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University Orthopaedic Clinic & Spine Center 
August 27,2007 

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

RE: CMS 1385-P 
In Office Ancillary Sexvices Exemption 

Dear Sir or Madam: 

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

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

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



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

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

Your request for comments is very much appreciated. 

Sincerely , 

Brian S. Claytor, M.D. 



Submitter : Dr. David Brouhard Date: 08/27/2007 
Organization : Wilmington Anesthesiologists, PLLC 

Category : Physician 

GENERAL 

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

Rc: CMS-I 385-P 

Ancsthcsia Coding (Pan of 5-Year Rcvicw) 

Dcar Ms. Nonvalk: 

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

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

In an cffort to rcctify this untcnablc situation, thc RUC recommended that CMS increasc thc ancsthcsia convcrsion factor to offsct a calculatcd 32 pcrccnt work 
undervaluation a move that would result in an increase of nearly $400 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undcrvaluation of ancsthcsia scrviccs. I am plcascd that thc Agency acceptcd this mmmendation in its proposcd rule, and I support full implementation of thc 
RUC s recommendatton. 

To cnsurc that our paticnts have acccss to cxpcn anesthesiology medical carc, it is imperative that CMS follow through with thc pmposal in the Federal Register 
by fi~lly and immcdiatcly implcmcnting the anesthesia convcrsion factor increase as recommcndcd by the RUC. 

Thank you for your consideration of this scrious matter. 
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Submitter : Mr. Kevin Kunkel 

Organization : The Flagler Institute for Rehabilitation 

Category : Physical Therapist 

Issue Areas/Comments 

Date: 0812712007 

GENERAL 

GENERAL 

To: Mr. Kcny N. Weems 
Administrator - Designate 
Centers for Medicarc and Medicaid Services 
U.S. Dcpamnent of Health and Human Serviccs 
Anention: CMS-1385-P 
P.O. Box 80 18 
Baltimorc, MD 21244-8018. 

Subjcct: Mcdicarc Program; Proposed Revisions to Payrncnt Policies under the Physician Fee Schedule, and Other Part B Payment Policies for CY 2008; 
Proposcd Rulc 

Physician Sclf-Rcfcml Issues. 

I wish to comment on the July 12 proposed 2008 physician fee schedule rule, specifically the issue surrounding physician self-referral and the in-office ancillary 
services exception. 

My Namc is Kevin Kunkel and 1 am a physical therapist trying to provide care to patients in an area of Florida in which a significant number of physicians utilize 
inc~dent to care for physical therapy. 

I opened a practice In order to deliver unique care in a community of tremendous need. I am often sent patients who have been seen at their physician s office for 
physical therapy and then sent to my office. The patients state that their benefits were exhausted at the physician s office. 

When I begin to treat the patlent, l often hear phrases like "They never did this at the doctor s office or all 1 got was hot packs, electrical stimulation and then I 
got on cquipmcnt. I rcccivc thcsc patients bccausc the physician knows thc care that I dcliver, so why wouldn't the paticnt come to my facility in the first placc? 

To bc short, whilc thcrc may beethical and appropriate carc in physicians ofices for physical therapy, it has not been my experience that the care that I was taught 
and today tcach to my studcnts is delivcrcd in many of thosc settings. Excuses such as "I a n  supervise the patient's better" or "communication is quicker and 
casicr" has long sincc been the mainstay of rationale for these type of settings. Those excusn fall by the wayside with advances in student education and 
information tcchnology systems. 

Thank You 

Kevin Kunkcl 
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Submitter : Mr. Michael Car t e r  

Organization : Wheaton Franciscan Healthcare -All Saints 

Category : Other  Health C a r e  Professional 

Issue Areas/Comments 

GENERAL 

GENERAL 
Dear Sir or Madam: 

I am a licensed athletic trainer working in the clinical and outmach setting at Wheaton Franciscan Healthcare - All Saints located in Racine, WI. I have been 
working in the field of athletic training for over I I years with experience in the clinical, outreach and indushial settings. 1 am currently a site supervisor over four 

. outpatient rclmbiliation clinics, a CAW accredited work hardening program and the athletic training program. 

I am writing today to voicc my opposition to the thcrapy standards and requirements in regards to thc staffing provisions for rchabilitation in hospitals and 
facilities proposcd In 1385-P. 

While I am conccrned that thcse proposed changes to the hospital Conditions of Participation have not received the proper and usual vcning, 1 am morc coneemcd 
that Ulcsc proposcd rules will crcatc additional lack of acccss to quality health care for my patients. 

As an athlctic trainer, I am qualified to perform physical mcdicine and rehabilitation services, which you know is not thc same as physical thcrapy. My cducation, 
clinical cxpcriencc, and national cenification exam cnsurc that my patients receivc quality health care. Statc law and hospital mcdical profcssionals have decmcd 
mc qualified to perform thcse services and these proposed regulations attempt to circumvent thosc standards. 

Thc lack of acccss and workforce shortage to fill therapy positions IS widely known throughout the indusby. It is irresponsiblc for CMS, which is supposcd to bc 
conccrned with thc hcalth of Amcricans, especially those in rural areas, to fiuther restrict their ability to receivc those services. Thc flexible cunent standards of 
stafsng in hospitals and other rchabilitation facilitics are pertinent in ensuring patients receive the best, most cost-effcctivc Wearment available. 

S~ncc CMS sccms to havc comc to thcsc proposcd changcs without clinical or financial justification, I would strongly encourage the CMS to considcr the 
rccommcndations ofthosc profcssionals that arc tasked with overseeing thc day-to-day hcalth care needs of their patients. I respectfully request that you withdraw 
thc proposcd changcs rclarcd to hospitals. ~ r a l  clinics, and any Medicare Pan A or B hospital or rehabilitation facility. 

Sinccrcly. 

Michacl Cancr, MSM, LATIATC 
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Submitter : Dr. Anita Honkanen Date: 08/27/2007 

Organization : Stanford University 

Category : Physician 

Issue AreasIComments 

Coding- Additional Codes From 
5-Year Review 

Coding-- Additional Codes From 5-Year Review 

1 am writing to express my strongest suppon for the proposal to increase anesthesra payments undcr the 2008 Physician Fee Sehedule. I am rclieved that CMS 
has rccognizcd thc gross undervaluation of anesthesia scrvices, and that the Agency is taking steps to address this complicated issue. 

When the RBRVS was instituted, ~t created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to 
othcr physician services. Today, more than a decade since the RBRVS took cffect, Medicare payment for anesthesia services stands at just $16.19 per unit. This 
amount does not cover the cost of caring for our nation s senlors, and IS cresting an unsustainable system. Every day I work training res~dents in anesthesia, 
hoping to scnd out young physicians that will be able to assist our nations needful paticnts gain the expen care that they deserve. Our most vulnerable citizens, 
those dcpcndent on Medicare, are at risk of losing that expenise bceauseanesthesiologists are being forced away from areas with disproportionately high Medicare 
populations. 

In an effon to rectify this untenable situation, the RUC recommended that CMS increase theanesthesia conversion factor to offset a ealculated 32 percent work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step fonvard in correcting the long-standing 
undervaluation of anesthesia scrviccs. I am pleased that the Agency accepted this recommendation in its proposcd rule, and I wholeheartedly suppot7 full 
implementation of the RUC s recommcndation. 

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

Thank you for your consideration of this serious matter. 

Sinccrcly. 

Anita Honkanen, MD 
Clinical Associate Professor of Anesthesia 
Stanford University 
Stanford, California 94305 
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Submitter : Dr. Robert Marlow Date: 08/27/2007 

Organization : Dr. Robert Marlow 

Category : Hospital 

Issue Areas/CommentS 

GENERAL 

GENERAL 

Lcsl~c V. Norwalk, Esq. 
Acting Administrator 
Ccntcrs for Medicarc and Mcdicaid Scrviccs 
Attention: CMS-I 385-P 
P.O. Box 8018 
Baltimorc. MD 21244-8018 

Rc: CMS- 1385-P 

Ancsthcsia Coding (Part of 5-Ycar Rcview) 

Dcar Ms. Nonvalk: 

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

When thc RBRVS was instituted, it created a huge payment disparity for anesthesia care., mostly due to signifieant undervaluation of anesthesia work compared to 
othcr physician services. Today, morc than a dccade sinee the RBRVS took effect, Medieare payment for anesthesia serviees stands at just S 16.19 per unit. This 
amount does not cover the cosiof caring for our nations seniors, and is creating an unsustainable system In which anesthesiologists are being forced away from 
areas with d~sproportionately high Medicare populations. 

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

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

Thank you for your consideration of this serious mattcr. 
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Submitter ! Mrs. Cheryl Cundy 

Organization : Mrs. Cheryl Cundy 

Category : Other Health Care Professional 

Issue Areas/Comments 

Date: 08/27/2007 

Therapy Standards and 
Requirements 

Therapy Standards and Requirements 

Dcar Sir or Madam: 

I am a Mastcr's prcparcd certified athletic traincr working in a hospital in Columbia Missouri. I have been certified for 16 years and have worked in various 
scttings including a high school, university, and physical therapy ccnter. I currently work for 5 orthopedic surgeons who prefer sending their athletic paticnts to 
ccnificd athlct~c traincrs to gct thcm back to thcir sports. 

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

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

As an athlctic traincr. I am qualificd to pcrform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My cducation. 
clinical cxpcricncc, and national certification exam ensure that my patients receive quality health c m .  State law and hospital medical professionals have deemed 
mc qualificd to pcrform thcsc services and these proposed regulations attempt to circumvent those standards. 

Thc lack ofacccss and workforce shortage to fill therapy positions is widcly known throughout thc industry. It is irresponsiblc for CMS, which is supposed to be 
conccmcd with thc hcalth of Americans, especially those in rural areas, to further restrict their ability to receive those services. The flexible current standards of 
staffing in hospitals and othcr rehabilitation facilities are pertinent in ensuring patients reeeivc the best, most cost-effective treatment available. 

S~ncc CMS sccms to have come to these proposed changes without clinical or finaneial justification, I would strongly encourage the CMS to consider the 
rccom~ncndations of those professionals that are tasked with overseeing the day-to-day hcalth care needs of their paticnts. I respecthlly request that you withdraw 
thc proposcd changcs related to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility. 

Sinccrcly. 

Chcryl J. Cundy. ATC, MS 
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Submitter : Dr. Steven SHulman 

Organization : Dr. Steven SHulman 

Category : Physician 

Date: 08/27/2007 

GENERAL 

GENERAL 

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

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

Dcar Ms. Nonvalk: 

1 am writing to cxprcss my strongest support for the proposal to increasc anesthesia payments under the 2008 Physician Fee Schedule. 1 am grateful that CMS has 
recognized thc gross undcrvaluation of anesthesia scrvices. and that the Agency is taking steps to address this complicated issue. 

Whcn the REiRVS was instituted, it created a hugc paymcnt disparity for anesthesia care, mostly due to significant undervaluation of mnthesia work comparcd to 
other physician scrvices. Today, more than a decade since thc REiRVS took cffect, Medicare payment for anesthcsia scrvices stands at just $16.19 per unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
arcas with dispropomonatcly high Mcdicare populations. 

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

To cnsurc that our paticnu have acccss to expert anesthesiology medical care, it is imperative that CMS follow through with the pmposal in the Fcderal Register 
by fully and immediately implementing the anesthesia conversion factor incrcase as recommended by the RUC. 

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

Organization : Sanyogeeta Sawant 

Category : Physician 

Issue AreaslComments 

GENERAL 

GENERAL 

Leslie V. Norwalk, Esq. 
Actmg Administrator 
Ccntcrs for Mcdicare 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-Ycar Rcvicw) 

Dear Ms. Norwalk: 

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

Whcn the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthcsia work compared to 
other physician scrviccs. Today, more than a decadc since the RBRVS took effect, Medicare payment for anesthesia services stands atjust $16.19 per unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
arca5 w~th disproponionatcly high Mcdicare populations. 

In an cffoti to rcctify this untcnablc situation, the RUC rccommended that CMS incrcasc thc anesthesia conversion factor to offset a calculated 32 percent work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undcrvaluation of ancsthcsia scrvices. I am pleased that the Agency acccptcd this recommendation in its proposed rule, and 1 support full implcmcntation of the 
RUC s recommendation. 

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

Thank you for your consideration of this serious matter. 
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Submitter : Mr. Jeff Williams 

Organization : East Central University 

Category : Academic 

Issue AreaslComments 

GENERAL 

Date: 08/27/2007 

GENERAL 

Dcar Sir or Madam: 

~ y ' n a m c  is Jcff Williams and I am a concerned citizen, as well as a Ccrtified Athletic Trainer. 1 scrve as the director of the Athletic Training Education Program 
at East Ccnhal Univcristy. which prcpares thc ncxt gencration of certified athlctic hainen for thc divcnc nature ofamcrica's health care system. It is my intention 
to communicate thc quaity of hcalth care ATCs providc to amcricans through thcir training and preparation via quality educational programs in amcrican higher 
cducation. Furthcrmorc, I find it my duty to voice my opinion on behalf of thc studcnts I am preparing for the work force, as your actions may jeopardize their 
futurc. 

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

Whilc I am concerned that thesc proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting. I am more conccmcd 
that thcsc proposcd mlcs will create additional lack of access to quality health care for my patients. 

As an athlctic trainer, I am qualified to pcrfom physical medicine and rehabilitat~on services, which you know is not the same as phystcal therapy. My education, 
clinical expcnence, and national certification exam ensurc that my patients receive quality health care. State law and hospital medical professionals have deemed 
mc qualified to perform thcse serviccs and these proposed regulations attempt to circumvent those standards. 

Thc lack of acccss and workforce shortage to fill therapy positions is widcly known throughout the industry. It is irresponsible for CMS. which is supposed to be 
concemcd with the hcalth of Americans, especially those in rural areas, to further restrict thcir ability to roceive those services. The flexible currcnt standards of 
staffing in hospitals and other rehabilitation facilities are pertinent in ensuring patlents reccive the bcst, most cost-cffective hcatment available. 

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

Icff Williams, ATC 
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Submitter : Dr. RICHA WARDHAN 

Organization : YNHH-Yale New Haven Hospital 

Category : Physician 

Issue Areas/Comments 

GENERAL 

Date: 08/27/2007 

GENERAL 

Lcslic V. Norwalk, Esq. 
Acting Administrator 
Centcrs for Mcdicarc and Mcdicaid Serviccs 
Attcntion: CMS-I 385-P 
P.O. Box 801 8 
Baltimorc. MD 21 244-8018 

Re: CMS-I 385-P 
Ancsthcsia Coding (Part of 5-Ycar Rcvicw) 

Dcar Ms. Nonvalk: 

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

Whcn the RBRVS was instituted, it created a huge payment disparity for ancsthesia care, mostly due to significant undervaluation ofanesthesia work compared to 
othcr physician scrviccs. Today, more than a decade since thc RBRVS took cffcct, Medicare payment for anesthesia services stands at just $16.1 9 per unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creatingan unsustainable system in which anesthesiologists are being forced away from 
arcas with disproportionatcly high Medicarc populations. 

I n  an effort to rcctify this untcnablc situation, the RUC rccommendcd thatCMS increase the anesthesia conversion factor to offset a calculated 32 pcrcent work 
undewalualion a move that would result in an increase of nearly 64.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undcrvaluation of ancsthesia services. I am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation ofthc 
RUC s recommendation. 

To ensure that our patients havc access to cxpert anesthesiology medical care, it is imperative that CMS follow thmugh with the proposal in the Federal Registcr 
by fully and immcdiately implementing thc ancsthesia conversion factor increase as recommended by thc RUC. 

Thank you for your considcration of this serious matter. 

Sinccrely, 
Richa Wardhan 

Yalc Ncw Havcn Hospital 
Ncw haven 
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Submitter : Dr. Robert Ringering 

Organization : Nonvich Anesthesia Associates 

Date: 08/27/2007 

Category : Physician 

Issue AreaslComments 

GENERAL 

GENERAL 
Lcslic V. Norwalk. Esq. 
Acting Administrator 
Ccntcrs for Mcdicare and Medicaid Services 
Attcnrion: CMS-I 385-P 
P.O. Box 8018 
Baltimorc. MD 21244-8018 

Rc: CMS-1385-P 

Ancsthcsia Coding (Part of 5-Year Rcview) 

Dcar Ms. Norwalk: 

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

Whcn thc RBRVS was instituted, it created a huge payment disparity for anesthesia enre, mostly due to significant undervaluation of anesthesia work compared to 
other physician scrviccs. Today, more than a decade sinee the RBRVS took effect Medicare payment for anesthesia services stands at just $16.19 per unit. This 
amount does not cover the cost of canng for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are be~ng forced away from 
arcas with disproportionately h~gh Mcdicare populations. 

In an cnort to rectify this untenable situation, the RUC recommended that CMS inerease the anesthesia conversion faetor to offset a calculated 32 percent work 
undervaluation a move that would result In an increase of nearly 64.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undervaluation of anesthcsia services. I am pleased that the Agcney aecepted 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 anesthesiaconversion factor increase as recommended by the RUC. 

Thank you for your consideration of this serious matter. 

Robcrt Ringering, D.O. 
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Submitter : Dr. Paul R. Geisler Date: 08/27/2007 

Organization : Ithaca College 

Category : Other Health Care Professional 

Issue AreasIComments 

GENERAL 

GENERAL 

Dcar Sir or Madam: 

I am a ceFtificd athlctic haincr with ovcr 20 ycars of clinical experience, 7 of them working in outpatient physical thcrapy clinics (one hospital based) amongst 
physical therapists and orthopcdic surgeons. Currently, 1 am the educational pmgram director in athletic training at lthaca College. in Ithaca, NY. 

I am writing today to voice my opposition to the therapy standards and requirements in regards to the stafingpmvisions for rehabilitation in hospitals and 
fac~l~tics proposcd in 1385-P. 

Whilc I am conccmcd that thesc proposed changes to thc hospital Conditions of Participation have not received the proper and usual vcning, I am more concerncd 
that thcsc proposed rules will crcate additional lack of access to quality health care for my patients. 

As an athletic trainer. I am qualified to perform physical medicine and rehabilitation services, which you know is not the same as physieal therapy. My education, 
clinical expcricnce, and national certification exam ensurc that my patients reccive quality health care. State law and hospital medical professionals have deemed 
mc qualificd to pcrform thcsc scrviccs and these proposcd regulations attempt to circumvent those standards. 

Tl~c  lack of acccss and workforceshortage to fill therapy positions is widely known throughout the industry. It IS irresponsible for CMS, which is supposed to be 
conccrncd with the hcalth of Americans. especially those in rural areas, to further restrict their ability to receive those services. The flexible e m n t  standards of 
stamng in hospitals and othcr rehabilitation facilitin are pertinent in ensuring patients receive the best, most cost-effective treatment available. 

Sincc CMS scems to have come to these proposed changes without clinical or financial jwtification, I would smngly encourage the CMS to consider the 
rccomnicndations of those professionals that are tasked with overseeing thc day-today health care needs of their patients. 1 respccrfully request that you withdraw 
thc proposcd changcs related to hospitals, rural clinics. and any Medicarc Part A or B hospital or rehabilitation facility. 

Sinccrcly, 

Paul R. Gcisler, EdD, ATC 
Assistant Professor 
lthaca Collcge, Ithaca. NY 
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Submitter : Ms. JuUe Campbell 

Organization : University of Denver Sports Medicine 

Category : Other Health Care Professional 

Issue Areas/Comments 

GENERAL 

GENERAL 

Dcar Sir or Madam: 

Date: 08/27/2007 

My name is Julie Campbell. I am a Certified Athletic Trainer in the state of Colorado and the Director of Spom Medicine at the University of Denver 

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

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

As an athletic trainer, 1 am qualified to perform physical medicine and rehabilitation services, which you know is not thc same as physical therapy. My education, 
clinical cxperience, and national certification cxam ensure that my patients receive quality health care. State law and hospital medical profcssionals havc deemed 
mc qualified to pcrform these vrviees and these propoxd regulations attempt to circumvent those standards. 

The lack of access and workforce shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be 
conccrncd with thc health of Americans, especially those in nual areas, to further reshict their ability to rcccive those services. The flexible current standards of 
staffing in hospitals and other rehabilitation facilitics are pertincnt in ensuring patients receive the best, most cost-effective trcanncnt available. 

Sincc CMS sccms to havc comc to these proposed changes w~thout clinical or financial justification, I would strongly encourage the CMS to consider thc 
rceolnmcndat~ons of those profcssionals that are mkcd with overseeing the day-today health care needs of their patients. I respectfully request that you withdraw 
the proposed changes related to hospitals, rural clinics, and any Mcdicarc P ~ R  A or B hospital or rehabilitation facility. 

Sinccrcly, 

Julic Campbell, M.Ed., ATC 
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Submitter : Dr. Robert Blood 

Organization : Dr. Robert Blood 

Category : Physician 

Issue AreasIComments 

Date: 08/27/2007 

Coding-- Additional Codes From 
%Year Review 

Coding-- Additional Codes From 5-Year Review 

Dear Ms. Nonualk: 

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

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to 
othcr physician scrviccs. Today, more than a decade since the RBRVS took effect. Medicare payment for anesthesia services stands at just 516.19 per unit. This 
amount does not cover the wst of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
arcas with disproportionately high Medicare populations. 

In an cfforr to rcctify this untcnable situation, the RUC recommended that CMS increase the anesthesia convenion factor to offset a calculated 32 percent work 
undervaluation a move that would result in an increase of nearly N.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undcrvaluation of anesthesia services. I am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of thc 
RUC s recommendation. 

To ensure that our paticnts have acccss to cxpcn anesthesiology medical carc, it is imperative that CMS follow through with the proposal in the Federal Rcgistcr 
by fullv and ~mmcdiatcly implcmcnting the ancsthcsia convenion factor increase as recommended by the RUC. 

Thank you for your consideration of this serious matter. 
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Submitter : Mrs. Gaye Beckman 

Organization : Physiotherapy Associates 

Category : Other Health Care Professional 

Issue AreaslComments 

GENERAL 

Date: 08/27/2007 

GENERAL 

Dcar Sir or Madam: 

I am a Ccrtificd Athletic Trainer with over 10 ycars ofcxperience in my profession. I have worked in many settings, including outpatient rehabilitation facilities. I 
havc a mastcr's dcgrce and extensivc experience as an allied medical professional. 

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

While 1 am conccrned that thcsc proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, I am more conccrned 
that thcscproposed rules will crcatc additional lack of access to quality health carc for my patients. 

As an athlctic traincr, I am qualified to pcrform physical medicine and rchabilitation services, which you know is not the same as physical therapy. My education, 
clinical cxpcricncc. and natioml ccrtitication cxam ensure that my paticnts receive quality health carc. State law and hospital medical professionals havc dccmcd 
mc qualified to pcrform thcsc scrviccs and thcsc proposcd regulations attempt to circumvent those standards. 

Tllc lack of acccss and workforce shonagc to fill therapy positions is widcly known throughout thc industry. It is irresponsible for CMS, which is supposcd to bc 
conccmcd with thc hcalth of Amcricans, especially thosc in rural arcas, to hrthcr resmct their ability to receive thosc services. The flexible current standards of 
stafing in hospitals and othcr rchabilitation facilities arc pertinent in cnsuring paticnts receive thc best, most cost-effective treatment available. 

Sincc CMS sccms to havc comc to these proposcd changes without clinical or financial justification, I would strongly cncouragc the CMS to consider the 
rccornmendations of thosc professionals that are taskcd with overseeing the day-to-day hcalth care needs of thcir paticnts. I respectfully rcqucst that you withdraw 
thc pmposcd changcs related to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility. 

Sinccrcly, 

Gayc Bcckman, MEd, ATC 
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Submitter : Dr. Megan Way Date: 08/27/2007 

Organization : ASA 

Category : Physician 

Issue AreasIComments 

GENERAL 

GENERAL 

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

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

Dcar Ms. Nowalk: 

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

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

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

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

Thank you for your consideration of this serious matter. 

Mcgan Way, MD 
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Submitter : Dr. Sandra Wilcox 

Organization : UCSD 

Category : Physician 

Issue Areas/Comments 

Date: 08/27/2007 

GENERAL 

GENERAL 
Leslic V. Norwalk. Esq. 
Acting Adm~nistralor 
Ccntcn for Mcdicarc and Medicaid Scrvices 
Attcnt~on: CMS-1385-P 
P.O. Box 8018 
Baltimorc, MD 21244-8018 

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

Dcar Ms. Norwalk: 

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

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

In an cffon to rcctify this untcnablc situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 perccnt work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undc~aluation of anesthcsia scrviccs. I am pleased that the Agency accepted this recommendation in ~ts proposed mlc, and I suppon full implementation of the 
RUC s recommendat~on. 

To cnsurc that our patients have access to expen ancsthesiology medical care, it IS imperative that CMS follow through with thc proposal in the Fedcral Rcgister 
by fully and immediately implementing the ancsthesia conversion factor incrcase as rccommendcd by the RUC. 

Thank you for your considcration of this scrious mattcr. 

Rcspcctfully. 
Sandra L. Wilcox M.D., MPH 
Clinical Professor 
Dcpt. of Ancsthcsiology 
UC San Dicgo 
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Submitter : Miss. Tammi Sheppard 

Organization : Miss. Tammi Sheppard 

Category : Other Health Care Professional 

Issue AreaslComments 

GENERAL 

Date: 08/27/2007 

GENERAL 

Dcar Sir or Madam: 

I am a ccrtificd athlctic traincr who is now ancnding physical therapy school at the University of St. Augustine for Health Sciences. 

I am wriring today to voicc my opposition to the therapy standards and requirements in regards to thc stafingprovisions for rehabilitation in hospitals and 
facilities proposcd in 1385-P. 

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

As an athlctic trainer, 1 am qualified to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My education. 
clinical cxpcrience, and national certification cxam ensure that my patients receive quality health care. State law and hospital rnedieal professionals have deemed 
mc qualified to pcrform rhcsc scrviccs and these proposed regulations attempt to circumvent thosc standards. 

Thc lack of acccss and workforce shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to bc 
concerned w~th thc hcalth of Americans, especially those in rural areas, to further restrict their ability to receivc those services. The flexible current standards of 
staffing in hospitals and othcr rehabilitation facilities are pertincnt in ensuring patients receive the best, most cost-effective treatment available. 

Sincc CMS sccms to havc comc to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the 
rccommendations of those profcssionals that are tasked with overswing the day-to-day health care needs of their patients. I respectfully request that you withdraw 
tllc proposcd changcs rclatcd to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility. 

Sinccrcly, 
Tammi Shcppard. ATC 
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Submitter : Mrs. Nicole Henneke 

Organization : Corpus Christi Independent School District 

Category : Other Health Care Professional 

Issue AreaslComments 

Date: 08/27/2007 

GENERAL 

GENERAL 

Dcar Sir or Madam: 
I am a nationally certified and Texas State licensed Athletic Traincr working in Corpus Christi, Texas. I graduated with honors from Texas State University in 
San Marcos, Tcxas where I majored in Athletic Training, and received my teaching certificate. I currently practice at Richard King High School in Corpus Christi. 

I am writing today to voice my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and 
facilities proposed in 1385-P. 
While I am concerned that these proposed changes to the hospital Conditions of Participation have not received the pmperand usual vetting. I am more concerned 
that thesc proposed rules will create additional lack of access to quality health care for my patients. 
As an athletic trainer, I am qualified to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My education, 
clinical experience, and national certification exam ensure that my patients receive quality health care. State law and hospital medical professionals have decmed 
mc qualificd to perform these services and these proposed rcgulations attempt to cireumveat those standards. 
The lack of access and workforceshortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be 
concerned with the health of Americans, especially those in rural are&, to further restrict their ability to rcceive tbosc services. The flexible currcnt standards of 
stafing in hospitals and othcr rehabilitation facilities are pertinent in ensuring patients receive the best, most cost-effective treatment available. 
Sincc CMS scems to havc come to these proposed changes without clinid) or financial justification, I would strongly encourage the CMS to eonsider the 
rccommcndations of thosc professionals that are tasked with ovcrseeing the day-today hcalth care needs of their patients. I respectfully request that you withdraw 
thc proposed changes related to hospitals, rural clinics. and any Medicare Part A or B hospital or rehabilitation facility. 
Sinccrcly. 
Nicolc Hcnnekc. ATC, LAT 
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Submitter : Mr. Paul Manwaring Date: 08/27/2007 
Organization : Central Connecticut State University 

Category : Other Health Care Professional 

Issue AreasIComments 

GENERAL 

GENERAL 
Dear Sir or Madam: 

My name is Paul Manwaring and I am a Certified Athletie Trainer at Central Connecticut Statc University. I am licensed as an athletic trainer by the statc of 
Connecticut. I have over ten ycars of cxperiencc and 6 years of higher education. It amazes me hat with my education and experience. CMS continues to 
disrcgard and disrespect thc qualifications of the Certified Athlctic Trainer. 

I am writing today to voicc my opposition to thc therapy standards and requirements In regards to the staffing provisions for rehabilitation in hospitals and 
facilities proposcd in 1385-P. 
Whilc I am concerned that these proposed changes to the hospital Conditions of Participation have not rcceived thc pmpcr and usual vetting, I am more concemcd 
that hcsc proposed rules will create additional lack of access to quality health care for my patients. 
As an athletic traincr. 1 am qualified to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My education. 
clinical cxpcricncc, and national certification exam ensure that my patients receive quality health care. State law and hospital medical professionals have decmed 
me qualified to perform thnc scrvices and these proposed regulations attempt to circumvent thosc standards. 
The lack of acccss and workforce shortage to fill thcrapy positions is widely known throughout the industry. It is irrcsponsible for CMS, which is supposcd to be 
conccmcd with the health of Amcricans, especially those in rural areas, to furlhcr restrict their ability to reccivc those services. The flexiblc current standards of 
staffing in hospitals and other rehabilitation facilities are pertinent in cnsuring patients rcccive the best, most costcffcctive treament available. 
Sincc CMS secms to have comc to thcsc proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the 
rccommcndations ofthosc professionals that are tasked with overseeing thc day-to-day health care necds of their patients. 1 respectfully requcst that you withdraw 
thc proposcd changcs related to hospitals, rural clinics, and any Medicarc Part A or B hospital or rehabilitation facility. 
Sinccrcly. 
Paul Manwaring, ATCILAT (andlor other crcdentials) 
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Submitter : Chad Edminsten 

Organization : OSSO 

Category : Other Health Care Professional 

Issue AreasIComments 

Date: 08/27/2007 

GENERAL 

GENERAL 

Dcar Sir or Madam: 

My namc is Chad Edminsten. I am a Certified Athletic Trainer in the Clinic/ High School setting in Oklahoma City. I havc a Masters Degree fmm the 
University of Oklahoma and 9 ycars cxpericncc in my field. I have worked 3 years at the college level and 6 at the high school level. 

I am writing today to voicc my opposition to the thcrapy standards and requirements in regards to the staff~ng provisions for rehabilitation in hospitals and 
facilities proposed in 1385-P. 

While I am concemcd that these pmposed changes to the hospital Conditions of Paticipation havc not received the proper and usual vetting, I am more concemcd 
that thesc proposed rulcs will creatc additional lack of access to quality health care for my patients. 

As an athletic traincr, I am qualified to perform physical medicine and rehabilitation services, which you know is not the same as physical thcrapy. My education, 
clinical cxpcrience, and national certification exam ensure that my ptients receive quality health carc. State law and hospital medical professionals have deemed 
mc qualified to perform these scrvices and these proposed regulations attempt to circumvent those standards. 

Thc lack of access and workforce shonagc to 811 therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be 
concemcd with thc health of Americans, especially those in rural areas, to further restrict their ability to rcceive those servtees. The flexible cument standards of 
stamng in hospitals and othcr rehabilitation facilities are pertinent in ensuring paticnts receive the beet, most cost-effective treatment available. 

Sincc CMS sccnls to havc come to these proposcd changes without clinical or financial justification, I would strongly encourage the CMS to consider the 
rccommcndations of those pmfcssionals that are tasked with overseeing the day-to-day health carc needs of their patients. I respectfully request that you withdraw 
thc proposcd changes related to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility. 

Sinccrcly, 

Chad Edminstcn. MHR, ATC, LAT 
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Submitter : Mr. John Parsons 

Organization : AT Still University 

Category : Other Health Care Professional 

Issue Areas/Commenh 

GENERAL 

GENERAL 

Dcar Sir or Madam: 

Date: 08/27/2007 

My namc is John Parsons. I'm a certified athletic miner with 13 years of cxpcrience. I'm cumently a professor of interdisciplinary health sciencesat A.T. Still 
University in Mcsa. Ar~zona. 

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

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

As an athletic traincr, I am qualified to pcrform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My education, 
clinical experience, and national ccrtification exam ensure that my patients receive quality health care. State law and hospital mcdical professionals have dcemed 
me qualificd to pcrform these scrviccs and thesc proposed regulations attempt to circumvent those standards. 

The lack of access and workforec shortnge to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposcd to bc 
conccrncd with thc health of Americans. especially thosc in rural areas, to further reshiet their ability to reccive thoscscrviecs. The flexible current standards of 
staffing In hospitals and other rehabilitation facilities arc pertinent in ensuring patients reccive the bcst, most cost-effective treatment available. 

Sincc CMS seems to havc eomc to these proposed changes without clinical or financial justification. I would strongly encourage the CMS to consider the 
rccommendations of thosc professionals that arc tasked with overseeing the day-to-day health care needs of their patients. I respectfully request that you withdraw 
the proposed changes relatcd to hospitals, rural clinics, and any Medicare Part A or I3 hospital or rehabilitation facility. 

Sincerely. 

John T. Parsons. MS. ATC, ATIL 
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Submitter : Dr. Deidre Leaver-Duon 

Organization : The University of Alabama 

Category : Other Health Care Professional 

lssue AreasIComments 

GENERAL 

Date: 08/27/2007 

GENERAL 

Dear Sir or Madam: 

I am a Ccrtificd Athlctic Traincr (ATC) and thc Dircctw of thc Athletic Training Education Program at Thc University of Alabama. I have practiced clinically as 
an ATC for 18 ycars in thc collcgiatc and high school settings. I havc also worked as an ATC in both hospital-based and private outpatient physical therapy 
clinics. 

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

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

As an athlctic trainer. I am qualificd to perform physical medicinc and rchabilitation services, which you know is not the same as physical thcrapy. My cducation, 
clinical cxpcricncc, and national certification exam ensure that my paticnts receivc quality health care. State law and hospital medical professionals have deemed 
mc qualificd to pcrform thcse scrvices and thcse proposcd regulations attcmpt to circumvent those standards. 

Thc lack of acccss and workforcc shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to bc 
conccrncd with thc health of Americans, especially chose in rural areas, to further resnict their ability to reccive those scrvices. The flcxiblc currcnl standards of 
staffing in hospitals and othcr rchabilitation facilities are pertinent in ensuring patients receivc the best, most cost-effective treatment available. 

Sincc CMS sccms to have come to these proposed changes without clinical or financial justification, l would stmngly encourage the CMS to consider the 
rcco~mncndations of those professionals that arc tasked with ovcrsecing thc day-to-day health care needs of their patients. I respectfully request that you withdraw 
rhc proposed changes related to hospitals, mral clinics, and any Medicare Part A or B hospital or rehabilitation facility. 

Sinccrcly, 

Dcidrc Lcavcr-Dunn. PhD, LAT. ATC 

Page 392 of 1128 

( 

August 29 2007 08:49 AM 



Submitter : Mr. Brian Mullins 

Organization : Mr. Brian Mullios 

Date: 08/27/2007 

Category : Other Health Care Professional 

lssue Areas/Comments 

GENERAL 

GENERAL 

Dcar Sir or Madam: 

I am an outrcach coordinator for a small Orthopedic Clinic in Amarillo, Te~as .  My pprimary job is to provide care for coaches and athletes in the panhandle of 
Tcxas. I am responsible for 47 schools in the area. None of the schools outside of Amarillo, Texas havc the ability to hire an Athletic Trainer of their own so 
thcy usc our servicc. 
I am writing today to voice my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and 
facilities proposcd in 1385-P. 

Whilc I am conccrned that these proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting. I am more concerned 
that thcsc proposcd mlcs will crcate additional lack of acecs to quality health care for my patients. 

As an athlctic traincr, 1 am qualified to perfwm physical medicine and rehabilitation senrices, which you know is not the same as physical therapy. My education, 
clinical cxpcricncc, and national ccnification exam cnsurc that my patients receive quality health care. Statc law and hospital medical professionals have decmed 
nlc qualificd to pcrform thcsc serviccs and thcse proposcd regulations attcmpt to circumvent those standards. 

Tllc lack of acccss and workforcc shortage to fill therapy positions is widely known throughout the industry. h is irresponsible for CMS, which is supposed to bc 
conccrncd with thc hcalth of Americans, especially those in mral areas, to furher restriet their ability to raeivc thox services. Thc flexible current standards of 
staffing in hospitals and othcr rchabilitation facilities are pertinent in cnsuring patients receive the best, most cost-effective treatment available. 

Sincc CMS secrns to have come to these proposed changes without clinical or financial justification, 1 would strongly encourage the CMS to consider the 
rccommcndations of thosc professionals that are taskcd with ovcrsecing the day-to-day health care needs of their patients. I respectfully requcst that you withdraw 
thc proposed changcs related to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility. 

Sinccrcly, 
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Submitter : Dr. Thomas May 

Organization : Dr. Thomas May 

Category : Physician 

Issue AreasIComments 

GENERAL 

GENERAL 

Date: 08/27/2007 

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

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

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

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

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

Thank you for your consideration of this serious matter. 

Sinccrely. 
Thomas J. May, D . 0  
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Submitter : Ms. Jenna Street 

Organization : University of Wisconsin 

Category : Other Health Care Professional 

Issue AreaslComments 

Date: 08/27/2007 

GENERAL 

GENERAL 

Dcar Sir or Madam: 

I am a ccrtificd, liccnscd athlctic traincr currently in my second and final year of earning my Master's Degree in Higher Education Adminiswtion. 

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

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

As an athletic trainer, I am qualified to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My education, 
clinical cxpcriencc, and national certification exam cnsure that my patients receive quality hcalth care. Statc law and hospital medical professionals have deemed 
mc qualified to pcrform these scrvices and thcse proposed rcgulations anernpt to circumvent those standards. 

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

Sincc CMS sccms to have come to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the 
rccomlncndations of those professionals that are tasked with overseeing the day-today health care necds of their patients. 1 respectfully request that you withdraw 
thc proposed changcs relatcd to hospitals, mral clinics, and any Medicare Pan A or B hospital or rehabilitation facility. 

Jenna Strcet, ATC, LAT 
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Submitter : Mr. Richard Esche ATC 

Organization : Holy Family University 

Category : Other Health Care Professiomal 
Issue Areas/Comments 

Date: 08/27/2007 

GENERAL 

GENERAL 

Dcar Sir or Madam: 

My namc is Richard Eschc and 1 am the Assitant Athletic Trainer at Holy Family University in Philadelphia.PA. 1 havc my Bachelor's of Sciencc degrcc in 
Athlctic Training. I am writing today to voice my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in 
hospitals and facilitics proposed in 1385-P. 

Whilc I am concerned that these proposed changes to the hospital Conditions of Participation have not rcceived the proper and usual vetting, I am more concerned 
that thcsc proposed mlcs will create additional lack of acccss to quality health care for my paticnts. 

As an athletic traincr, I am qualified to perform physical mcdicinc and rehabilitation services, which you know IS not thc same as physical therapy. My education, 
clinical cxpcncncc, and national ccrtification exam ensurc that my patients receive quality hcalth care. State law and hospital medical professionals have decmcd 
mc qualified to pcrfom thesc serviccs and thcsc proposed rcgulations attempt to circumvent those standards. 

Thc lack o f  acccss and workforce shortagc to fill therapy positions is widcly known throughout the industry. It is irresponsible for CMS, which is supposed to bc 
conccmcd with thc hcalth of Amertcans. especially thosc in rural areas, to furthcr reshict their ability to reccive those services. The flexible currcnt standards of 
staffing in hospitals and othcr rehabilitation facilitics are pertinent in cnsuring patien& receive the best, most cost-effective aeahncnt available. 

S~ncc CMS sccms to havc comc to thcsc proposed changes without clinical or financial justification, I would strongly cncouragc the CMS to consider thc 
rccommcndations ofthosc profcssionals that arc taskcd with overseeing the day to day health care needs oftheir patients. I respectfully rcquest that you withdraw 
thc proposcd changcs rclatcd to hospitals, rural clinics, and any Medicarc Part A or B hospital or rehabilitation facility. 

Richard Eschc, ATC 
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Submitter : Mr. Scott Tauferner 

Organization : Mr. Scott Tauferner 

Category : Individual 

Issue Areas/Comments 

Date: 08/27/2007 

Background 

Background 

Dcar Sir or Madam: 

My namc is Scon Tauferner and I a licensed athletic miner currently attending graduate school for physical therapy. For two years after graduating with my degrec 
in athletic mining I worked in the outpatient rehabilitation sening as well as taking carc of hundreds of high school students as their athlctic hainer. Aftcr being 
coinplctcly under utilizcd in the clinic scning for all of the two years I decided to take a differcnt hack and return to school for physical therapy. 

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

Wliilc I am conccmcd that thcsc proposed changes to the hospital Conditions of Participation havc not rcccived the propcr and usual vcning, I am morc conccmcd 
that thcsc proposed rules will crcatc additional lack ofaccess to quality health carc for my paticnts. 

As an athletic trainer, I am qualificd to pcrform physical mcdicinc and rehabilitation services, which you know is not thc same as physical therapy. My education, 
clinical cxpcricncc, and national certification cxam cnsurc that my paticnts rcccive quality hcalth carc. State law and hospital medical professionals havc decmcd 
nlc qualificd to pcrform thcsc scrvices and thcsc proposed regulations attempt to circumvent those standards. 

Thc lack of acccss and workbrcc shortage to fill thcrapy positions is widely known thmughout the industry. It is irresponsible for CMS, which is supposed to bc 
conccmcd with thc hcalth of Amcricans. especially thosc in rural areas. to fkther reshict their ability to receive thosc services. The flexible current standards of 
staffing in hospitals and othcr rchabilitation facilities are penincnt in ensuring patients receive the best, most cost-effective treatment availablc. 

Sincc CMS sccms to havc come to these proposed changcs without clinieal or financial justification, 1 would strongly encourage the CMS to consider the 
rccommendations of thosc professionals that are tasked with overseeing the day-today health care needs of their patients. 1 respectfully request that you withdraw 
thc proposed changes related to hospitals, rural clinics, and any Mcd~carc Part A or B hospital or rehabilitation facility. 

Scott P Taufemn, ATC, LAT 
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Submitter : Mr. William McDonald 

Organization : University of Alabama 

Category : Other Health Care Provider 

Issue AreasICommen ts 

Date: 08/27/2007 

GENERAL 

GENERAL 

Plcasc do not allow for reduction in allicd hcalth care professionals 
such as Ccnificd Arhlctic Trainers. these professionals are highly qualified individuals that can provide appropriate care to injured individuals. 

Page 398 of 1 128 August 29 2007 08:49 AM 



Submitter : Mr. Tom Abdenour 

Organization : Golden State Warriors Baseketball Team 

Category : Other Health Care Professional 

Date: 08/27/2007 

Issue Areas/Comments 

GENERAL 

GENERAL 

Dear Sir or Madam: 

As the Head Athlet~c Trainer of the Golden State Warriors Basektball Team I am writing to oppose the rehabilitation provisions proposed in 1385-P. 1 am 
conccmed that these proposed changes did not receive thc usual and customary venting and I am concerned about the rules that could create an additional lack of 
acccss to quality care for spom medicine patients. 

As an athletic trainer for a professional basketball team, a portion of my responsibilities include participaiton in the rchabilitation of our players. It seems to me 
that I am qualified to work with highly skilled professional athletes but 1883-P may in some way preclude me from providing this care in a clinical facility 
should 1 opt to bc employed in that setting. Frankly this confuses me. 

I strongly encourage CMS to scrutinize the vetting process that was associated with this proposal. Additionally, I respectfully request that you withdraw the 
proposcd changcs related to hospitals, rural clinics, and any Medicare Part A or B hospital rehabilitation facility. 

Sinccrcly. 

Tom Abdcnour, ATC PES CES 
Hcad Athletic Traincr 
Goldcn State Warriors 
TEAbdcnourags-waniors.com 
5 101986-2268 
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Submitter : Mr. Michael Catterson 

Organization : Southwestern Oklahoma State University 

Category : Other Health Care Professional 

Issue AreasiComments 

Date: 08/27/2007 

Therapy Standards and 
Requirements 

Therapy Standards and Requirements 

Dcar Sir or Madam: 

My name is Michael Catterson. I am the Director for dK Athletic Training Education Program here at Southwestern Oklahoma State University. I have been 
working as a ccnified athletic miner for the past 8 years and now havc taken a role of educating future athletic trainers. 

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

Whilc I am concerned that these proposed changes to the hospital Conditions of Participation havc not received the proper and usual vetting, I am more concerned 
[hat thesc proposcd rules will create additional lack of acccss to quality health care for my patients. 

As an athletic trainer, I am qualified to perform physical medicine and rehabilitation services, which you know is not the same as physical thcrapy. My education, 
clinical cxpcricncc, and national certification exam ensure that my patients receive quality health care. State law and hospital medical professionals have decmcd 
Inc qualificd to pcrform thnc services and these proposed regulations attcmpt to circumvent those standards. 

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

Since CMS secms to have come lo these proposcd changes without clinical or financial justification, I would strongly encourage the CMS to consider the 
recommcndations of those professionals that are tasked with overseeing the day-today health care needs of their patients. I respectfully requcst that you withdraw 
the proposed changcs rclatcd to hospitals, rural clinics, and any Medicare Pan A or B hospital or rcbabilitation facility. 

Sinccrcly. 

Michacl Cancrson. MS. ATC, LAT 
Athlctic Training Education Program Director 
southwestern Oklahoma Statc University 
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Submitter : Dr. Matthew Comeau 

Organization : Arkansas State University 

Category : Other Health Care Professional 

Date: 08/27/2007 

Issue Areas/Comments 

GENERAL 

GENERAL 

Dcar Sir or Madam: 

I am currently employed in thc educational setting as I am the Rogram Director of the Athletic Training Education program (ATEP) at ASU. 1 am very much 
awarc of the stipulations made by othcr health care workers about the knowledge of certified athletic hainers in regards to providing services. Having taught in the 
ATEP at ASU for the last 9 years and having worked with the fl dept. on campus, I can assure you this concept ofa  lack of education is far from reality. Are 
students are very capable. All will have approximately 1200 hours or more of clinical experience by the time they graduate. I have worked in the collegiate 
seting, the high school setting. and at a physical therapy clinic prior to my current position. I have worked with some very competent therapists, but I have also 
worked with some who were lacking skills and just baause they wcre a physical therapist, they were supposed to be better than I war at rehabilitation. Once 
again, I can assurc you that this is a misconception. 

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

Whilc I am conccmcd that thcsc proposed changes to the hospital Conditions of Participation have not rece~ved thc proper and usual vetting, I am more conccrncd 
that thcsc pmposcd rules will creatc additional lack of acccss to quality health care for patients. 

As an athletic trainer. I am qualiticd to perform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My education, 
clinical cxperience, and national certification exam ensure that my patients receive quality health care. State law and hospital medical professionals have deemed 
rnc qualifcd to perform these services and these proposed regulations attempt to circumvent those standards. 

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

Sincc CMS seems to havc comc to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the 
rccommcndations of thosc profcssionals that are rasked with overseeing the day-today health care needs of their patients. I respeethlly request that you withdraw 
the proposed changes related to hospitals, rural clinics, and any Mcdieare Part A or B hospital or rehabilitation facility. 

Sinccrcly. 

Matthcw 1. Comcau, PhD, LAT, ATC, CSCS 
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Submitter : Mr. Brian Rmzak 

Organization : Fort Hays State University 

Category : Other Health Care Professional 

Issue AreaslComments 

GENERAL 

Date: 08/27/2007 

GENERAL 

Dcar Sir or Madam: 

My name is Brian Razak. I am an athletic miner employed by Fort Hays State University. I have been a certitiedathletic trainer through the National Athletic 
Traincfs Association Board of Cefiification for over 25 years. 

I am writing today to voicc my opposition to the therapy standards and requirements in rcgards to the staffing provisions for rehabilitation in hospitals and 
facilities proposcd in 1385-P. 
While I am conccmcd that thcse proposed changes to the hospital Conditions of Participation have not rcceived the proper and usual vening, I am more conccmcd 
that thcsc proposed rules will create additional lack of access to quality health care for my patients. 
As an athlctic traincr, I am qualificd to perform physical medicine and rehabilitation serviccs, which you know is not the same as physical therapy. My education, 
clinical cxpcricnce, and national certification cxarn ensure that my patients receive quality health care. State law and hospital medical professionals havc decmed 
Inc qualificd to perform thesc scrvices and these proposed regulations attempt to circumvent those standards. 
Thc lack of acccss and workfonc shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to bc 
concomcd with thc hcalth of Amcricans. especially those in rural arcas, to further restrict their ability to receive those services. The flexible current standards of 
staffing i n  hospitals and othcr rehabilitation facilities are pertinent in ensuring patients receive the best, most cost-effective uentrnent available. 
Sincc CMS scems to havc comc to these proposed changes without clinical or financial justification, 1 would strongly encourage the CMS to consider thc 
rccornmendations of those professionals that are taskcd with overseeing thc day-today health carc needs of their patients. I respectfully request that you withdraw 
thc proposed changes rclatcd to hospitals, rural clinics. and any Medicare Part A or B hospital or rehabilitation facility. 

Sinccrcly, 

Brian W. Razak. MS. LAT. ATC 
Fort Hays Statc Univcrsity 
Hays. Kansas 6760 1 
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Submitter : Miss. jenna musgrove 

Organization : Miss. jenna musgrove 

Category : Health Care Professional or Association 

Issue AreaslComments 

GENERAL 

Date: 08/27/2007 

GENERAL 

Dear Sir or Madam: 

BRIEF INTRO ABOUT SELF ie. Where you work, what you do, education, cenification, etc 

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

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

As an athletic trainer. I am qualificd to pcrform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My cducation, 
clinical expcricncc, and national ccltification exam cnsurc that my paticnts rcceive quality health care. Statc law and hospital medical professionals have deemcd 
me qualified to perform thcse serviccs and these proposed regulations attcmpt to circumvent thosc standards. 

Thc lack of access and workforcc shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to bc 
conccmed with the health of Americans, cspccially those in iwal areas, to further restrict their ability to receive thosc services. The flexible currcnt standards of 
stafing in hospitals and other rchabilitarion facilities are pertinent in cnsuring patients receive the best, most cost-effective treatment available. 

Since CMS secms to have come to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the 
rccommendations of thosc professionals hat  are tasked with overseeing the day-today health care needs of their patients. I respectfully request that you withdraw 
thc proposcd changes related to hospitals, rum1 clinies, and any Medicare Part A or B hospital or rehabilitation facility. 

Sinccrely, 

Jenna Musgrovc. ATC 
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Submitter : Ms. Devon Taylor 

Organization : National Athletic Trainers Ass. 

Date: 08/27/2007 

Category : Comprehensive Outpatient Rehabilitation Facility 

Issue AreasIComments 

Therapy Standards and 
Requirements 

Therapy Standards and Requirements 

I bclcive that athletic tralners are highly qualified to treat patients in a out paticnt clinic for rehabilitation services. Atheltic trainers trained to provide excellent 
rehabilitation services and all people should be able to benefit from their services. Our profession is always battling for recongnition and it should stop since we 
are hen: to stay and get stronger. 
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Submitter : Dr. Jamie Ramsay Date: 08127L2007 

Organization : ASA 

Category : Physician 

Issue Areas/Comments 

GENERAL 

GENERAL 

Lcslic V. Norwalk, Esq. 
Acting Administrator 
Ccntcrs for Mcdicarc and Medicaid Services 
Attention: CMS-1385-P 
P.O. Box 801 8 
Raltimorc, MD 21 244-801 8 

Rc: CMS-1385-P 

Ancsthcsia Coding (Part of 5-Year Rcview) 

Dcar Ms. Norwalk: 

I am writing to cxprcss my strongest support for the proposal to incrcax: anesthesia paymcnts undcr the 2008 Physician Fee Schedule. I am grateful that CMS has 
rccognizcd thc gross undcrvaluation of anesthesia services, and that the Agency is taking steps to address this complicated issue. 

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

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

To cnsurc that our patients have access to expert anesthesiology mcdical eare, it is impcrativc that CMS follow through with thc proposal in thc Fedcral Rcgister 
by fully and im~ncdiatcly implcmcnting thc ancsthcsia conversion factor incrcasc as rcwmmcnded by the RUC. 

Thank you for your consideration of this serious mattcr. 

Jamic Ramsay MD 
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Submitter : Ms. Kristin Raffa 

Organization : Roger Williams University 

Category : Other Health Care Professional 

Issue AreaslComments 

Date: 08/27/2007 

Therapy Standards and 
Requirements 

Therapy Standards and Requirements 

Dcar Sir or Madam: 

As a ccnified athletic trainer, I havc had the oppomnity to provide health care services to the physically active population for the past 13 years. I genuinely 
bclicvc in a multifaccted approach for efficient and effective health care. 

I am writing today to voicc my opposition to the thcrapy standards and requiremcnts in rcgards to thc staffing provisions for rehabilitation in hospitals and 
facilitics proposcd in 1385-P. 

Whilc I am conccrncd that thcsc proposed changcs to thc hospital Conditions of Participation have not received thc pmpcr and usual vcning, I am morc conccmcd 
that thcsc proposcd mlcs w~ll crcatc additional lack of acccss to quality hcalth care for my patients. 

As an athlctic trainer, I am qual~ficd to perform physical medicine and rchabilitation serviccs, which you know is not the samc as physical thcrapy. My education, 
clinical cxpcriencc, and national certification cxam ensure that my patients reccive quality hcalth care. State law and hospital medical professionals havc dccrncd 
mc qualified to pcrform thcse scrvices and thcse proposed regulations attempt to circumvent those staodards. 

Thc lack of acccss and workforce shortage to fill thcrapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposcd to bc 
conccrncd with thc hcalth of Americans, especially those in rural arcas, to furrher resnict their ability to receive those serviccs. Thc flcxible current standards of 
staffing in hospitals and other rehabilitation facilities are pertincnt in ensuring patients receivc the best, most cost-cffcctive treatment available. 

Sincc CMS sccms to havc comc to thcsc proposcd changcs without clinical or financial justification, I would strongly cncowage the CMS to considcr thc 
rccommcndations of thosc professionals that are tasked with ovcrsecing the day-to-day health care needs of their patients. I respectfully requcst that you withdraw 
thc pmposcd changcs rclatcd to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility. 

Sinccrcly. 

Kristin Raffa, ATC 
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Submitter : Dr. Stefan Montgomery 

Organization : Dr. Stefan Montgomery 

Category : Physician 

Issue AreasIComments 

Date: 0812712007 

Therapy Standards and 
Requirements 

Therapy Standards and Requirements 

Dear Sir or Madam: 

I am a practicing Family Practice and Sports Medicine Physician in Orangeburg, SC. I am also a certified Athletic Trainer. My patient population includes 54% of 
my practicc as Medicare benificiaries. 

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

While I am concerncd that these proposed changes to the hospital Conditions of Participation have not received the proper and usual ven~ng, I am more concerned 
that these proposed rulcs will crcatc additional lack of access to quality health care for my patients. 

Athlctic traincrs arc qualificd to perform physical medicincand rchabilitation scrviccs. which you know is not the same a. physical therapy. Their education. 
clinical cxpcricncc, and national ccrtification cxam ensurc that my paticnts reccivc quality health carc. State law and hospital medical professionals havc deemed 
them qualificd to pcrform thcsc scwiccs and thcx proposed rcgulations ancmpt to circumvent those standards. 

The lack of access and workforce shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to bc 
conccrncd with thc hcalth of Americans, especially thosc in rursl areas, to furthcr restrict their ability to rcceive those services. Thc flexible current standards of 
staffing in hospitals and othcr rehabilitation facilities arc pertinent in cnsuring patients wcive the best, most cost-effectivc eeatment available. 

S~ncc CMS secms to havc comc to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the 
rccommcndations of thosc professionals that are tasked with overseeing the day-to-day health care needs of their patients. I respectfully request that you 
withdraw the proposed changes rclatcd to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility. 

Sinccrcly, 

Stcfan Montgomery MD.ATC 
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Submitter : Joe Mullins 

Organization : Joe Mullins 

Category : Other Health Care Professional 

Issue AreaslComments 

GENERAL 

Date: 08/27/2007 

GENERAL 

Dear Sir or Madam: 

As an allied health professional, certified by the National Athletic Trainers Association, and employed in an outpatient sports medicinelrehabilitation facility I 
submit the following ... 

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

While I am conccrned that these proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting. I am more conccrned 
that thcse proposcd mlcs will create additional lack of acccss to quality health care for my patients. 

As an athlctic tmincr, I am qualified to pcrfom physical medicine and rehabilitation services, which you know is not the same as physical therapy. My education, 
clinical cxpcriencc, and national ccnification cxam cnsurc that my patients receivc quality health carc. State law and hospital medical professionals havc dccmcd . . . . 
mc qualified to pcrform thcsc scrvices and thesc proposed regulations attempt to circumvent thosc standards 

Thc lack ofaccess and workforce shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposed to be 
conccrncd with the hcalth of Americans, especially those in rural areas, to furthcr restrict their ability to receivc those serviccs. The flcxiblc current standards of 
staffing in hospitals and other rehabilitation facilities are pertinent in ensuring patients receive the best, most cost-effective treatment availablc. 

Sincc CMS scems to have comc to thcsc proposed changcs without clinical or financial justification, I would strongly encourage the CMS to considcr the 
rccommcndations of thosc professionals that are tasked with ovcnecing thc day-today hcalth carc needs of their paticnts. 1 rcspcctfully request that you withdraw 
thc proposcd changcs rclatcd to hospitals, rural clinics, and any Medicare Pan A or B hospital or rehabilitation facility. 

Sinccrcly. 

Joc Mullins, M. Ed., ATC 
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Submitter : Mr. Douglas Krohn Date: 08/27/2007 

Organization : Mr.  Douglas Krohn 

Category : Individual 

Issue Areas/Comments 

GENERAL 

GENERAL 

Dear Sir or Madam: 
My namc is Doug Krohn, I havc becn a Certified Athletic Trainer (ATC) for 22 years. I currently work out of the field, but have followed health care issues 
closely since leaving college. ATC shave continually increased their clinical and practical expertise in in many areas over the last 20 years, and their ability to 
provide quality cost-effective care is unsurpassed. 

I am writing today to voice my opposition to the therapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and 
facilities proposcd in 1385-P. 
Whilc I am concemed that thesc proposed changes to the hospital Conditions of Participation have not received the proper and usual vetting, I am morc concerned 
that thcse proposcd rulcs will creatc additional lack of access to quality health care for patients. 
As an athletic traincr, I am qualified to perform physical mcdicine and rehabilitation services, which you know is not the same as physical therapy. My education, 
clinical cxpcricncc. and national certification exam cnsure that my paticnts rcccivc quality health care. State law and hospital mcdical professionals have dccmed 
mc qualified to perform thne services and thesc proposed regulations attcmpt to eireumvent those standards. 
Thc lack of access and workforceshortagc to fill therapy positions is widcly known throughout the industry. It is irresponsible for CMS, which is supposed to be 
conccmcd with the health of Americans, especially those in rural areas, to further restrict their ability to receive those services. The flexible current standards of 
staffing in hospitals and other rehabilitation facilities are pertinent in ensuring patients receive the best, most cost-effective treatment available. 
Since CMS scems to have come to these proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider the 
recommendations of those professionals that are mkcd with overseeing the day-today health care needs of their patients. I respectfully request that you withdraw 
thc proposcd changes rclatcd to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility. 
Sincerely, 
Douglas Krohn, ATC 
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Submitter : Dr. Kevin King Date: 08/27/2007 

Organization : Dr. Kevin King 

Category : Physician 

Issue Areas/Comrnents 

GENERAL 

GENERAL 

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

Re: CMS- 1385-P 

Annthesia Coding (Pan of 5-Year Review) 

Dear Ms. Norwalk: 

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

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

[n an effort to rcctify this untenable situation, the RUC recommended that CMS incrcase the anesthesia conversion factor to offset a calculated 32 percent work 
undervaluation a move that would result in an increase of nearly N.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undervaluation of anesthesia scrvices. I am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the 
RLlC s recommendation. 

To cnsurc that our patients have access to expen anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Registcr 
by fully and immcdiatcly 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. Marc Kerminch Date: 08/27/2007 

Organization : Mr. Marc Kermisch 

Category : Individual 

Issue AreaslComments 

GENERAL 

GENERAL 

Thc Physician Work RW-CPT 77080 (DXA) 
Thc Dircct Practicc Expense R W  for 77080 @XA) 
lndircct Practicc Expcnsc for DXA and VFA 
Dcficit Reduction Act 

Dcar Mr. Wcems: 
I apprcciatc the opportunity to offer gcneral comments on thc proposed rule regarding changes to the Medicare physician fee schedule CMS-1385-P. 

As a providcr of DXA andior VFA services, I request CMS to reevaluate the following: 
a. Thc Physician Work R W  for 77080 (DXA) should bc increased fmm0.2 to 0.5, consistent with thc most comprchensivc survey dataavailablc; 
b. Thc Direct Practicc Expensc R W  for 77080 (DXA) should reflcct thc following adjustments: 
'? thc cquipmcnt type for DXA should be changed from pencil beam to fan beam with a corresponding increase in cquipmcnt cost from $41,000 to 585,000; 
? thc utilization ratc for preventive health services involving equipment dcsigned to diagnose and hpat a single disease or a preventive health service should bc 
calculated in a diffcrcnt manncr than other utilization rates soas to rcflcct the actual utilization of that service. In the casc of DXA and WA,  thc 50% utilization 
ratc should bc changed to rcflcct the utilization ratc for DXA to 12%. 
c. Thc inputs uscd to derive Indirect Practice Expense for DXA and VFA should be made available to the general public, and 
d. DXA (77080) should not be considcrcd an imaging service within thc meaning of the section 5012 (b) of the Deficit Reduction Act of 2W)5 bccausc the 
diagnosis and trcauncnt of osteoporosis is bascd on a scorc and not an image. 
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Submitter : Dr. Richard Steenland Date: 08/27/2007 

Organization : American Society of Anesthesiology 

Category : Physician 

Issue Areas/Comments 

GENERAL 

GENERAL 

August 27,2007 

Lcslic V. Nonvalk. Esq. 
Acting Administrator 
Ccntcrs for Mcdicarc and Medicaid Serviccs 
Attcntion: CMS-1385-P 
P.O. Box 801 8 
Baltimore, MD 21 244-801 8 

Rc: CMS-1385-P 

Ancsthcsia Coding (Part of 5-Ycar Rcvicw) 

Dcar Ms. Nonvalk: 

I am writing to cxprcss my strongcst support for thc proposal to incrcase anesthesia payments under the 2008 Physician Fec Schedule. I am gratcful that CMS has 
rccognizcd thc gross undcrvaluation of ancsthcsia services, and that thc Agcncy is taking stcps to address this complicated issue. 

Whcn thc RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to 
othcr physician serviccs. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just 516.19 per unit. This 
amount does not cover the cost of caring for our nations seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
arcas with disproportionately high Medicare populations. 

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

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

In addition, some ancsthesiologists like myself, practicc the subspecialty of Cardiac anesthesiology which is 85% medicare and 5% no insurance. 
Correspondingly, my income is 39-40% less than the averagc anesthesiologist. I implore you to make this incrcase a priority to help dccrease the penalty for 
scrving the scnior population. 

Thank you for your consideration of this serious matter. 

Sinccrcly, 

Richard H. Stccnland 

August 29 2007 08:49 A M  



Submitter : Dr. Kerryn Rock Date: 08/27/3007 

Organization : ASA 

Category : Physician 

Issue Areas/Comments 

GENERAL 

GENERAL 

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

Re: CMS-1385-P 

Anesthcsia Coding (Palt of 5-Year Rcvicw) 

Dear Ms. Nonvalk: 

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

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

In an effort to rectify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undervaluation of anesthesia services. I am pleased that the Agcncy accepted this recommendation in its proposed rule, and I suppolt full implementation of the 
RUC s recommendation. . . 
To ensurc that our patients have access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register 
by fully and immediately implementing the anesthesia conversion factor increase as recommended by the RUC. 

Thank you for your consideration of this serious matter. 

August 29 2007 08:49 AM 



Submitter : Ms. Karen Eder 

Organization : James Madison University 

Category : Other Health Care Professional 

Issue Areas/Comments 

GENERAL 

Date: 08/27/2007 

GENERAL 

Dcar Sir or Madam: 

I am a graduate assistant athletic traincr working with the football team at Jamcs Madison University. 1 havc my B.S. in athletic training and 1 am working to 
obtain my MS in Kiniesology. 

I aln writing today to voicc my opposition to the thcrapy standards and requirements in regards to the staffing provisions for rehabilitation in hospitals and 
facilit~es proposed in 1385-P. 

While I am conccrned that thesc proposcd changcs to thc hospital Conditions of Participation have not receivcd the proper and usual vetting, 1 am more concerned 
that thcse proposed rulcs will crcate additional lack of acccss to quality health care for my patients. 

As an athlctic traincr. I am qualified to pcrform physical medicine and rehabilitation services, which you know is not the same as physical therapy. My education, 
cl~nlcal cxpcriencc, and national certification exam ensure that my patients receive quality health care. State law and hospital medical professionals have dcemed 
me qualified to pcrform thcse services and these proposed regulations attempt to circumvent those standards. 

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

Since CMS scems to havc come to thesc proposed changes without clinical or finaneial justification. I would strongly encourage the CMS to consider the 
rccommendations of those professionals that are tasked with overseeing the day-today health care needs of their patients. I respectfully request that you withdraw 
the proposed changes related to hospitals, rural clinics, and any Mediearc Part A or B hospital or rehabilitation facility. 

Sincerely, 

Karen Eder, ATC 

August 29 2007 08:49 AM 



Submitter : Date: 08/27/2007 

Organization : 

Category : Physician 

Issue Areas/Comments 

GENERAL 

GENERAL 

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

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

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

To cnsurc that our patients have acccss to cxpen anesthcsiology medical care, it is imperative that CMS follow through with the proposal in the Federal Rcgistcr 
by fully and i~nmcdiatcly implementing the anesthesia conversion factor increase as recommended by the RUC. 

August 29 2007 08:49 AM 



Submitter : Dr. Kevin Kogut Date: 08127l2007 

Organization : Dr. Kevin Kogut 

Category : Physician 

Issue AreaslComments 

GENERAL 

GENERAL 

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

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

Dcar Ms. Nonvalk: 

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

Whcn thc RBRVS was instituted, it crcated a hugc payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work comparcd to 
other physician scrvices. Today, more than a decade since the RBRVS took effcct, Medicare payment for anesthesia services stands at just $16.1 9 per unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are king forced away from 
arcas with disproportionately high Medicare populations. 

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

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

Thank you for your considcration of this scrious matter. 

Sinccrcly. 
Kcvln T. Kogut. MD 

August 29 2007 08:49 AM 



Submitter : Dr. AKMA;L WAHlD  

Organization : Dr. AKMA;L W A H l D  

Category : Physician 

Issue AreasIComments 

Date: 0812712tiO7 

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 1244-801 8 

Rc: CMS-1385-P 

Ancsthesia Coding (Part of 5-Year Review) 

Dcar Ms. Nonvalk: 

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

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

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

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

Thank you for your considcration of this serious matter. 

August 29 2007 08:49 AM 



Submitter : Dr. Paul Awa Date: 08/27/2007 

Organization : Crystal River anesthesia asociates 

Category : Physician 

Issue Areas/Comments 

GENERAL 

GENERAL 

Please consider this reimbursement schedule crucial to our anesthesia group. We are in Florida with a 80% medicare population and are subsidized by the 
hospital but that cannot be continued forever. All of ow costs go up and we are abiding by the medicare fee schedule. Thank you for reading this letter. Paul 
Awa MD 

August 29 2007 08:49 AM 



Submitter : Dr. Brian Fordham Date: 08/27/2007 

Organization : Dr. Brian Fordham 

Category : Physician 

lssue AreaslComments 

Resource-Based PE RVUs 

Resource-Based PE R W s  

Dcar Ms. Nonvalk: 

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

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

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

To cnsurc that our paticnts have access to expert ancsthcsiology medical cam, it is imperative that CMS follow through with the proposal in the Fcderal Registcr 
by fully and immcdiatcly implementing the anesthesia conversion factor increase as recommended by the RUC. 

Thank you for your consideration of this serious matter. 

August 29 2007 08:49 AM 



Submitter : Dr. Ronald Stevens 

Organization : Green Country Anesthesiology Associates, PC 

Date: 08/27/2007 

Category : Physician 

Issue Areas/Comments 

GENERAL 

GENERAL 

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

Rc: CMS-1385-P 

Ancsthcsia Coding (Part of 5-Ycar Review) 

Dcar Ms. Norwalk: 

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

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

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

To cnsurc that our patients have acccss to cxpen anesthesiology medical carc. it is imperative that CMS follow through with thc proposal in the Federal Register 
by fully and immediately implementing the anesthesia conversion factor incrcasc as rccommcnded by thc RUC. 

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

Organization : Holston Anesthesia Associates 

Category : Physician 

Issue AreaslComments 

GENERAL 

GENERAL 

Lcslic V. Nonvalk, Esq. 
Acting Administrator 
Ccntcrs for Medicare and Mcdicaid Scrviccs 
Attention: CMS- 1385-P 
P.O. Box 801 8 
Baltimorc, MD 2 1244-8018 

Rc: CMS-1385-P 

Ancsthcsia Coding (Part of 5-Ycar Rcvicw) 

Dcar Ms. Nonvalk: 

I am writing lo cxprcss my strongcst support for thc proposal to incrcase ancsthcsia paymcnts undcr the 2008 Physician FCC Schcdulc. I am gratcful that CMS has 
rccognizcd thc gross undervaluation of ancsthesia scrvices, and that thc Agcncy is taking steps to address this complicated issuc. 

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

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

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

Thank you for your consideration of this serious matter. 
Jcffrcy S. Wcathcrall, M.D. 
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Submitter : Ms. Tiffany Rousseau Date: 08/27/2007 

Organization : Ms. Tiffany Rousseau 

Category : Individual 

Issue Areas/Comments 

GENERAL 

GENERAL 

Dear Sir or Madam: 

My namc is Tiffany Rousseau and I am a student at the University of Alabama's Athletic Training Education Program. I am writing today to voice my opposition 
to the 
thctapy standards and requirements in regards to the staffing 
provisions for rchabilitation in hospitals and facilities proposcd in 
1385-P. 

While I am conccrncd that thcsc proposcd changcs to thc hospital 
Conditions of Participation havc not receivcd the proper and usual 
vetting, I am more conccrncd that thcsc proposed rules will crcatc 
additional lack of acccss to quality health carc for my paticnts. 

As an athlctic training studcnt, I will soon be qualificd to perform physical mcdicinc and 
rchabilitation scrviccs, which you know is not the same as physical 
thctapy. My education, clinical cxpcriencc, and national certification 
exam will cnsure that my paticnts receive quality health care. State law 
and hospital medical profcssionals will have deemcd me qualified to perform 
thcsc scrvices and thcsc proposed regulations attempt to circumvent 
thosc standards. 

Thc lack of acccss and workforce shonage to till thetapy positions is 
widely known throughout the industry. It is ittcsponsiblc for CMS, 
which is supposed to be conccrned with the health of Americans, 
cspccially thosc in rural arcas, to furthcr rcsmict thcir ability to 
rcccivc thosc scrviccs. The flcxiblc current standards of stafing in 
hospitals and other rehabilitation facilities arc pcrtincnt in ensuring 
paticnts rcccivc the best, most cost-effcctivc mcatmcnt available. 

Sincc CMS sccms to havc come to thcsc proposed changes without clinical 
or financial justification, I would strongly cncoutage the CMS to 
consider ~ h c  rccommcndations of those profcssionals that arc tasked 
with ovcrsccing the day to day hcalth carc needs of thcir patients. I 
rcspcctfully rcqucst that you withdraw the proposed changes related to 
hospitals, rural clinics, and any Medicarc Pan A or B hospital or 
rchabilitat~on facility. 

Sincerely. 

Tiffany Rousscau, ATS Thc University of Alabama 
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Submitter : Dr. Doug McEwen Date: o~n7noo7 

Organization : Dr. Doug McEwen 

Category : Physician 

Issue AreasICommenb 

GENERAL 

GENERAL 

Lcslic V. Nonvalk, Esq. 
Acting Administrator 
Ccntcrs for Medicare and Mcdicaid Scrviccs 
Attention: CMS-1385-P 
P.O. Box 801 8 
Baltimore. MD 2 1244-801 8 

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

Dcar Ms. Nonvalk: 

I am writing to cxprcss my shongcst support for the proposal to increasc anesthesia payments under the 2008 Physician Fee Schedule. I am gratcful that CMS has 
rccognizcd thc gross undcrvaluation of ancsthcsia serviccs. and that thc Agency is taking steps to addrcss this complicated issue. 

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

In an cffort to rcctify this untenable situation, the RUC recommcnded that CMS increase the anesthesia convcrsion factor to offset a calculated 32 percent work 
undervaluation a move that would result in an increase of nearly 64.00 per anesthesia unit and serve as a major step fonvard in correcting the long-standing 
undcrvaluation of ancsthcsia serviccs. 1 am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the 
RUC s recommendation. 

To cnsurc that our patients havc acccss to expcrt anesthesiology medical carc, it is impcrativc that CMS follow through with the proposal in the Federal Register 
by fully and immcdiatcly implcmcnting the anesthcsia convcrsion factor increasc as recommended by the RUC. 

Thank you for your considcration of this serious matter. 

Doug McEwcn MD 
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Submitter : Mr. Richard Bingham 

Organization : College of Southern Idaho 

Category : Health Care Professional or Association 

lssue AreasIComments 

GENERAL 

Date: 08127t2007 

GENERAL 

Dear Sir or Madam: 

I currently work for the College of Southern Idaho, as the certified athletic trainer for this community eollege. I have worked here for a few years, but now many 
other athlctic trainers who work for hospital and elinics. 

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

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

As an athlctic traincr, I am qualified to perform physical medicine and rehabilitation services, which you know is not the samc as physical therapy. My cducation, 
clinical cxpcricncc, and national certification exam ensure that my patients receive quality health care. Statc law and hospital medical professionals have dcemed 
mc qualiticd to pcrform thcse scrviccs and these proposcd regulations attcmpt to circumvent thosc standards. 

Thc lack of acccss and workforcc shortage to fill therapy positions is widely known throughout the industry. It is irresponsible for CMS, which is supposcd to bc 
conccrncd with thc hcalth of Amcricans, especially those in rural areas, to further restrict their ability to receive thosc services. The flexiblc current standards of 
staffing in hospitals and othcr rehabilitation facilities arc pertinent in ensuring patients receive the best, most cost-effective heatment available. 

Sincc CMS sccms to havc come to thcsc proposed changes without clinical or financial justification, I would strongly encourage the CMS to consider thc 
rccommcndations of those professionals that are tasked with overseeing the day-today health care needs of their patients. I respecthlly request that you withdraw 
the proposed changes rclated to hospitals, rural clinics, and any Medicare Part A or B hospital or rehabilitation facility. 

Sinccrcly. 

Richard A Bingham, MS. ATC (andlor other credentials) 
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Submitter : Mr. Mark Dutton 

Organization : Kitsap Physical Therapy - Belfair 

Category : Physical Therapist 

Issue AreasJComments 

Physician Self-Referral Provisions 

Date: 08/27/2007 

Physician Self-Referral Provisions 

I own a small private physical therapy practiee in Belfair, WA. In the last 2 years, 10 of our I2 local orthopedic surgeons have formed 2 different self contained 
praetices whieh provide their own physical therapy services. These practices are located in Silverdale, WA which is 30 miles from my practice. 

They have all bcen loyal referral sources in the past and there have been no instances for them to stop referring. Since they have opened I frequently get patients 
who cnd up coming to therapy herc despitc the urgings of the surgeon to go to the practice that they own. Having to drive so far puts a great smin on the patient 
both mcntally and financially. 

We have also seen a hand surgeon who rarely prescibed therapy for his hand patients until having his own clinic. Now he prescribes therapy regulalry as long as 
the patient gocs to his clinic. There has been an obvious ehange in his referral patterns soley due to the fact that he owns the clinic now. 

I urge you to consider including physical therapy as an ancillary service that should be includcd in the Stark Laws prohibiting physicians fmm referring to 
praetices that they own- - thereby generating profit on their own refenals. The abuse in terms of over prescribing is huge, it is real, and it needs to stop. 
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Submitter : Dr. john edwards 

Organization : osf st mary's hospital 

Category : Physician 

Issue AreasIComments 

GENERAL 

Date: 08/27/2007 

GENERAL 

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

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

Dcar Ms. Nonvalk: 

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

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

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

To cnsure that our paticnts have acccss to expert anesthesiology medical care, it is imperativc that CMS follow through with the proposal in the Fcdcral Register 
by fully and ~mmcdiatcly implcmenting the anesthesia conversion factor increase as recommended by the RUC. 

Thank you for your consideration of this serious matter. 

John N. Edwards, M.D. 
Chief of Anesthesia 
OSF St. Mary s Hospital 
Galesburg, lL 61 40 1 
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Submitter : Mrs. Janice lzlar Date: 08/27/2007 

Organization : Mrs. Janice Izlar 

Category : Other Health Care Professional 

Issue AreaslComments 

Background 

Background 

I write to support the Centers for Medieare & Medicaid Serviees (CMS) proposal to boost the value of anesthesia work by 32%. Under CMS's proposed rule 
Medicare would increase the anesthesia conversion factor (CF) by IS% in 2008 compared with current levels. If adopted, CMS' proposal would help to ensure the 
Celiified Registered Nurse Anesthetists, (CRNAs) as Medieare Part B providers can continue to provide Medicare beneficiaries with access to high quality 
anesthcsia serviccs. 
I have been a CRNA for over 30 years and can assure you this increase in Medicare payment is important. Without this proposed increase Medicare beneficiaries 
arc at risk of lack of availability of ancsthesia and othcr healthcarc services. Thc proposed rule reviews and adjust anesthesia services for 2008 which has not bccn 
donc likc in othcr Pan B providers' services. Finally, CMS' proposed change in the relative value of ancsthesia work would hclp to correct the value of ancsthcsia 
scrviccs which have long lagged behind inflationary adjustments. 
CRNAs adrninistcr ancsthesia in every setting requiring anesthesia scrvies providing some 27 million anesthetics in the U.S. annually. They are the predominant 
ancsthesia providcrs to rural and rncdically underserved America, thcrefore, Medicare patients and healthcare delivery in thc U.S. depend on our services. 
I support thc proposcd boost in the value of ancsthesia work by increasing Medicare paymcnt and assuring high quality anesthesia carc to the scnior citizens of 
Amcrica. 
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GENERAL 

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

Re: CMS-1385-P 

Ancsthesia Coding (Part of 5-Year Rcview) 

Dear Ms. Norwalk: 

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

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

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

To cnsurc that our paticnts have access to cxpert 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. 

Andrcw Bcrlin. MD 
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Lcslic V. Nonvalk, Esq. 
Acting Administrator 
Ccntcrs for Mcdicare and Mcdicaid Scrvices 
Attcntion: CMS-1385-P 
P.O. Box 80 18 
Balt~morc. MD 21244-8018 

Rc: CMS-1385-P 

Ancsthcsia Coding (Pan of 5-Year Rcview) 

Dcar Ms. Nonvalk: 

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

Whcn thc RBRVS was institutcd, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work comparcd to 
othcr physic~an serviccs. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just 516.19 per unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
arcas with disproportionately high Medicarc populations. 

In an effort to rectify this untenable situation, the RUC recommendcd that CMS increase the ancsthesia eonversion factor to offsct a calculated 32 percent work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undervaluation of anesthcsia serviccs. I am plcascd that the Agency accepted this recommendation in its proposed ~ l e ,  and I suppon full implementation of the 
RUC srecommendation. 

To ensure that our patients have access to expert anesthesiology mcdical care. it is imperative that CMS follow through with the proposal in the Federal Rcgistcr 
by fully and immediatcly implcmcnting the ancsthesia conversion factor increase as recommended by the RUC. 

Thank you for your consideration of this serious matter. 

Richard L. Applegatc, 11, MD 
Redlands. CA 
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