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Resource-Based PE RVUs 

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

Date: 07/09/2007 

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

1 Dear Ms. Norwalk: 

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

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

I 
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 plcased that the Agency accepted this recommendation in its proposed rule, and I support h l l  implementation of the 
RUC s recommendation. 

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

Thank you for your consideration of this serious matter. 

Yours Truly, 

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

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

Dear Ms. Norwalk: 

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

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

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

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

Thank you for your consideration of this serious matter. 

Michael Quast, M.D., M.B.A. 
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Physician Self-Referral Provisions 

Dear Committee Members, 

I am a radiologist in practice in Goldsboro, NC. I urge you to amend the in-office services loophole that currently exists in the self-referral policy. It has been 
shown by many investigators (the foremost being Dr. David C. Levin from Thomas Jefferson University), that physicians with a financial stake in a piece of 
imaging equipment will order studies at a rate at least 4 times that of physicians without a financial conflict of interest. In our own community we have recently 
had a proliferation of in-office CT and MR scanners (within ENT, urology, and orthopedic offices). It is our contention that scanners of much lower quallity are 
being installed in medical offices such as these for financial reasons only. All of these services are available on state-of-the-art CT scannen in our office (on the 
same road as most of the physician offices) and at the hospital (across the street). The new state-of-the-art MR facility is across the street from the doctors' 
offices as well. These services are available on a "walk-in" basis in our office at no additonal inconvenience to the patient. The complete diagnostic work-up is 
still accomplished on the same day as the doctors' office visit and on a much better CT unit with interpretations by on-site boardcertified radiologists. 

It is way past time to update the self-referral provisions. Congress certainly did not intend the in-office exception for sophistatied expensive specialist services 
such as computed tomography and MRI. Nonradiologists are using these machines as "passive income" to offset other reductions in reimbursement. High-end 
imaging is complex abd requires supervision by trained specialists (radiologists). There are quality assurance and quality control issues and radiation dose issues 
that can only bc properly addressed by radiologists. 

I am alarmed by what is currently occuring due to the loophole in the Stark legislation that permits in-office imaging and shameless, blatant self-referral. 
Medicare can save billions of dollars simply by closing this loophole. I urge you to close it now and not wait for next year. 

Sincerely, 
Kevin M. Cregan, M.D. 
Wayne Radiologists, P.A. 
2700 Medical Off~ce Place 
Goldsboro, NC 27534 
91 9-734-1 866 

CMS- 1385-P-28-Attach-1 .PDF 
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Practice Patterns of 
Radiologists and 
Nonradiologists in Utilization 
of Noninvasive Diagnostic 
Imaging among the Medicare 
Population 1993-1999' 

PURPOSE: To compare nationwide trends in noninvasive diagnostic imaging (NDI) 
practice patterns of radiologists and of nonradiologists among the Medicare pop- 
ulation during the 6 years from 1993 to 1999. 

MATERIALS AND METHODS: Medicare Part B claims files from 1993, 1996, and 
1999 were analyzed for all procedure codes related t o  NDI. NDI codes were 
classified into 22 diagnostic categories within seven imaging modality groups. For 
each NDI code, physicians performing the services were classified as radiologists or 
nonradiologists by using the provider specialty code designated in claims in the files. 
The data were analyzed to determine the overall utilization rates and relative value 
unit (RVU) rate changes between 1993 and 1999 among radiologists and nonradi- 
ologists. 

RESULTS: In 1993, the overall NDI utilization rate per 100,000 Medicare fee- 
for-service beneficiaries was 21 5,652 for radiologists and 79,942 for nonradiolo- 
gists. In 1999, the rate was 207,270 for radiologists and 100,059 for. nonradi- 
ologists, which is a 3.9% decrease among radiologists and a 25.2% increase 
among nonradiologists. In the byear interval from 1993 to  1999, the overall 
RVU rate increased 6.9% among radiologists and 32.4% among nonradiologists. 
The percentage of NDI performed by radiologists decreased from 73.0% in 1993 
to 67.4% in 1999. 

CONCLUSION: Overall, the utilization rate of advanced, high-technology imaging 
is increasing among both radiologists and nonradiologists. However, it is increasing 
at a considerably more rapid rate among nonradiologists, 

RSNA, 2003 

It has been previously shown that in the years between 1993 and 1999, the utilization of 
noninvasive diagnostic imaging (NDI) in the Medicare fee-for-service population increased 
3.8016 and the work associated with the imaging, as determined with relative value unit 
(RVU) rates per 100,000 Medicare fee-for-service beneficiaries, increased 14.6%) (1). The 
increase in RVU rates was associated with the increased use of more complex, high- 
technology imaging examinations. Health policy planners have been concerned with the 
increase in utilization of diagnostic imaging and high-technology medicine, but the earlier 
study to which we referred suggested that the increase in diagnostic radiology work in a 
6-year period was moderate (1). 

Exploring these increases in relation to the relative shares of procedures that are per- 
formed by radiologists and nonradiologists is of interest because of the issues of self- 
referral and image quality. In two important studies by Hillman et a1 (2,3), a considerably 
higher utilization of imaging examinations was noted among physicians who had the 



opportunity to self-refer than among MATERIALS AND METHODS plier Procedure Summary Master Files 
physicians who referred their patients to (the Medicare Part B databases) for 
radiologists. The same phenomenon was 'She methods used in this study have 1993, 1996, and 1999 were evaluated 
idcntiticd throughout thc Florida Medi- previously bceil described (1). The na- for all procedure codes related to NDI. 
care population, as noted in a report by tionwide Centers for Medicare and The Medicare IJart B databases are anon- 

& the United States General Accounting Of- Medicaid Service Part B Physician/Sup- ymous public files and are therefore ex- 
fice (4). It has also been reported that 

0 there are apparent quality problems 
k) among the images obtained by nonradi- 

0 olo!sts. For example, in a pilot project in 
which 98 chest radiographs were re- 
viewed at Hrnhey Medical Center, inad- 
equate image quality was found in 3% of 
images obtained by radiologists but in 
2894, of images obtained by nonradiolo- 
gists (5). The purpose of our study was to 
compare practice patterns between radi- 
ologists and nonradiologists performing 
NDI examinations among thc Medicare 
population during the 6 years froni 1993 
to 1999. 

TABLE 1 
Numbers of Medicare Part B NDI Examinations Performed by Radiologists, 
Nonradiologists, or Multispecialty Groups 

Physician Category 1993 1996 1999 

Radiologists 71,812,070 (68.9) 67,747,021 (66.2) 69,539,392 (63.8) 
Nonradiologists 26,620,918 (25.5) 28,479,523 (27.8) 33,569,932 (30.8) 
Multispecialty* 5,798,065 (5.6) 6,063,549 (5.9) 5,920,098 (5.4) 

Total volume 104,231,053 (1 00.0) 102,290,093 (1 00.0) 109,029,422 (100.0) 

Note.-Data in parentheses are percentages. 
Multispecialty groups are listed as a separate category because some claims do not indicate the 

specialty of the physician. 

TABLE 2 
Nationwide Utilization Rates of Medicare Part B NDI Examinations amona Radioloaists and Nonradioloaists I 

Radiologists Nonradiologists 

Percentage Change Percentage Change 
NDI Procedure 1993 1996 1999 1993-1 999 1993 1996 1999 1993-1 999 

Conventional 
radiography and 
fluoroscopy 

Chest radiography 92.41 6 83,387 77,358 1 6 . 3  15,483 12,717 10,865 -29.8 
Skeletal radiography 38,398 37,373 35,883 -6.5 27,048 26,681 26,644 -1.5 
Abdomen radiography 14,288 12,597 1 1,854 -1 7.0 1,305 1,265 1,671 8.1 
Gastrointestinal 

fluoroscopy 8,337 6,353 4,954 -40.6 352 220 167 -52.5 
All conventional 

radiography and 
fluoroscopy 153,439 139,710 130,049 -15.2 44,188 40,883 39,347 -11.0 

Mammography 14,373 12,781 16,990 18.2 1,421 1,040 1,533 7.8 
US 

General 9,302 9,089 8,805 -5.4 3,091 3,685 4,676 1.3 
Vascular 3,013 4,189 4,953 64.4 4,600 5,309 6,443 0.0 
Breast 469 723 1,113 137.6 35 65 120 247.5 
Echocardiography 561 521 550 -2.0 23,398 29,590 36,424 55.7 
Obstetric 41 31 26 - 34.8 38 37 41 6.5 
All US 13,386 14,555 15,447 15.4 31,162 38,687 47,705 53.1 

CT 
Body 11,154 12,472 15,698 40.7 199 21 7 435 118.1 
Cranial 8,435 9.058 9,866 17.0 262 2 34 285 8.6 
Spine 1,140 1,021 943 -1 7.3 37 3 1 42 14.4 
Musculoskeletal 119 132 166 39.2 3 3 5 75.5 
All CT 20,848 22,684 26,672 27.9 502 484 767 53.0 

Nuclear imaging 
General 6,487 5,727 5,296 -18.4 49 3 399 357 -27.7 
Cardiovascular 2,686 2,712 3,681 37.1 1,881 3,083 6,956 269.7 
All nuclear imaging 9,173 8,439 8,977 -2.1 2,375 3,482 7,312 207.9 

MR imaging 
Cranial 2,065 2,586 3,198 54.9 110 130 268 143.4 
Spine 1,590 2,044 2,665 67.6 67 93 2 74 307.9 
Musculoskeletal 482 693 1,054 118.5 15 26 130 768.0 
Body 216 22 1 327 51.3 5 6 20 294.6 
Cardiovascular 3 4 44 11 73.0 1 1 5 692.0 
All MR imaging 4,357 5,549 7,288 67.3 198 255 697 252.1 

Bone densitometry 78 586 1,847 2271 .O 97 1,054 2,698 2689.0 
Total 215,652 204,303 207,270 -3.9 79,942 85,885 100,059 25.2 

Note.-Examination utilization rates are calculated per 100,000 Medicare fee-for-service beneficiaries for 1993, 1996, and 1999. Percentage change is 
calculated from these rates. Data in columns may not add to totals because of rounding. 
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TABLE 3 
Nationwide RVU Rates of Medicare Part B NDI Examinations among Radiologists and Nonradiologists 

Radiologists Nonradiologists 

Percentage Change Percentage Change 
NDI Procedure 1993 1996 1999 1993-1 999 1993 1996 1999 1993-1 999 

Conventional 
radiography and 
fluoroscopy 

Chest radiography 27,480 25,007 23,062 -16.1 4,881 4,089 3,498 -28.3 
Skeletal radiography 12,215 11,881 11,229 -8.1 7,684 7,625 7,594 -1.2 
Abdomen radiography 5,789 5,222 4,75 3 -17.9 5 34 501 586 9.7 
Gastrointestinal 

fluoroscopy 8,785 6,674 4,979 -43.3 3 74 2 39 175 -53.1 
All conventional 

radiography and 
fluoroscopy 54,269 48,784 44,023 -18.9 13,473 12,454 11,853 -12.0 

Mammography 1 1,672 10,175 12,882 10.4 1,467 1,073 1,651 2.5 
US 

General 10,046 9,907 9,316 -7.3 3,133 3,555 4,557 5.5 
Vascular 3,160 4,324 4,849 53.5 4,762 5,494 6,442 5.3 
Breast 385 600 902 134.0 28 54 97 242.3 
Echocardiography 668 595 55 7 - 16.5 29,482 33,524 36,956 25.4 
Obstetric 58 44 36 -37.4 50 49 52 3.2 
All US 14.31 7 15,470 15,660 0.4 37,455 42,676 48,104 28.4 

CT 
Body 20,540 23,110 28,354 38.0 365 401 787 115.4 
Cranial 12,776 13,483 14,090 10.3 391 350 420 7.3 
Spine 1,992 1,804 1,629 - 18.2 65 54 73 12.8 
Musculoskeletal 1 96 21 9 268 36.7 5 5 9 72.4 
All CT 35,504 38,616 44,341 24.9 826 810 1,289 6.1 

Nuclear imaging 
General 7,537 7,063 6,657 -1 1.7 508 450 401 -21.0 
Cardiovascular 4,995 5,065 5,859 17.3 3,577 5,579 10,385 190.4 
All nuclear imaging 12,532 12,128 12,516 -0.1 4,085 6,029 10,786 164.0 

MR imaging 
Cranial 5,691 7,467 9,206 61.8 288 356 747 159.8 
Spine 4.01 4 5,276 6,767 68.6 167 238 68 7 310.4 
Musculoskeletal 972 1,399 2,120 118.1 30 5 3 260 752.4 
Body 520 5 38 778 49.6 12 14 48 290.2 
Cardiovascular 8 9 115 1279.0 1 2 12 755.8 
All MR imaging 11,205 14,689 18,986 69.4 498 663 1,754 252.2 

Bone densitometry 27 250 800 2860.0 32 460 1,114 3380.0 
Total 1 39,526 140,112 149,208 6.9 57,836 64,165 76,551 32.4 

Note.-RVU rates are calculated per 100,000 Medicare fee-for-sewice beneficiaries for 1993, 1996, and 1999. Percentage change is  calculated from 
these rates. 

empt from review by institutional re- 
view board. For each NDI procedurc 
code in the Medicare Part lZ databases, 
we classified the physicians performing 
the services as radiolog~sts or nonradi- 
ologists by using the provider specialty 
code designated in claims in thc files. 
Those NDI examinations in which the 
specialty of the provider was classified 
as a multispecialty group (without fur- 
ther indicating the specialty of the phy- 
sician performing the examination) 
wcrc excluded from a~lalysis, although 
the overall volumes and percentages of 
examinations were tabulated. 

The overall utilization rates and 
Medicare total professional component 
RVU rates per 100,000 Medicarc fce-for- 
service beneficiaries were calculated for 
1993, 1996, and 1999 among radiolo- 
gists and nonradiologists. NDI exami- 

nations were classified into seven imag- 
ing modalities, which were then further 
classified into 22 diagnostic categories. 
The seven imaging modalities and their 
component diagnostic categories were 
as follows: (a) radiography (chest, skele- 
tal, abdominal, gastrointestinal fluoros- 
copy); (b) mammography; (c) ultrasonog- 
raphy (US) (general, vascular, breast, 
echocardiography, obstetric); (d) com- 
puted tomography (0 (body, cranial, 
spinal, musculoskeletal); (e) nuclear im- 
aging (general, cardiovascular); (0 mag- 
netic resonance (MR) imaging (cranial, 
spinal, musculoskeletal, body, cardiovas- 
cular); and (g) bone densitometry. 

Four of the investigators (A.J.M., 
D.C.L., l..P., V.M.R.) rcviewcd each of 
the CPT-4 codes in the 70000 series and 
the echocardiography and vascular US 
codes in the 90000 series. Each code 

that represented an NDl procedure was 
assigned to the appropriate category 
and modality. SAS 8e Release 2 for Win- 
dows (SAS Institute, Cary, NC) was then 
used to  tabulate the number of proce- 
dures in each of the categories and mo- 
dalities. The changes in percentage of 
NDI utilization and RVU rates among 
radiologists and nonradiologists during 
the 6-year period between 1993 and 
1999 were calculated for each NDI mo- 
dality and category. Since cardiovascu- 
lar imaging is often self-referred (6), we 
then separately analyzed these trends 
for all cardiovascular imaging and com- 
pared them with those for all noncar- 
diovascular imaging. For this purpose, 
cardiovascular imaging included four 
categories: echocardiography, vascular 
US, cardiovascular nuclear imaging, 
and cardiovascular MR imaging. 'l'he 
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1999 RVU scale was used to calculate 
the KVU rates for 1993 and 1996 rather 
than the RVU scale for those particular 
years. We used these "synthetic" RVU 
rates because the assigned RVUs for 
some codes change from year to year, 
and we believed it was important to 
use a single, consistent scale in order 
to ascertain changes in the relative 
amount of work. Since the Medicare 
Part B database contains information 
on a complete population, no inferen- 
tial statistical analysis is required, 
which would have been the case if we 
had been trying to infer population sta- 
tistics from sample data. 

The RVU rates represent a proxy for 
the relative amount of work associated 
with each procedure. On the basis of an 
earlier reconimendation by the Ameri- 
can College of Radiology, we made the 
assumption that screening mammogra- 
phy should carry 80%) of the profes- 
sional conlponent RVUs of diagnostic 
mammography. 

RESULTS 

Table 1 shows the overall volume of 
NDI performed by radjologists, nonra- 
diologists, and multispecidlty groups in 
1993, 1996, and 1999. In 1993, a total 
of 104,231,053 NDI examinations were 
perfor~ned aniong the Medicare fee-for- 
service population. Radiologists per- 
formed 71,812,070 (68.9%) examina- 
tions and nonradiologists performed 
26.620.918 (25.5%)) examinations. In 

TABLE 4 
Percentage of Medicare Part B Examinations Performed by Radiologists and 
Nonradiologists in Different Categories and Modalities 

Radiologists Nonradiologists 

NDI Procedure 1993 1999 1993 1999 

Conventional radiography 
and fluoroscopy 

Chest radiography 91.6 87.6 8.4 12.4 
Skeletal radiography 85.7 87.7 14.3 12.3 
Abdomen radiography 95.9 96.7 4.1 3.3 
Gastrointestinal fluoroscopy 58.7 57.4 41.3 42.6 
All conventional 

radiography and 
fluoroscopy 77.6 76.8 22.4 23.2 

Mammography 91 .O 91.7 9.0 8.3 
us 

Breast 93.1 90.3 6.9 9.7 
Echocardiography 2.3 1.5 97.7 98.5 
General 75.1 65.3 24.9 34.7 
Obstetric 51.9 38.8 48.1 61.2 
Vascular 39.6 43.5 60.4 56.5 
All US 30.0 24.5 70.0 75.5 

CT 
Body, 98.2 97.3 1.8 2.7 
Crantal 97.0 97.2 3.0 2.8 
Musculoskeletal 97.5 97.1 2.5 2.9 
Spine 96.9 95.7 3.1 4.3 
All CT 97.6 97.2 2.4 2.8 

Nuclear imaging 
Cardiovascular 58.8 34.6 41.2 65.4 
General 92.9 93.7 7.1 6.3 
All nuclear imaging 79.4 55.1 20.6 44.9 

MR imaging 
Body 97.7 94.2 2.3 5.8 
Cardiovascular 75.0 89.8 25.0 10.2 
Cranial 94.9 92.3 5.1 7.7 
Musculoskeletal 97.0 89.0 3.0 11 .O 
Spine 96.0 90.7 4.0 9.3 
All MR imaging 95.7 91.3 4.3 8.7 

Bone densitometry 44.6 40.6 55.4 59.4 
Total 73.0 67.4 27.0 32.6 

1999, a total bf 109;029,422 NDI exam- 
inations were performed. Radiologists nonradiologists, which is a 3.9% decrease Jar nuclear imaging examinations by 

69,539,392 (63.8%) exami- among radiologists and a 25.2% increase nonradiologists. 

nations, which is a 5.1% reduction in anlong nOnradiologists. The RVU rates per 100,000 Medicare 

their share, while nonradiologists per- Changes in utilization rates by mo- fee-for-service beneficiaries for 1993, 

formed 33,569,932 (:~0.8~%,) examina. dality demonstrate a decline in the uti- 1996, and 1999 are shown in Table 3. In 

tions, which is a 5 . 3 ~ ~ ~  increase in their lization of conventional radiography 1993, the overall RVU rate was 139,526 

share. ~h~ share of NDI examinations by both radiologists (- 15.2%) and non- for radiologists and 57,836 for nonradi- 

performed by multispecialty groups re- radiologists (-11.0%). Both groups de- ologists. In 1999, this rate increased to 
nlained relatively constant in the 6- monstrated an increased utilization of 149,208 (an increase of 6.9Oh) for radi- 
year 5,798,065 (5.3%)) in 1993, bone densitometry (2271.0(H1 by radiol- ologists and 76,551 (an increase of 
6,063,549 (5.9?4,) in 1996, and 5,920,098 ogists, 2689.0% by nonradiologists), 32.4%) for nonradiologists. Table 4 lists 
(5.4%) in 1999. MR imaging (67.3% by radiologists, the percentage of NDI examinations 

Table 2 shows the nationwide NDI 252.1% by nonradiologists), C1' (27.996 performed by radiologists and nonradi- 
utilization rates per 100,000 beneficia- by radiologists, 53.0rH1 by nonradiolo- ologists by category and modality in 
ries alnong radiologists and nonradi- gists), mammography (18.2% by radiol- 1993 and 1999. The overall percentage 
ologists in 1993, 1996, and 1999 by im- ogists, 7.8% by nonradiologists), and of NDI performed by radiologists de- 
aging category and modality; it a l s ~  US (15.4%) by radiologists, 53.1% by creased from 73.0% in 1993 to 67.4% in 
shows the percentage of change in uti- nonradiologists). Changes in utiliza- 1999. Their rate of participation de- 
lization rates between 1993 and 1999. tion rates of nuclear imaging, however, creased in 15 of the 22 inlaging catego- 
In 1993, the overall NDI utilization rate demonstrated a decrease in utilization by ries. Substantial reductions in percentage 
was 215,652 examinations per 100,000 radiologists (-2.196) but an increase in of inlaging performed by radiologists 
beneficiaries by radiologists and 79,942 utilizatiol~ by nonradiologists (207.9%). were observed for general US (from 
by nonradiologists. In 1999, the rate was This was largely attributable to a substan- 75.1% in 1993 to 65.3% in 1999), cardio- 
207,270 by radiologists and 100,059 by tial increase in utilization of cardiovascu- vascular nuclear imaging (from 58.8% to 
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TABLE 5 
Percentage of Medicare Part B RVUs Performed by Radiologists and 
Nonradioloc~lsts in Different Cateaories and Modalities 

Radiologists Nonradiologists 

NDI Procedure 1993 1999 1993 1999 

Conventional radiography and 
fluoroscopy 

Chest radiography 
Skeletal radiography 
Abdomen radiography 
Gastrointestinal fluoroscopy 
All conventional radiography 

and fluoroscopy 
Mammography 
US 

Breast 
Echocardiography 
General 
Obstetric 
Vascular 
All US 

CT 
Body 
Cranial 
Musculoskeletal 
Spine 
All CT 

Nuclear imaging 
Cardiovascular 
General 
All nuclear imaging 

MR imaging 
Body 
Cardiovascular 
Cranial 
Musculoskeletal 
Spine 
All MR imaging 

Bone densitometry 
Total 

34.6O?), and musculoskeletal MR imaging 
(from 97.0% to 89.0%)). The percentages 
of NDI RVU rates anlong radiologists and 
nonradiologists are listed by category 
and modality in Table 5. The radiologists' 
overall share of KVUs decreased from 
70.7(%1 in 1993 to 66.1%~ in 1999, which is 
a decrease of 4.6%~. Radiologists' share of 
RVUs decreased in 16 of the 22 catego- 
ries; the largest reductions were in cardio- 
vascular nuclear imaging (from 58.3% in 
1993 to 36.1% in 1999), obstetric US 
(from 53.7% to 40.9{%1), and musculoskel- 
etal MR imaging (from 97.0% to 89.1%)). 

Tables 6-9 depict the effect of cardio- 
vascular imaging on the utilization 
rates and RVU trends among radiolo- 
gists and nonradiologists between 1993 
and 1999. Table 6 demonstrates that 
between 1993 and 1999, nonradiolo- 
gists' overall utilization of cardiovascu- 
lar imaging per 100,000 beneficiaries 
increased from 29,880 examinations to 
49,828 examinations (an increase of 
66.8Yo), while radiologists' utilization 
increased from 6,263 examinations to 

9,228 examinations (an increase of 
47.3%). During this period, utilization 
of noncardiovascular imaging increased 
0.3% among nonradiologists and de- 
creased 5.4% among radiologists. The 
percentages of examinations performed 
by radiologists and nonradiologists are 
listed in Table 7. Nonradiologists' share 
of NDI examinations increased for both 
cardiovascular (1.7%) and noncardio- 
vascular imaging (0.9%). 

Table 8 shows that between 1993 and 
1999, overall K W  rates for cardiovascu- 
lar NDI increased 42.2% among nonradi- 
ologists, from 37,822 RVUs (per 100,000 
beneficiaries) in 1993 to 53,795 RVUs in 
1999; RVU rates increased 28.9% among 
radiologists, from 8,831 RWs to 11,380 
RVUs. During this same period, RVU 
rates for noncardiovascular imaging in- 
creased 13.7Oh among nonradiologists 
and 5.5% among radiologists. Table 9 
lists the share of RVUs performed by non- 
radiologists and radiologists. Nonratli- 
ologists' share of cardiovascular RVUs 

increased 1.596, and their share of non- 
cardiovascular RVUs increased 0.9%. 

DISCUSSION 

Between 1993 and 1999, the overall uti- 
lization rates of NDI decreased 3.9% 
among radiologists but increased 25.2[%1 
among nonradiologists. During the same 
period, the overall R W  rates increased 
6.9% anlong radiologists and 32.490 
among nonradiologists. Results of a pre- 
vious study showed that overall, the uti- 
lization of NDI increased only 3.8% be- 
tween 1993 and 1999 (1). Our data reveal 
the somewhat surprising fact that the uti- 
lization actually decreased among radiol- 
ogists but sharply increased among non- 
radiologists. This indicates that almost all 
growth in the utilization rates of NDI is 
attributable to imaging performed by 
nonradiologists. 

Cardiovascular imaging procedures 
(echocardiography, vascular US, cardio- 
vascular nuclear imaging, and cardio- 
vascular MR imaging) constitute a con- 
siderable proportion of the increase in 
utilization of NDI by nonradiologists. 
Levin et a1 (6) showed that in 1998, 
83.3% of all cardiovascular NDI was 
performed by nonradiologists and that 
61.5% of this was performed by cardi- 
ologists. Most of this disparity was re- 
lated to cardiologists' strong domina- 
tion of echocardiography, in which 
they performed 79.8% of imaging. In 
our analyses, the rate of utilization of 
cardiovascular imaging by nonradiolo- 
gists is so substantial that when other 
categories of NDI are analyzed sepa- 
rately from it, there is little change in 
the utilization of NDI by nonradiolo- 
gists. Utilization of noncardiovascular 
NDI between 1993 and 1999 increased 
only 0.3% by nonradiologists and de- 
creased 5.4%) by radiologists. Examin- 
ing the trends in RVU rates shows a 
substantially greater increase in the 
RVU rates among nonradiologists than 
among radiologists for cardiovascular 
NDI (42.2% among nonradiologists, 
28.9% among radiologists) and noncar- 
diovascular NDI (13.7% among nonra- 
diologists, 5.5% among radiologists). 
Among nonradiologists, however, the 
rates of both cardiovascular and non- 
cardiovascular NDI utilization and RVU 
remained relatively stable during the 
6-year period. 

When we focused on noncardiovas- 
cular advanced imaging (US, CT, MR 
imaging, nuclear imaging, and bone 
densitometry), we fouild that radiolo- 
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TABLE 6 
Utilization Rates of Medicare Part B Cardiovascular and Noncardiovascular NDI among Radiologists and Nonradiologists 

Radiologists Nonradiologists 

Percentage Change Percentage Change 
NDI Procedure 1993 1996 1999 1993-1 999 1993 1996 1999 1993-1 999 

Cardiovascular imaging 6,263 7,426 9,228 47.3 29,880 37,983 49,828 66.8 
Noncardiovascular imaging 209,390 196,874 198,043 -5.4 50,061 47,903 50,231 0.3 
Total 215,653 204,300 207,271 - 3.9 79,941 85,886 100,059 25.2 

Note.-Utilization rates are calculated per 100,000 Medicare fee-for-service beneficiaries for 1999, 1996, and 1999. Percentage change is calculated 
from these rates. 

TABLE 7 
Percentage of Medicare Part B Examinations Performed by Radiologists and Nonradiologists in Cardiovascular and 
Noncardiovascular Imaging 

Radiologists Nonradiologists 

Percentage Change Percentage Change 
NDI Procedure 1993 1996 1999 1993-1 999 1993 1996 1999 1993-1 999 

Cardiovascular imaging 17.3 16.4 15.6 -1.7 82.7 83.6 84.4 1.7 
Noncardiovascular imaging 80.7 80.4 79.8 -0.9 19.3 19.6 20.2 0.9 
Total 73.0 70.4 67.4 -5.5 27.0 29.6 32.6 5.5 

TABLE 8 
RVU Rates of Medicare Part 6 Cardiovascular and Noncardiovascular NDI among Radiologists and Nonradiologists 

Radiologists Nonradiologists 

Percentage Change Percentage Change 
NDI Procedure 1993 1996 1999 1993-1 999 1993 1996 1999 1993-1 999 

Cardiovascular imaging 8,831 9,993 11,380 28.9 37,822 44,599 53,795 42.2 
Noncardiovascular imaging 1 30,695 1 30,119 137,828 5.5 20,014 19,566 22,756 13.7 
Total 139,526 140,112 149,208 6.9 57,836 64,165 76,551 32.4 

Note.-RVU rates are calculated per 100,000 Medicare fee-for-service beneficiaries for 1999, 1996, and 1999. Percentage change is calculated from 
these rates. 

TABLE 9 
Percentage of Medicare Part B RVUs Performed by Radiologists and Nonradiologists in Cardiovascular and 
Noncardiovascular Imaging 

Radiologists Nonradiologists 

Percentage Change Percentage Change 
NDI Procedure 1993 1996 1999 1993-1 999 1993 1996 1999 1993-1 999 

Cardiovascular imaging 18.9 18.3 17.5 -1.5 81.1 81.7 82.5 1.5 
Noncardiovascularimaging 86.7 86.9 85.8 -0.9 13.3 13.1 14.2 0.9 
Total 70.7 68.6 66.1 -4.6 29.3 31.4 33.9 4.6 

gists perform far Inore examinations 
per 200,000 beneficiaries than do non- 
radiologists, but nonradiologists are in- 
creasing their utilization more rapidly. In 
1993, the utilization rate of such exami- 
nations was 4,453 per 100,000 among 
nonradiologists and 41,577 arnong radi- 
ologists; radiologists performed more 
than nine times as many examinations. 
By 1999, the utilizatio~l rate had in- 

creased 110.0%1 to 9,351 among nonradi- 
ologists and had increased 22.7% to 
51,003 among radiologists; radiologists 
performed more than five times as many 
examinations. 

Aside from cardiovascular imaging, 
there are four other imaging categories 
in which nonradiologist participation 
is substantial. These are bone densi- 
tometry, skeletal radiography, chest ra- 

diography, and general US. Bone densi- 
tometry was a newly reimbursable 
technology in 1993 that gained popu- 
larity because of a new focus on osteo- 
porosis screening. Consistent with this 
growth in popularity, large increases in 
utilization rates of bone densitonetry 
were noted for both radiologists and 
nonradiologists, which indicates that 
the trends were not related to different 
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practice patterns. Utilization of skeletal 
and chest radiography are declining at 
about the same rate among radiologists 
and nonradiologists, which again sug- 
gests similar practice patterns. General 
US, by contrast, is a category in which 
utilization is decreasing among radiol- 
ogists and increasing among nonradi- 

k) ologists. Givcn thc rclativc abscncc of 

0 the cost and safety barriers that limit 
the use of other technologies, this in- % crease i11 US utilizatioil by nonradiolo- 
gists most likely results from self-refer- 
ral (2,3), although wider dispersion of 

& technology and the establishment of 
new diagnostic uses for US could also 
help explain the increase. These latter 
two explanations seem unlikely as ma- 
jor causcs. Such divcrgence in utiliza- 
tion trends between radiologists and 
nonradiologists suggests the need for 
further exploration. 

'l'here were limitations in this study. 
This was a secondary analysis of an ad- 
rninistrativc Mcdicare data set. We 
made the assumption that the specialty 
of the physician who billed for the ser- 
vice is the same as that of the physician 
who actually performed the service, but 
this may not always be the case. The 
data set contained only pure utilization 
information that applied to a restricted 
set of categories. 'l'here were no diagno- 
sis codes in this data set, and we were 
unable to study individual patients 
during episodes of care. We cannot 
determine appropriateness with data 
sets like this, and, further, we cannot 

explore other areas of interest like qual- 
ity or outcomes. Another limitation is 
that our database covers only the Medi- 
care fee-for-service population and not 
those enrolled in the Medicare man- 
aged care plans. Some researchers be- 
lieve that the healthier segment of the 
population has a greater tendency to 
migrate to managed care plans and that 
utilization rates for NDI performed on 
this population might therefore differ 
from those presented in this study. 
However, there is no firm evidence that 
this is the case. 

In conclusion, although radiologists 
performed more than two-thirds of all 
NDI examinations in 1999, the utiliza- 
tion of ND1 by radiologists has de- 
creased 3.9% between 1993 and 1999, 
while utilization by nonradiologists has 
increased by 25.2%. Thus, virtually all 
increase in utilization rates of NDI was 
attributable to an increase in utilization 
by nonradiologists. Most of the discrep- 
ancy is due to the considerable increase 
in the number of cardiovascular imag- 
ing examinations performed by nonra- 
diologists. Utilization of cardiovascular 
imaging increased 66.8% among non- 
radiologists and 47.3% among radiolo- 
gists during the interval of this study. 
If cardiovascular imaging is excluded 
from the analysis, radiologists per- 
formed more than three-quarters of 
NDI in 1999; utilization by radiologists 
decreased 5.4% during the 6 years and 
utilization by nonradiologists increased 
by 0.3%. Overall, the rate of utilization 

of advanced, high-technology imaging 
is increasing among both radiologists 
and nonradiologists; it is increasing at a 
considerably more rapid rate among 
nonradiologists. Further research will 
be needed tb assess the appropriateness 
of the accelerating use of NDI by non- 
radiologists and the image quality that 
results. 
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Submitter : Dr. Chuck Jetton Date: 07/09/2007 

Organizntion : University of Alabama at Birmingham 

Category : Physician 

Issue Areas/Comments 

GENERAL 

GENERAL 

Leslie V. Norwalk, Esq. 
Acting Administrator 
Centers for Medicare and Medicaid Services 
Attention: CMS- 1385-P 
P.O. Box 8018 
Baltimore. MD 2 1244-80 1 8 

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

Dear Ms. Norwalk: 

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

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

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

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

Thank you for your consideration of this serious matter. 

Chuck A. Jetton, M.D. 
Assistant Professor 
University of Alabama School of Medicine 
Department of Anesthesiology 
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Submitter : Melissa Kelley Date: 07/09/2007 

Organization : Precision Ultrasound Imaging, Inc. 

Category : Health Care Provider/Association 

Issue Areas/Comments 

IDTF Issues 

IDTF Issues 

Why are IDTF's being targeted again? IDTF's are not the reason for the over utitilization of imaging studies. Look into self referal of physicians who already 
own the equipment. I have seen over the last twenty years an explosion in the number of tests ordered by physicians in thier own offices purchasing equipment and 
profiting from these tests being offered by themselves. They have lost revenues for the fees from seeing patients so they raided radiology to get more revenue. 
Look back at when you only had radiology as imaging specialists. Now you have these miniture training courses in interpretation as well as weekend courses to 
learn how to perform tests. Now you have nonqualified persons performing exams by unproperly trained interpreting physicians. What happened to quality in 
America? In my field it takes several years to develop expertise in imaging as well as with the physicians who interpret. Now you have ER doctors attempting to 
do our exams with little or no training. Guess what? You are paying them for these limited exams. When they can't figure out what's what, they send it upstairs 
for a true exam. CMS gets two bills. At least with our entity, IDTF, we have rules and regulations to have qualified trained professionals providing the service. 
Then a properly trained qualified interpreting physician reviews the exams. In my IDTF, a board certified radiologist interprets all of our images except for 
echocardiograms. We have a board certified cardiologist read those exams. You should research all IDTF's before coming to these conclusions. I do not lease 
with any facility. If companies are leasing space, you should step in and do fraud and abuse checks on those entities. You are blanketing us all in to one group. I 
bill my facilities for what I actually do. I do not lease my techs or equipment. Please do more research on this issue with all registered IDTF's before you make 
this ruling take affect. You should also do more research into doctors who actually self refer all of thier exams. Cardiology is a huge practice that should be 
monitored. They have raided imaging services from radiologists by taking nuclear cardiology. They are now taking CT imaging as well. There is also increased 
utilization because of rampant lawsuits. Doctors feel like if they don't order tests that an attorney will rake them dry in court. Do your research fully before you 
target a small provider group. CMS has discriminated against IDTF's for years. 
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Submitter : Dr. Ted Ajax 

Organization : Dr. Ted Ajax 

Category : Physician 

Issue Areas/Comments 

Date: 07/09/2007 

Resource-Based PE RVUs 

Resource-Based PE RVUs 

1 strongly urge CMS to adopt the RUC proposal regarding the payment for anesthesiology services. 

Anesthesiology services have been egregiously undervalued compared to other physician services for many years now. In many cases, reimbursement by CMS 
does not cover the overhead of providing a given service. This trend is now jeopardizing access to surgical services that many of our Medicare eligible patients 
require. 

1 sincerely request that the RUC recommendation regarding revising the fee shcedule for the provision of anesthesiolgy services be adopted adopted by CMS. It is 
time to correct a worsening problem for which a solution is already long overdue. 
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Submitter : Dr. kyle jones 

Organization : Dr. kyle jones 

Category : Physician 

Issue AreasIComments 

GENERAL 

GENERAL 

see attachment 

Date: 07/09/2007 

CMS-1385-P-32-Attach-1 .DOC 

CMS- 1385-P-32-Attach-2.DOC 
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Leslie V. Nonvalk, Esq. 
Acting Administrator 
Centers for Medicare and Medicaid Services 
Attention: CMS-1385-P 
P.O. Box 8018 
Baltimore, MD 21244-8018 

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

Dear Ms. Nonvalk: 

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

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

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

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

It is a battle to have our experts not flee to outpatient surgery centersfor the "easy" 
patients. The patients that fall under the "Medicare" are at best a challenge for the 
complex surgeries that are needed for our "seasoned" citizens. 

Thank you for your consideration of this serious matter. 



Submitter : Dr. Robert Heflin 

Organization : United Anesthesia Inc. 

Category : Physician 

Issue Areas/Comments 

GENERAL 

GENERAL 

Date: 07/09/2007 

To Whom It My Concern: 

I am pleased to hear that CMS has proposed to accept the recommendation from the RUC to increase the reimbursement rate to anesthesiologist by $4.00 per 
unit. I believe this increase is fair after considering the 32 percent work undervaluation that was shown for our specialty. I encourage you to agree with the RUC 
and ASA and approve the positive payment update. 

Thank you, 

Robert E Heflin I1 MD 
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Submitter : Jose Ruiz 

Organization : Jose Ruiz 

Category : Physical Therapist 

Issue Areas/Comments 

Therapy Standards and 
Requirements 

Date: 07/09/2007 

1 Therapy Standards and Requirements 

To curb potential Fraud. Require physical therapy services provided incident to a physician to be provided by LICENSED therapists and include their NPI in the 
form even if the money goes to the doctor practice. Right now the licensure requirement is not there, only graduation from accredited school. There should not be 
any difference in licensure requirements from setting to setting. Patients do not deserve diferrent requirements on the basis of practice setting. 
Jose Ruiz PT MBA 
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Submitter : Dr. Steven Scharf Date: 07/09/2007 

Organization : Dr. Steven Scharf 

Category : Physician 

Issue AreasIComments 

GENERAL 

GENERAL 

Leslie V. Nonvalk, Esq. 
Acting Administrator 
Centers for Medicare and Medicaid Services 
Attention: CMS-1385-P 
P.O. Box 8018 
Baltimore, MD 21 244-801 8 

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

Dear Ms. Nonvalk: 

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

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

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

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

Thank you for your consideration of this serious maner. 
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Submitter : Mrs. Allison Charles 

Organization : Physical Therapist 

Date: 07/09/2007 

Category : Individual 

Issue Areas/Comments 

Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

I would like to see CMS investigate and place restrictions on physician owned physical therapy ofices. I have witnessed patients not be given a choice of where 
they would like to recieve therapy and in some instances told they could not go to a clinic that was not owned by them. The 01G issued a report recently that 
PTIOT services were overutilized in offices where physicians are able to self refer patients. If physician self referral is an issue in diagnostic imaging and CMS 
dollars are being overutilized then the Rehab offices owned by physicians are no different. The propsed fee schedule cuts will decrease revenues to all Rehab 
providers and I hate to think that those cuts have come about due to overutilization while the Physicians that own or have part ownership have profitied. It is a 
conflict of interest and 1 feel that it wil continue to be abused unless CMS acts now to prohibit reimbursement of PTIOTIST services to clinics where physicians 
have a finahcia] intenst. Thank you for allowing this comment. 
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Submitter : Dr. Jeremy Roth 

Organization : First Colonies Anesthesia Associates 

Category : Physician 

Date: 07/09/2007 

Issue Areas/Comments 

Resource-Based PE RVUs 

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

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

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

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

Thank you for your consideration of this serious matter. 

Yours Truly, 

Jeremy B. Roth, MD 
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Submitter : Dr. Cheryl Jones 

Organization : Duke University Medical Center 

Category : Physician 

Issue Areas/Comments 

Date: 07/09/2007 

GENERAL 

GENERAL 

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

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

Dear Ms. Nonvalk: 

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

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

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

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

Thank you for your consideration of this serious matter. 
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Organization : First Colonies Anesthesia Assiciates 

Category : Physician 

Issue AreasIComments 

Date: 07/09/2007 

~ A o u r c e - ~ a s e d  PE RVUs 

Resource-Based PE RVUs 

July 9,2007 

Leslie V. Norwalk, Esq. 
Acting Administrator 
Centers for Medicare and Medicaid Services 
Attention: CMS-I 385-P 
P.O. Box 801 8 
Baltimore, MD 2 1244-8018 

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

Dear Ms. Norwalk: 

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

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to 
other physician services. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.1 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 being forced away from 
areas with disproportionately high Medicare populations. 

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

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

Thank you for your consideration of this serious matter 

Yours Truly, 

Karen M. Dugan, MD 

Page 39 of 54 July 10 2007 08:38 AM 



Submitter : Dr. Melvin Coursey 

Organization : FCAA 

Category : Physician 

Issue Areas/Comments 

Date: 07/09/2007 

Resource-Based PE RVUs 

Resource-Based PE RVUs 

July 9,2007 

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

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

Dear Ms. Nonvalk: 

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

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

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

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

Thank you for your consideration of this serious matter. 

Yours Truly, 
Melvin Coursey, MD 
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July 9,2007 

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

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

Dear Ms. Norwalk: 

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

When the RE3RVS 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 RE3RVS took effect, Medicare payment for anesthesia services stands at just $16.19 per unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
areas with disproportionately high Medicare populations. 

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

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

Thank you for your consideration of this serious matter 

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

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

Dear Ms. Nonvalk: 

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

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to 
other physician services. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.1 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 being forced away from 
areas with disproportionately high Medicare populations. 

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

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

Thank you for your consideration of this serious matter. 
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July 9,2007 

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

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

Dear Ms. Norwalk: 

I would like to express my profound support for the current proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. 1 am thankful that 
CMS has recognized the need to re-evaluate payment for anesthesia services, recognizing the current undcrpayment,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. A very significant part of that initial adjustment was a behavior offset, which clearly was not a realistic possibility, since 
anesthesiologist workload is determined by the caseload brought by surgeons, and in fact that behavior change did not materialize. Today, more than a decade 
after the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 per unit, still down from over $19 (in non-inflation adjusted dollars). 
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 areas with disproportionately high Medicare populations. 

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

To ensure that our patients continue to 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. 

I cannot state strongly enough how important this change will be for the anestheia community and the future of anesthesiology. 

Thank you in advance for your consideration and positive decision. 

Yours Truly, 
Timothy W. Robinson MD 
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Resource-Based PE RVUs 

Resource-Based PE R W s  

July 9,2007 

Leslie V. Norwalk, Esq. 
Acting Administrator 
Centers for Medicare and Medicaid Services 
Attention: CMS-1385-P 
P.O. Box 80 18 
Baltimore. MD 21244-8018 

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

Dear Ms. Norwalk: 

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

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to 
other physician services. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.1 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 anesthesiologist. are being forced away from 
areas with disproportionately high Medicare populations. 

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

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

Thank you for your consideration of this serious matter. 

Yours Truly, 

Tamara Gabrielli, MD 
First Colonies Anesthesia Associates 
Maryland 
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GENERAL 

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

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

Dear Ms. Nowalk: 

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

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

In an effort to 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 neady $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undervaluation of anesthesia services. 1 am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the 
RUC s recommendation. 

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

Thank you for your consideration of this serious matter. 
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Payment For Procedures And Services Provided In ASCs 

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

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

Dear Ms. Nonvalk: 

I am writing to express my strongest support for the proposal to increase anesthcsia 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 effeet, Medicare payment for anesthesia services stands at just $16.19 per unit. This 
amount does not cover the cost of caring for ournation s seniors, and is creating an unsustainable system in which anesthesiologis$ are being forced away fmm 
areas with disproportionately high Medicare populations. 

In an effort to rectify this untenable situation, the RUC recommended that CMS increase the anesthesia eonversion 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 comting the long-standing 
undervaluation of anesthesia services. I am pleased that the Agency accepted this recommendation in its proposed rule, and 1 support full implementation of the 
RUC s recommendation. 

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

Thank you for your consideration of this serious matter. 

Joshua Greenspan M.D. 
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Coding-- Additional Codes From 5-Year Review 

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

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

Dear Ms. Nonvalk: 

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

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to 
other physician services. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.1 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 being forced away from 
areas with disproportionately high Medicare populations. 

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

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

Thank you for your consideration of this serious matter 

Perry Eisner, MD 
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GENERAL 

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

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

Dear Ms. Norwalk: 

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

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to 
other 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 nations seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
areas with disproportionately high Medicare populations. 

In an effort to rectify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work 
undervaluation a move that would resuIt 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 services. I am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the 
RUC s recommendation. 

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

Thank you for your consideration of this serious matter. 

Christopher Yarber D.O. 
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Proposed Elimination of Exemption for Computer-Generated Facsimiles 

This proposal is an excellent idea. Fax is a dead-end technology. In order to realize the full benefits of electronic prescibing we need to get the entire industq 
following the NCPDP SCRIPT standard. Our physician customers have already been using it with excellent results since last year to send prescriptions to 
pharmacies and receive back refill requests. This is already saving them time and money compared to computer-generated faxes. 
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First Colonies Anesthesia Associates 

July 9,2007 

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

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

Dear Ms. Norwalk: 

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

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to 
other physician scrvices. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia 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 folred away from 
areas with disproportionately high Medicare populations. 

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

To ensure that ow 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 immcdiately implementing the anesthesia conversion factor increasc as recommended by the RUC. 

Thank you for your consideration of this serious matter. 

Yours Truly, 

Ramani Peruvemba M.D. 
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