nurse Anesthetists 

Category : Other Health Care Professional 

Issue Areas/Comments 

Date: 08/22/2007 

Background 

Background 

August 20,2007 
Office of the Administrator 
Centers for Medicare & Medicaid Services 
Department of Health and Human Services 
P.O. Box 801 8 RE: CMS 1385 P (BACKGROUND, IMPACT) 
Baltimore, MD 21244 801 8 ANESTHESIA SERVICES 

Dear Administrator: 

As a member of the American Association of Nurse Anesthetists (AANA), I write to support the Ccnters 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 38122,711 212007) If adopted, CMS proposal would help to ensure that Certified Registered Nurse Anesthetists (CRNAs) as 
Mcdicarc 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 pan 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, 

Steve L. Slves, PhD, CRNA 
Name & Credential 

273 Ash St. 
Address 

Brockton, MA 02301 
City, State ZIP 
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Submitter : Dr. Heather Crowley 

Organization : Dr. Heather Crowley 

Category : Physician 

Issue Areas/Comments 

Date: 08/22/2007 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

Thank you for the opportunity to submit comments on the Physician Self-Referral Provisions of CMS-1385-P. I am a board-certified pathologist and a member 
of thc College of Amcrican Pathologists. I practice in Exeter, NH and Newburyport, MA as part of a 5 member pathology group who contracts with two 
community hospitals and opcrates an independant laboratory which provides cytology, molecular and histology services. 

I applaud CMS for undertaking this important initiative to end self-referral abuses in the billing and payment for pathology services. I believe these arrangements 
arc an abusc of the Stark law prohibition against physician self-referrals and support revisions to close the loopholes that allow physicians to profit from 
pathology scrviccs. 

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

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

Sincerely, 
Heather Crowley 
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