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Submitter : Dr. Leslie Parker 

Organization : Dr. Leslie Parker 

Category : Physician 
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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 21244-801 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. 

The current amount of reimbursement 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. I live in a community in which the primary hospital takes 
care of an especially high percentage of medicare patients. We have repeatedly 
lost anesthesia providers to other practices for financial reasons. 

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. 

Leslie C. Parker, MD 
Northwest Anesthesia Physicians 
Eugene, Oregon 



Submitter : Dr. Inderjeet Julka 

Organization : Dr. Inderjeet Julka 

Category : Physician 

Issue Areas/Comments 

Date: 07/28/2007 

GENERAL 

GENERAL 

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

Rc: CMS-1385-P 

Anesthesia Coding (Part of 5-Year 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 ancsthesia services stands at just $16.19 pcr unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable 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 recommcndcd 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 medieal eare, it is imperative that CMS follow through with the proposal in the Federal Register 
by fully and immediately implementing the anesthesia conversion faetor increase as recommended by the RUC. 

Thank you for your consideration of this serious matter. 
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Submitter : Dr. William Hatton 

Organization : Medical Anesthesiology Associates 

Date: 07/28/2007 

Category : Physician 

Issue AreaslComments 

GENERAL 

GENERAL 

Lcslic V. Norwalk, Esq. 
Acting Adminishator 
Centers for Mcdicarc and Medicaid Scrvices 
Attcntion: CMS-1385-P 
P.O. Box 8018 
Baltimore, MD 2 1244-801 8 

Rc: CMS- 1385-P 

Ancsthesia Coding (Part of 5-Year Review) 

Dear Ms. Norwalk: 

I am writing to cxprcss my strongest support for thc proposal to increase anesthesia payments under thc 2008 Physician FCC Schedulc. 1 am grateful that CMS has 
rccognized thc gross undcrvaluation of anesthesia scrviccs, and that thc Agcncy is taking steps to addrcss this complicated issuc. 

When the RBRVS was instituted, it created a huge payment disparity for ancsthesia care, mostly due to significant undervaluation of ancsthcsia 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 ancsthcsia 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 cxpert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Fedcral Register 
by fully and immediately implementing the anesthesia conversion factor increasc as recommended by the RUC. 

Thank you for your consideration of this serious mattcr. 

William Hanon, MD 
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Submitter : Mr. Robert Shutt 

Organization : Student 

Date: 07/28/2007 

Category : Academic 

Issue AreaslCornments 

Coding-- Additional Codes From 
5-Year Review 

Coding-- Additional Codes From 5-Year Review 

I am writing today to rcspcctfuly ask that you rcfrain from eliminating paymcnt for color flow Dopplcr. Takc note that not all ccho proccdurcs requirc color flow 
Dopplcr. Thc proccdurcs that do requirc color flow Doppler also rcquirc morc timc of the sonog~aphcr and thc physician. I thank you for your timc and 
concideration. Robcn Shutt 
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Submitter : Dr. Jonathan Radin 

Organization : Dr. Jonathan Radin 

Category : Physician 

Issue Areas/Comments 

Date: 07/28/2007 

GENERAL 

GENERAL 

Leslie V. Nonvalk, Esq. 
Acting Administrator 
Ccnters for Medicare and Mcdicaid 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: 

1 am writing to cxpress my strongest support for the proposal to increase anesthesia paymcnts under the 2008 Physician FCC Schedule. I am grateful that CMS has 
recognized thc gross undervaluation of anesthesia scrviccs, and that the Agency is taking steps to address this complicated issuc. 

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

In an effort to rectify this untenable situation, the RUC recommcndcd that CMS increase the ancsthesia convcrsion factor to offsct 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 
undervaluation of ancsthesia 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 ensure that our patients have access to expcrt 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 mattcr. 
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Submitter : Dr. Charles Williamson 

Organization : Dr. Charles Williamson 

Category : Physician 

Date: 07/28/2007 

Issue Areas/Comments 

GENERAL 

GENERAL 

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

Rc: 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 incrcase anesthesia payments under thc 2008 Physician Fee Schedule. I am grateful that CMS has 
recognizcd the gross undervaluation of anesthesia services, and that the Agency is taking steps to address this complicated issue. 

Whcn the RBRVS was instituted, it created a hugc payment disparity for anesthesia care, mostly due to significant undervaluation of ancsthesia work compared to 
othcr physician services. Today, more than a decade sincc 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 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 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 scrious matter. 
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Submitter : Dr. Mukesh Gupta 

Organization : AMGR, Riverside CA 

Category : Physician 

Issue Areas/Comments 

GENERAL 

GENERAL 

Leslic V. Norwalk, Esq. 
Acting Administrator 
Ccntcrs for Mcdicarc and Medicaid Scrvices 
Attcntion: CMS-1385-P 
P.O. Box 8018 
Baltimore. MD 21244-8018 

Rc: CMS-1385-P 

Ancsthesia Coding (Part of 5-Ycar Review) 

Dear Ms. Norwalk: 

I am writing to cxprcss my strongest support for thc proposal to 
incrcasc ancsthcsia paymcnts undcr the 2008 Physician Fce Schcdulc. I am 
gratcful that CMS has recognized the gross undervaluation of ancsthcsia 
services, and that thc Agency is taking steps to address this complicated 
issuc. 

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 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 nationa?"~ seniors, and is creating an unsustainable 
system in which anesthesiologists are being forced away from areas with 
disproportionatcly high Medicarc populations. 

In an cffort to rectify this untcnablc situation, thc RUC rccommendcd 
that CMS increasc the anesthesia convcrsion factor to offset a 
calculated 32 percent work undewaluationa? a move that would result in an 
increase of nearly $4.00 per anesthesia unit and servc as a major step 
forward in correcting the long-standing undervaluation of anesthesia 
scrviccs. I am pleased that the Agency accepted this recommendation in its 
proposcd rule, and I support full implementation of the RUCa?"s 
rccommcndation. 

To cnsure that our patients have access to expert anesthesiology 
mcdical carc, it is imperative that CMS follow through with the proposal in 
thc Fcdcral Rcgister by fully and immediately implementing the 
ancsthcsia convcrsion factor increasc as recommended by the RUC. 

Thank you for your consideration of this serious matter. 
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Submitter : Dr. Antonio Hernandez Date: 07/28/2007 

Organization : American Society of Anesthesiologists 

Category : Physician 

Issue AreaslComments 

GENERAL 

GENERAL 

Leslic V. Norwalk, Esq. 
Acting Administrator 
Ccntcrs for Medicare and Medicaid Scrvices 
Attention: CMS-1385-P 
P.O. Box 80 18 
Baltimore. MD 2 1244-80 18 

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 gratcful that CMS has 
recognized the gross undervaluation of anesthesia services, and that the Agency is taking steps to address this complicated issuc. 

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 pcr 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 cnsurc that our patients have access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Rcgister 
by fully and immediately implementing the anesthcsia conversion factor increase as recommendcd by thc RUC. 

Thank you for your considcration of this scrious mattcr. 
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Submitter : Dr. Edwin Charnoek 

Organization : CNS Sleep Disorders Centers 

Category : Physician 

Issue Areas/Comments 

GENERAL 

Date: 07/28/2007 

GENERAL 

I am writing in favor of certain elements of the Proposed Rules affecting sleep labs functioning as IDTF s. I am Board Certified by the American Board of Sleep 
Medicine, a Fellow of the American Academy of Sleep Medicine, and Medical Director of CNS Sleep Disorders Centers a sleep disorders center accredited by the 
American Acadcmy of Slecp Medicinc. 

The ficld of sleep medicine is rife with fraud and abuse. Routinely we see Family Mcdicine and Intcrnal Medicinc physicians with no spccialty training in slccp 
medicine signing off on reports that they really don t understand so that they can bill for an inte~pretation . In most cases no physician ever looks at the raw data 
so the diagnosis and treatmcnt are based on the opinion of a technician who has no meaningful physician supervision. 

Putting an cnd to payments to independent contractor physicians for sleep interpretations would be a good first step. A more important step would be ending 
paymcnts to physicians who are not Board Certified in Sleep Disorders Medicine. Reading a sleep study is just as difficult as reading an MRI and no one would 
allow a physician without spccialty training to interpret and bill for thcir own MRls. 

As thcrc arc just ovcr 1000 accrcditcd ccntcn in thc US it is not practical to rcquire all sleep studies to bc done in an accredited center. Requiring interpreting 
physicians to havc board ccrtification in Slcep Mcdicinc is reasonable in mctropolitan areas. At the very least, requiring board certification in one of thc specialties 
most associated with slccp mcdicinc, Neurology or Pulmonology, would go a long way toward limiting the abuse that is so common and toward protecting 
paticnts and insuring thc quality of thc care they rcceive. 

Thank you for this opportunity to provide input into decisions that will affect us and our patients. 

Sincerely, 

Edwin Charnock, M.D. 
Medical Director, CNS Sleep Disorders Centers 
Board Certified in Sleep Disorders Medicine 
Fellow of the American Academy of Sleep Medicine 
Board Certified in Neurology 
Fellow of the American Academy of Neurology 
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Submitter : Mrs. Amy Hebert-Sacco Date: 07/28/2007 
Organization : Ochsner Medical Center 

Category : Other Technician 

Issue AreaslComments 

Coding- Additional Codes From 
5-Year Review 

Coding-- Additional Codes From 5-Year Review 

It is my undcrstanding that you are concdcring changing thc billing of ultrasound procdures to whcrc color will be includcd into all thc othcr ccho basc codes, 
without providing any additional payment for those basc codes. I would likc to point out that color dopplcr is not used in all echo proccdurcs. Thc usc of color 
doppler takes additional sonographer and physician time in cach and every echo. I would like to strongly discourge this. Every cchocardiogram that I complctc 
is only charged for what I do. If I use color then I chargc for it. If l do not thcn I do not charge for it. A decrease in thc reimburscmcnt amounts available to our 
profcssion, and the subsequent effect on our ability to provide quality patient care are not worth the effort to makc the change. When thc doctors begin to losc 
money on the echocardiograms, the experienced songraphers are no longer afordable to the physican. So what do they do? Hirc an experienced tcch to do studics 
on your mother, father, brother, sistcr, or child. And when they makc the wrong call that could be life threating what? We blamc who? Cms for cutting back on 
rcinbursment. Because of the cut back, the physican could no longer afford a quilifed experienced tech, and the new guy just mad a really bad call. These are 
people, every day people that will be affected by this decision. And the fact of the maner is, color flow is not used in every exam. It requires, as stated above, 
additional time to use, and interprate, for each person it is used on. 
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Submitter : Dr. Daniel Beck 

Organization : American Society of Anesthesiologists 

Category : Physician 

Issue Areas/Comments 

Date: 07/28/2007 

GENERAL 

GENERAL 

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

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

Dcar Ms. Nonvalk: 

I am writing to exprcss my strongest support for thc proposal to increase anesthesia payments under the 2008 Physician Fee Schcdulc. I am grateful that CMS has 
rccognizcd thc gross undcrvaluation of ancsthcsia scrvices, and that thc Agency is taking steps to address this complicated issuc. 

Whcn the RBRVS was instituted, it created a huge payment disparity for ancsthesia carc, mostly due to significant undervaluation of ancsthcsia work comparcd to 
othcr physician scrviccs. Today, more than a dccade since thc RBRVS took effect, Medicare payment for anesthesia scrvices stands at just $16.19 pcr unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable 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 convcrsion factor to offsct a calculatcd 32 pcrccnt work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undervaluation of ancsthcsia scrvices. I am pleased that thc 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 implcmenting thc anesthesia convcrsion factor increasc as recommended by the RUC. 

Thank you for your consideration of this serious matter. 

Daniel J. Beck, MD 
Prescott, Arizona 
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Submitter : Dr. JOHN HARRJNGTON 

Organization : BREVARD ANESTHESIA SERVICES 

Category : Physician 

Issue Areas/Comments 

Date: 07/28/2007 

GENERAL 

GENERAL 

Dcar Ms. Norwalk: 

I am writing to cxprcss my strongest support for the proposal to incrcasc anesthesia payments undcr the 2008 Physician Fee Schcdulc. I am grateful that CMS has 
rccognizcd the gross undcrvaluation 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 anesthcsia work compared to 
othcr physician services. Today, more than a decade since the RBRVS took effect, Mcdicare payment for anesthesia services stands at just $1 6.19 pcr 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, thc RUC recommended that CMS increase the anesthesia convcrsion factor to offset a calculatcd 32 percent work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undcrvaluation of anesthesia services. I am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of thc 
RUC s recommendation. 

To ensurc that our paticnts have access to expert anesthcsiology mcdical carc, it is imperative that CMS follow through with thc proposal in the Fcdcral Rcgistcr 
by fully and immcdiatcly implementing thc anesthcsia conversion factor increase as recommended by thc RUC. 

Thank you for your consideration of this serious matter. 
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Submitter : Dr. Kevin Carnes 

Organization : Dr. Kevin Carnes 

Category : Physician 

Issue Areas/Comments 

Date: 07/28/2007 

GENERAL 

GENERAL 

Lcslie V. Norwalk, Esq. 
Acting Administrator 
Ccnters for Mcdicarc and Medicaid Scrviccs 
Attention: CMS-1385-P 
P.O. Box 80 18 
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 incrcase anesthesia payments undcr thc 2008 Physician FCC Schcdulc. 1 am gratcful that CMS has 
recognized thc gross undervaluation of anesthesia scrvices, and that the Agcncy 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 sincc the RBRVS took effect, Medicare payment for anesthesia scrvices stands at just $1 6.19 pcr 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 untcnable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undcrvaluation of anesthesia services. I am pleased that the Agcncy accepted this recommendation in its proposed rule, and I support full implementation of the 
RUC s recommendation. 

To cnsurc that our paticnts have access to cxpcrt ancsthesiology medical care, it is imperative that CMS follow through with the proposal in thc Federal 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. 
Sincerely, 
Kevin Cames MD 
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Submitter : Dr. Zia Kidwai 

Organization : Primacare Cardiology 

Category : Physician 

Issue AreasIComments 

Date: 07/28/2007 

Coding-Reduction In TC For 
Imaging Services 

Coding--Reduction In TC For Imaging Services 

With due rcspcct. 
Color flow doppler is not a pan of a bundle procedure as has been erroneously suggested. This is a scperate highly technical package with effects on cost of the 
cquipmcnt as well as the time that Sonographer spends in acquiring color flow dopplcr.Proper interpretation of wlor flow dopplcr rcquires training and attention to 
finer technical aspects such as adjustment of vclocity scalc, aliasing etc. Bundling this with echocardiography codc and thus eliminating the additional paymcnt for 
color flow doppler is going to have a significant impact on the quality and the amount of information that becomes availablc from this modality 
indepcndently.thus, directly affecting patient management decisions. 

1 am a pan of a big multispecialty group that takes care of a diverse patient population. As an echo interpreting physician , I am critically aware of the independent 
valuc of this important modality .Any action that undermines thc value of this techniquc has the potcntia1 to hurt the care of our paticnts adversely. 

Pleasc rcconsider this proposition. 

Thanks 

Zia Kidwai MD FACC FASE 
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Submitter : Mr. WILLLIAM MANN 

Organization : WILLIAM P MANN MD 

Date: 07/28/2007 

Category : Physician 

Issue AreaslComments 

Coding--Reduction In TC For 
Imaging Services 

Coding--Reduction In TC For Imaging Services 

IT MAKES NO SENSE TO ELIMINATE PAYMENT FOR COLOR DOPPLER. DATA CULLED FROM THIS STUDY ARE RELEVANT TO EVERY 
PATIENT WHO UNDERGOES A CARDIAC ECHO DOPPLER EXAM. THE TIME DEVOTED TO OBTAINING AND INTERPRETING THIS DATA CAN 
REPRESENT I0 TO (IN THE CASE OF ROA CALCULATIONS),60 % OF TECHNICAL AND PROFESSIONAL COMPONENTS OF THE TOTAL EXAM. 
ALSO WHEN ECHO MACHINES BREAKDOWN, IT IS OFTEN THE COLOR DOPPLER FUNCTION THAT REQUIRES AN EXPENSIVE AND TIME 
CONSUMING REPAIR. 
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Submitter : Dr. James Barnhart 

Organization : ASA 

Category : Physician 

Issue Areas/Comments 

Date: 07/28/2007 

GENERAL 

GENERAL 

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

Re: CMS-1385-P 

Ancsthesia Coding (Part of 5-Year Review) 

Dear Ms. Norwalk: 

I am writing to express my shongcst support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. I am grateful that CMS has 
rccognized the gross undervaluation of anesthesia services, and that the Ageney 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 serviees. 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 tinsustainable 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 aceepted this reeommendation in its proposed rule, and 1 support full implementation of the 
RUC s recommendation. 

To cnsure that our patients have acccss to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Fedcral 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. 

James Alan Barnhart MD 
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Submitter : Dr. Jeffrey Schwartz 

Organization : Dr. Jeffrey Schwartz 

Category : Physician 

Issue Areas/Comments 

Date: 07/28/2007 

GENERAL 

GENERAL 

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

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

Dear Ms. Nonvalk:<br><br> 

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

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 $1 6.1 9 pcr unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
areas with disproportionately high Medicare populations.<br><br> 

In an effort to rectify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undervaluation of anesthesia services. 1 am pleased that the Agency accepted this recommendation in its proposed rule, and 1 support full implcmentation of the 
RUC s recommendation.. 8 r  x b r  > 

To cnsurc that our paticnts have access to expert anesthcsiology medical carc, it is imperative that CMS follow through with the proposal in the Fcderal Register 
by fully and immcdiately implcmcnting the anesthesia conversion factor increase as recommended by the RUC.<br><br> 

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

Sincercly,<br> 
Jeffrey J. Schwanz 
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Submitter : Dr. Jeffrey Shaw Date: 07/28/2007 

Organization : Dr. Jeffrey Shaw 

Category : Physician 

Issue Areas/Comments 

GENERAL 

GENERAL 

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

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

Dcar Ms. Nonvalk: 

I am writing to cxprcss my strongest support for thc proposal to incrcasc ancsthcsia paymcnts under thc 2008 Physician FCC Schedule. I am gratcful that CMS has 
rccognizcd thc gross undervaluation of ancsthcsia services, and that the Agcncy is taking stcps to addrcss this complicatcd issuc. 

When the RBRVS was instituted, it crcatcd a huge payment disparity for ancsthcsia care, mostly due to significant undervaluation of ancsthcsia work comparcd to 
othcr physician serviccs. Today, more than a decade sincc the RBRVS took cffect, Medicare paymcnt for anesthesia serviccs stands at just $1 6.1 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 Medicarc populations. 

In an cffort to rectify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion 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 anesthesia serviccs. I am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of thc 
RUC s recommendation. 

To ensurc that our patients have access to expert anesthesiology medical carc, it is imperative that CMS follow through with the proposal in the Fcdcral Rcgister 
by fully and immediately implementing the ancsthesia conversion factor incrcase as recommended by the RUC. 

Thank you for your consideration of this scrious mattcr. 
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Submitter : Dr. Roland Sharp 

Organization : AMGSC 

Category : Individual 

Issue AreaslComments 

Date: 07/28/2007 

Physician Scacity Areas 

Physician Scacity Areas 

Leslic V. Nonvalk, Esq. 
Acting Administrator 

Centers for Medicarc and Medicaid Serviccs 

Attention: CMS-1385-P 

P.O. Box 801 8 

Baltimorc, MD 2 1244-8018 

Rc: CMS-1385-P 

Anesthesia Coding (Part of 5-Year Review) 

Dcar 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 
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 ancsthesia care, mostly due to significant undervaluation of anesthesia work compared to 
othcr physician scrviccs. Today, morc than a decadc sincc thc RBRVS took effect, Medicare paymcnt for ancsthcsia scrvices stands at just $16.19 pcr unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
arcas with disproportionatcly high Medicarc populations. 

In an cffort to rcctify this untcnablc situation, the RUC rccommcndcd that CMS increase thc ancsthesia convcrsion factor to offset a calculated 32 pcrccnt work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undervaluation of anesthcsia serviccs. I am pleased that the Agcncy accepted this recommendation in its proposed rule, and I support full implementation of thc 
RUC s recommendation. 

To ensure that our patients havc access to expert anesthesiology medical care, it is imperative that CMS follow through with thc proposal in thc Fcdcral Register 
by fully and immediately implementing the anesthcsia convcrsion factor increase as recommended by the RUC. 

Thank you for your consideration of this serious matter. 
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Submitter : Dr. Kevin Keller 

Organization : Anesthesia Consultants of Western Colorado 

Category : Physician 

Issue AreasIComments 

Date: 07/28/2007 

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 18 

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

Dcar Ms. Norwalk: 

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

When the RBRVS was instituted, it created a huge payment disparity for ancsthesia 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 payment for anesthesia scrvices stands at just $16.19 pcr unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable 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 recommcnded 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 support full implementation of the 
RUC s recommendation. 

To cnsurc that our paticnts havc access to expert ancsthcsiology medical carc, it is imperative that CMS follow through with the proposal in the Fcdcral Rcgister 
by fully and ~mmediatcly implcrncnting thc anesthesia conversion factor incrcasc as rccommendcd by thc RUC. 

Thank you for your consideration of this serious mattcr. 
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Submitter : Dr. Mark Wangler 

Organization : Dr. Mark Wangler 

Category : Physician 

Date: 07/28/2007 

Issue AreasIComments 

GENERAL 

GENERAL 

Leslie V. Norwalk, Esq. 
Acting Administrator 
Centers for Medicarc and Medicaid Serviccs 
Attcntion: CMS- 1385-P 
P.O. Box 8018 
Baltimore, MD 21 244-8018 

Re: CMS-1385-P 

Ancsthcsia Coding (Part of 5-Ycar 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 
rccognized the gross undervaluation of anesthesia services, and that the Agency is taking steps to address this complicatcd issue. 

When the RBRVS was instituted, it created a huge payment disparity for ancsthesia care, mostly due to significant undcrvaluation of ancsthesia work compared to 
othcr physician services. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia scrvices stands at just $16.19 per unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
areas with 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 conecting the long-standing 
undcrvaluation of anesthcsia scrvices. I am pleased that the Agency accepted this rccommcndation in its proposed rule, and I support full implementation of the 
RUC s recommendation. 

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

Thank you for your consideration of this serious matter. 

Mark Wangler 
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Submitter : Dr. Scott Brandt 

Organization : Dr. Scott Brandt 

Category : Physician 

Issue AreaslComments 

GENERAL 

GENERAL 

Date: 07/28/2007 

Re: CMS- 1385-P 

Anesthesia Coding (Part of 5-Year Review) 

Dcar Ms. Norwalk: 

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

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

In an cffort to rectify this untenable situation, the RUC recommcnded that CMS incrcase the anesthesia conversion factor to offset a calculated 32 pcrccnt work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undervaluation of anesthesia services. I am pleased that the Agcncy accepted this recomrncndation in its proposed rule, and I support full implementation of thc 
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 thc Fedcral Register 
by fully and immcdiately implementing thc ancsthesia conversion factor increasc as recommended by the RUC. 

Thank you for your considcration of this serious mattcr. 

Dr. Scott Brandt 
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Submitter : Dr. Sotero Escana Date: 07/28/2007 
Organization : Dr. Sotero Escarza 

Category : Physician 

Issue AreaslComments 

GENERAL 

GENERAL 

It is very important that you raise the fee schcdule for anesthesia. We have been severely impacted by Medicare since the late 1980's. The fee schedule is lower 
now than it was at that time and is presently about 30% of usual and customary charges. I believe these lower fees are affecting Medicare recepients in preventing 
them from getting the most efficient and timely care. Politics has turned Medicine into a business and many physicians are having to make business decisions 
regarding whether to even accept taking care of medicare patients because of such low reimbursement levels. Anesthesia deserves the increase to bring us closer in 
linc with fees collected by other specialties as a percentage of usual and customary charges. We are at a crossroads in this country regarding healthcare and without 
these overdue increases there will be a greater loss of contidence by physicians that our government can handle healthcare issues. 

Page 563 of 908 August 01 2007 11:33 AM 



Submitter : Dr. Udaya Padakandla 

Organization : Dr. Udaya Padakandla 

Category : Physician 

Issue AreaslComments 

GENERAL 

GENERAL 

Please see attachment 
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Submitter : Dr. Gary Zupfer 

Organization : Dr. Gary Zupfer 

Category : Physician 

Date: 07/28/2007 

Issue AreaslComments 

GENERAL 

GENERAL 

Lcslie V. Norwalk, Esq. 
Acting Administrator 
Ccnters for Mcdicare and Mcdicaid Services 
Attcntion: CMS-1385-P 
P.O. Box 8018 
Baltimorc, MD 21 244-8018 

Re: CMS-1385-P 

Ancsthcsia Coding (Part of 5-Year Revicw) 

Dcar Ms. Norwalk: 

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 
recognized thc gross undervaluation of anesthesia services, and that thc Agency is taking steps to address this complicated issuc. 

When the RBRVS was instituted, it created a huge payment disparity for ancsthesia care, mostly duc to significant undervaluation of ancsthesia work compared to 
othcr physician services. Today, more than a decade since thc RBRVS took effect, Medicare payment for anesthesia serviccs 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 &ng forced away from 
areas with disproportionately high Medicare populations. 

In an effort to rcctify this untenablc situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 pcrccnt work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undcrvaluation of ancsthcsia serviccs. I am pleased that thc Agcncy acccptcd this recommendation in its proposcd rulc, and I support full implcmcntation of thc 
RUC s recommendation. 

To cnsurc that our patients have access to expert anesthesiology medical care, it is imperative that CMS follow through with thc proposal in the Fcdcral Rcgistcr 
by fully and immcdiatcly implcmcnting thc anesthesia convcrsion factor increase as recommended by the RUC. 

Thank you for your consideration of this serious matter. 

Gary Zupfer. M.D. 
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Submitter : Dr. Laura Riehm 

Organization : PINNACLE ANESTHElA CONSULTANTS 

Category : Physician 

Issue Areas/Comments 

Date: 07/28/2007 

GENERAL 

GENERAL 

Re: CMS-1385-P 

Anesthesia Coding (Part of 5-Year Review) 

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 thc RBRVS was institutcd, it crcated a hugc paymcnt disparity for anesthcsia care, mostly due to significant undervaluation of ancsthesia work compared to 
othcr physician scrviccs. Today. more than a decadc since the RBRVS took cffect, Mcdicare paymcnt for ancsthesia services stands at just $16.19 p c ~  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 
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 services. I am pleased that the Agency accepted this reeommcndation in its proposed rule, and I support full implementation of the 
RUC s recommendation. 

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

Thank you for your consideration of this scrious matter. 

Sinccrcly, 

Laura S. Richm, M.D. 
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Submitter : Dr. Paul O'Leary Date: 07/29/2007 

Organization : South Oakland Anesthesia Associates 

Category : Physician 

lssue AreasIComments 

GENERAL 

GENERAL 

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

Rc: CMS-1385-P 
Ancsthcsia Coding (Part of 5-Year Rcvicw) 

Dcar Ms. Norwalk: 

I am writing to exprcss my strongest support for the proposal to incrcase anesthesia payments under the 2008 Physician Fee Schedule. I am grateful that CMS has 
recognized the gross undervaluation of anesthesia services, and that the Agcncy is taking steps to addrcss this complicatcd issuc. 

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthcsia work compared to 
other physician services. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia serviccs 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 rcctify this untenablc situation, thc RUC rccommcnded that CMS increase the anesthcsia conversion factor to offset a calculated 32 pcrccnt work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undcrvaluation of ancsthcsia services. I am pleascd that thc Agency accepted this rccommcndation in its proposcd mlc, and I support full implcmcntation of thc 
RUC s recommendation. 

To ensurc that our patients have acccss to cxpert anesthesiology medical care, it is imperativc that CMS follow through with the proposal in thc Federal Rcgister 
by fully and immediately implementing the anesthesia conversion factor increase as reeommended by the RUC. 

Thank you for your consideration of this serious matter. 

Paul M. O'Lcary 

Page 567 of 908 August 01 2007 11:33AM 



Submitter : Dr. Marino Camaioni 

Organization : American Society of Anesthesiologists 

Category : Physician 

Issue AreaslComments 

Date: 07/29/2007 

GENERAL 

GENERAL 

Leslie V. Nonvalk, Esq. 

Acting Administrator 

Centers for Medicare and Medicaid Services 

Attention: CMS-1385-P 

P.O. Box 801 8 

Re: CMS-1385-P 
Ancsthcsia 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 thc gross undervaluation of anesthesia services, and that the Agency is taking steps to address this complicated issue. 

When thc RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work comparcd to 
other physician serviccs. Today, more than a decade since thc RBRVS took effect, Medicare 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 disproportionately high Medicarc populations. This is cspccially the case in my privatc practicc in Mcsa, Arizona whcre our need for additional 
ancsthcsiologists continucs to grow, but rccmiting is made difficult becausc of our large medicare population. In fact, my parmcrs havc determined that as long as 
our case load rcmains at a constant level per anesthesiologist, for every one percent increase in medicare cases, our income decrcascs by 3 percent. This dccrcase in 
income cannot simply bc rcmedied by performing more cases. Wc have already reached the point where working any more would posc a hazard in terms of fatigue 
not only to our paticnts but also to ourselves. 

In an effort to rcctify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offsct a calculatcd 32 pcrccnt work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in 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 thc 
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 Rcgister 
by fully and immediately implementing the anesthesia conversion factor increase as recommended by the RUC. 

Thank you for your consideration of this serious matter 

Sincerely, 
Marino Camaioni, M.D. 
(Tcmpe, Arizona) 
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Submitter : Dr. Charles Lee Date: 07/29/2007 

Organization : Georgia Anesthesiologists, P.C. 

Category : Physician 

Issue AreaslComments 

GENERAL 

GENERAL 

Leslie V. Norwalk, Esq. 
Acting Administrator 
Centers for Medicare and Mcdicaid Serviccs 
Attcntion: CMS-1385-P 
P.O. Box 8018 
Baltimorc, MD 21244-8018 

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

Dcar Ms. Norwalk: 

I am writing to express my shongcst support for the proposal to increasc anesthesia payments under the 2008 Physician Fec Schedule. I am grateful that CMS has 
recognized the gross undervaluation of anesthesia serviccs, 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 sincc the RBRVS took effect, Medicare payment for anesthesia services stands at just $1 6.19 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 recommcnded that CMS increase the ancsthesia conversion factor to offset a calculated 32 pcrccnt work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in 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 implcmcntation of the 
RUC s recommendation. 

To ensure that our patients havc access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in thc Fcderal Rcgister 
by fully and immediately implementing the anesthesia convcrsion factor increasc as reeommcnded by the RUC. 

Thank you for your consideration of this serious matter. 

Charles H. Lee, M.D. 
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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 2 1244-80 18 

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 $1 6.19 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 

Charles H. Lee, M.D. 



Submitter : Date: 07/29/2007 

Organization : 

Category : Physician 

Issue AreaslComments 

Payment For Procedures And 
Services Provided In ASCs 

Payment For Procedures And Services Provided In ASCs 

We appreciate your consideration of increasing payment per unit for anesthesia service. In fact, most of our cases are medicare and medicaid patients, and to be able 
to continue to provide the best service, with high technology and the best medication with the least amount of side effects and complications, we do need at least 
to be able to cover the expenses of our service so we givc better care with better results. 
Thanks for your support. 
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Submitter : Dr. Stewart Perlman 

Organization : Vanderbilt University 

Category : Physician 

Issue Areas/Comments 

Date: 07/29/2007 

GENERAL 

GENERAL 

Lcslic V. Nonvalk, Esq. 
Acting Administrator 
Ccntcrs for Mcdicare and Medicaid Serviccs 
Attention: CMS-1385-P 
P.O. Box 8018 
Baltimorc, MD 2 1244-8018 

Rc: CMS-1385-P 

Ancsthcsia Coding (Part of 5-Ycar Rcvicw) 

Dcar Ms. Nonvalk: 

I am writing to exprcss my strongest support for the proposal to increase anesthesia paymcnts under thc 2008 Physician Fec Schedule. I am gratcful that CMS has 
rccognizcd the gross undervaluation of anesthesia scrvices, and that thc Agcncy is taking steps to address this complicated issuc. 

Whcn the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly duc to significant undcrvaluation of ancsthcsia work comparcd to 
othcr physician services. Today, more than a decadc sincc the RBRVS took cffcct, Medicare payrncnt for anesthcsia 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 
arcas with disproportionatcly high Mcdicarc populations. 

In an cffort to rcctify this untcnablc situation, the RUC recommended that CMS increase the anesthesia convcrsion 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 
undcrvaluation of ancsthesia services. I am pleased that the Agcncy accepted this rccommendation in its proposed rule, and l support full implcmcntation of the 
RUC s recommendation. 

To ensure that our patients have access to expert anesthesiology medical carc, it is imperative that CMS follow through with thc proposal in thc Fcdcral Registcr 
by fully and immcdiately implementing the anesthesia conversion factor increase as rewmmcndcd by the RUC. 

Thank you for your consideration of this serious matter. 

Sinccrcly: 

Dr. Stcwart Pcrlman 
12 15 21 st Avcnuc South 
3 108 Mcdical Ccntcr East 
Nashville, TN 37232-85 10 
stcw.pcrlman@vandcrbilt.edu 
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Submitter : Dr. Stewart Perlman 

Organization : Self 

Category : Physician 

Issue AreaslComments 

GENERAL 

GENERAL 

Date: 07/29/2007 

Leslic V. Norwalk, Esq. 
Acting Administrator 
Ccnters for Medicare and Mcdicaid Services 
Attcntion: CMS-1385-P 
P.O. Box 8018 
Baltimore, MD 2 1244-801 8 
Rc: CMS-1385-P 
Anesthesia Coding (Part of 5-Year Review) 
Dcar Ms. Norwalk: 
I am writing to cxpress my strongest support for the proposal to increase anesthesia payments undcr thc 2008 Physician Fce Schedule. I am gratcful that CMS has 
rccognizcd the gross undervaluation of anesthesia services, and that the Agency is taking steps to address this complicated issue. 
Whcn the RBRVS was instituted, it created a hugc payment disparity for anesthesia carc, mostly due to significant undervaluation of anesthcsia work compared to 
othcr physician scrviccs. Today, more than a decade sincc the RBRVS took cffcct, Mcdicare payment for anesthesia services stands at just $16.19 per unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
arcas with disproportionatcly high Mcdicare populations. 
In an cffort to rectify this untenable situation, the RUC rccommcndcd that CMS increasc the ancsthcsia conversion factor to offset a calculated 32 pcrccnt 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 anesthcsia services. I am pleased that the Agency acccpted this recommendation in its proposed mlc, and I support full implementation of thc 
RUC s recommendation. 
To ensurc that our paticnts have access to expert anesthesiology medical care, it is imperative that CMS follow through with thc proposal in thc 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. 

Stewart Pcrlman, M.D. 
39 Erwin Court 
Nashvillc, TN 37205-5006 
ufsnpgolf@aol.com 
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Submitter : Dr. 

Organization : Dr. 

Category : Physician 

Issue Areas/Comments 

GENERAL 

Date: 07/29/2007 

GENERAL 

PLEASE DO NOT CUT PHYSICIAN FEE, WE ARE BARELY COVERING OUR OVERHEAD AND SURVIVNG. md 
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Submitter : Dr. Jeffrey Weiss 

Organization : Dr. Jeffrey Weiss 

Category : Physician 

Issue AreasIComments 

GENERAL 

GENERAL 

Anesthesia conversion factor 
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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 2 1244-8018 

Re: CMS-1385-P 
Anesthesia Coding (Part of 9Year Review) 

Dear Ms. Norwalk: 

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

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

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

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

Thank you for your consideration of this serious matter. 



Submitter : Dr. Roy Parker McRae Date: 07/29/2007 

Organization : HeartCare Midwest 

Category : Physician 

Issue Areas/Comments 

Coding-- Additional Codes From 
5-Year Review 

Coding-- Additional Codes From 5-Year Review 

To whom it may concern, 
I am a Board Certified Cardiologist in practice for over 20 years. I rcad echocardiograms daily and 1 havc an objection to thc bundling of color-flow dopplcr with 
thc othcr dopplcr modalitics. It is not a givcn that color flow is uscd in cvcry casc. Thosc of us who havc a scnsc of fiscal rcsponsibility ordcr only thc modalitics 
nccdcd for thc specific nccds of the patient tested. Color flow is not always needed. When it is used it is for a spccifi c purposc; it rcquircs cxtra training to learn 
and extra time to rcad. 
I scc this as an casy way for CMS to save money by mandating a change which adds to the already difficult time we physicians arc having in delivering quality 
carc to our patients. Wc are an casy target; thc true culprits in escalating health care costs are more difficult to reign in and you don't have the political will to 
addrcss thcm. 
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Submitter : Dr. Daniel Tarditi Date: 07/29/2007 

Organization : CADV 

Category : Physician 

Issue AreaslComments 

Coding-- Additional Codes From 
5-Year Review 

Coding-- Additional Codes From 5-Year Review 

1 am a non-invasive cardiologist and am concerned rcgarding this proposed changc. Whilc ccho doppler is oftcn uscd in practice, it rcquires additional timc, 
training, and knowlcdgc to intcrpret. Wc commonly do not usc dopplcr for strcss cchocardiography becausc it is only rcquircd in paticnts with valvular disease, 
congenital heart disease, etc, and thus we do not bill for doppler for our routine stress echocardiograms. This bundling will discourage physicians and 
practitioners from requesting doppler and thus interpretation of valuable, yet time consuming information will be lost. Please do not bundle doppler with 
echocardiography interpretation. Thank you. 
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Submitter : Dr. Dennis Mc Intosh 

Organization : Self 

Date: 07/29/2007 

Category : Physician 

Issue Areas/Comments 

Resource-Based PE RVUs 

Resource-Based PE RVUs 

Dear SirMadam, 
My mcdicare reimburscmcnt is prcscntly significantly lcss than it was when I cntered privatc practice In July 1980. I know of no other arca (Including scrving 
"frics" at Macdonald's)whcrc onc would regrcss to wagcs of 27 years past, and still not reach a neutral position. (Inflation not considcrcd.) 
Clcarly this is an untcnablc condition which would not bc tolcratcd by sanitation engineers andlor field workcrs without visas. Despitc this situation, physicians 
havc soldiered on as bcst we can. One, howevcr, should realizc that this mattcr must be corrected to avert a complete breakdown of the system. 

I trust your good judgcmcnt and conscience in guiding you to makc an intelligent and just decision in allocating the resources which you control. 

Respectfully, 
Dcnnis C. Mc Intosh. M.D. 
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Submitter : Dr. John Savage Date: 07/29/2007 

Organization : Dr. John Savage 

Category : Physician 

Issue AreaslComments 

Resource-Based PE RVUs 

Resource-Based PE RVUs 

I fccl that thc R W  assessments are biased in favor of procedures. I think that the EM codes are undervalucd and thc procedure codes are overvalued. Payments 
could bc balanccd with grcatcr equity in physician payments if R W s  for EIM codcs wcrc increascd and RVUs for procedures were dccrcascd. 
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Submitter : Dr. Judith Dillman 

Organization : American Society of Anesthesiologists 

Date: 07/29/2007 

Category : Physician 

Issue AreaslComments 

GENERAL 

GENERAL 

I am writing to cxpress my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fec Schedule. I am grateful that CMS has 
recognized thc gross undcrvaluation of ancsthcsia scrvices, and that thc Agcncy is taking stcps to addrcss this complicated issuc. 

When thc RBRVS was instituted, it created a huge payment disparity for anesthcsia care, mostly duc to significant undervaluation of anesthcsia work compared to 
othcr physician scrvices. Today, morc than a decade since the RBRVS took effect, Mcdicare paymcnt for ancsthesia 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 disproportionately high Medicare populations. 

In an effort to rcctify this untcnable situation, the RUC recommendcd that CMS increase the ancsthesia 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 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 havc access to expcrt 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 recommcndcd by the RUC. 

Thank you for your consideration of this serious mattcr. 
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Submitter : Dr. Patrick Dom Date: 07/29/2007 

Organization : Associated Anesthesiology Practice, PA 

Category : Physician 

Issue Areas/Comments 

GENERAL 

GENERAL 

Leslie V. Nonvalk, Esq. 
Acting Administrator 
Ccnters for Mcdicarc and Mcdicaid Scrviccs 
Attcntion: CMS-1385-P 
P.O. Box 8018 
Baltimore. MD 2 1244-801 8 

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

Dear Ms. Nonvalk: 

I work in a practice that is approximately 50% medicare. For this very reason, we are having trouble recruiting anesthesiologists to our area. No one wants to 
come to an area where significant future cuts to an already grossly unfair reimbursement system accounts for 50% of the practice. We have already had one 
anesthesiologist leave, and others are certainly considering doing so. We provide pain management services to the local community, as well as anesthesia services, 
and it would be unfortunate to lose a provider who fulfills such a vital need to the local community. 

I am writing to express my strongest support for the proposal to incrcase ancsthesia payments under thc 2008 Physician FCC Schedule. I am grateful that CMS has 
recognized thc gross undervaluation of anesthesia services, and that thc 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 decadc since the RBRVS took effect, Medicare payment for anesthesia services stands at just $1 6.1 9 per unit. This 
amount does not cover the w s t  of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
areas with disproportionately high Medicare populations. 

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

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

Thank you for your consideration of this serious matter. 

Patrick M Dom, M.D. 
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Submitter : Dr. James Grigsby Date: 07/29/2007 

Organization : Dr. James Grigsby 

Category : Physician 

Issue Areas/Comments 

Coding-Reduction In TC For 
Imaging Services 

Coding--Reduction In TC For Imaging Services 

Coding-- Additional Codcs From 5-Ycar Review 

1 am a Cardiologist in private practice and I would like to request that the "bundling" of color flow doppler into the the gcneral echocardiogram code be disregard. 
It takes both extra technician time as wcll as physician time to perform the service and interpret. I will on numerous occasions assist the technician in obtaining 

certain images to verify a critical lesion that may decide whether or not a paticnt will require surgcry. 
I don't get reimbursed for my extra time, nor do we get reimbursement for repeating a study that I feel is inadequatc. Nor can I recall being paid to keep current 

in my field by attending seminars and obtaining CME's. 
My overhead increases annually and all I see in return is shrinking reimbursement, additional paperwork, and more requirements to fufill a job. 
I hope you can see the quandry this places on physicians as a group. I am sure I am not alone in this regard. 
Thank you for reviewing my comments. If someone would like to take the initiative to contact me, please call me at 904-206-5006.1 am quite real and not just 

regurgitating a form letter that I could easily rubberstamp and email. J. Lee Grigsby, MD 
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Submitter : Dr. Brian Chanatry 

Organization : American Society of Anesthesiologists 

Category : Physician 

Issue AreaslComments 

Date: 07/29/2007 

Resource-Based PE RVUs 

Resource-Based PE R W s  

1 uwritc to urgc passage of thc revision to payment policy for physicians. This revision would redress thc significant underpayment for physician anesthesiology 
serviccs which has cxistcd for many years. In thc long haul this can only improve accss and quality for our nations cldcrly. Thank you very much for your 
considcration. 

Sinccrely, 
Dr. Brian J Chanatry 
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Submitter : Miss. Simon Adanin 

Organization : University of Chicago 

Category : Physician 

Issue Areas/Comments 

Date: 07/29/2007 

GENERAL 

GENERAL 

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

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

Dcar Ms. Norwalk: 

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

Whcn the RBRVS was instituted, it created a huge paymcnt disparity for anesthesia care, mostly duc 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 scrviccs stands at just $1 6.19 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 recommcnded 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 proposcd rule. and 1 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. 

Sincerely, 

Simon M. Adanin, D.O. 
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Submitter : Dr. Rodolfo Domingo 

Organization : Long Island Anesthesiologists, PLLC 

Category : Physician 

Issue Areas/Comments 

Date: 07/29/2007 

GENERAL 

GENERAL 

Leslie V. Nonvalk. Esq. 
Acting Administrator 
Ccntcrs for Mcdicare and Mcdicaid Scrviccs 
Attention: CMS-1385-P 
P.O. Box 8018 
Baltimore, MD 21244-801 8 

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

Dcar Ms. Norwalk: 

I am writing to cxprcss my shongest support for the proposal to increase anesthcsia payments under the 2008 Physician FCC Schedule. I am gratcful that CMS has 
recognizcd thc gross undcrvaluation of ancsthesia services, and that thc Agency is taking stcps to addrcss this complicated issue. 

When the RBRVS was instituted, it crcated a huge payment disparity for anesthesia care, mostly due to significant undervaluation of ancsthesia work comparcd to 
othcr physician services. Today, marc 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 Medicarc populations. 

In an effort to rectify this untenable situation, the RUC rccommendcd that CMS increase thc anesthesia conversion factor to offsct a calculatcd 32 pcrccnt work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in 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 cnsurc that our patients havc access to expert anesthesiology medical care, it is imperativc that CMS follow through with the proposal in the Fcderal Rcgister 
by fully and immcdiatcly implcmcnting the anesthcsia conversion factor increase as recommended by thc RUC. 

Thank you for your considcration of this scrious matter. 

Sinccrcly, 

Rodolfo M. Domingo, M.D. 
Good Samaritan Hospital Medical Center 
Wcst Islip, NY 11795 
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Submitter : Mrs. Erin Lui Date: 07/29/2007 

Organization : Mrs. Erin Lui 

Category : Individual 

Issue AreaslComments 

GENERAL 

GENERAL 

Leslie V. Nonvalk, Esq. 
Acting Administrator 
Centers for Medicare and Mcdicaid Serviccs 
Attention: CMS- 1385-P 
P.O. Box 8018 

Baltimore, MD 21 244-8018 
Re: CMS-1385-P 
Anesthesia Coding (Part of 5-Year Review) 
Dcar Ms. Nonvalk: 
I am writing to express my strongcst support for thc proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. I am grateful that CMS has 
recognized thc gross undcrvaluation of anesthcsia serviccs, and that thc Agency is taking stcps to address this complicated issue. 
Whcn thc RBRVS was instituted, it created a hugc paymcnt disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to 
other physician scrviccs. Today. more than a decade since thc RBRVS took effect, Mcdicare paymcnt for ancsthesia serviccs stands at just $16.1 9 pcr unit. This 
amount does not cover thc cost of caring for our nation's seniors, and is creating an unsustainablc system in which anesthesiologists arc bcing forccd away from 
arcas with disproportionately high Medicare populations. 
In an effort to rectify this untenablc situation, the RUC recommcnded 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 ancsthcsia services. I am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the 
RUC's rccommcndation. 
To ensure that our patients have access to expert anesthesiology medical care, it is imperative that CMS follow through with thc proposal in thc Fedcral Rcgister 
by fully and imrncdiately implementing thc anesthesia conversion factor increase as recommended by the RUC. 
Thank you for your consideration of this serious matter. 

Erin Tunstill Lui 
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Submitter : Mr. Jeffrey Lui Date: 07/29/2007 
Organization : Mr. Jeffrey Lui 

Category : Individual 

Issue Areas/Comments 

GENERAL 

GENERAL 

Lcslic V. Norwalk, Esq. 
Acting Administrator 
Ccntcrs for Mcdicarc and Mcdicaid Serviccs 
Attention: CMS-1385-P 
P.O. Box 8018 

Baltimore, MD 21244-801 8 
Rc: CMS-1385-P 
Anesthesia Coding (Part of 5-Year Review) 
Dcar Ms. Norwalk: 
I am writing to cxpress my strongest support for the proposal to incrcase anesthesia payments undcr the 2008 Physician Fce Schedule. 1 am grateful that CMS has 
rccognizcd thc gross undervaluation of anesthesia scrviccs, and that thc Agency is taking steps to address this complicated issuc. 
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 services. Today, more than a dccadc since the RBRVS took effect, Mcdicare payment for ancsthesia services stands at just $1 6.19 per unit. This 
amount does not cover the cost of caring for our nation's seniors, and is crcating an unsustainable system in which anesthesiologists arc being forced away from 
areas with disproportionately high Medicare populations. 
In an effort to rectify this untenable situation, the RUC recommcnded 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 acceptcd this recommendation in its proposed rule, and 1 support full implemcntation of the 
RUC's recommendation. 
To ensure that our patients have access to expert anesthesiology medical care, it is impcrative that CMS follow through with the proposal in the Federal Registcr 
by fully and immediately implementing the anesthesia conversion factor increase as recommended by the RUC. 
Thank you for your consideration of this serious matter. 
Jcffrey Lui 
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Submitter : Dr. Patrick McConville 

Organization : Univ of Tennessee Medical Center-Knoxville 

Category : Physician 

Issue Areas/Comments 

GENERAL 

GENERAL 

Dear Ms. Nonvalk, 
Please support the RUS submitted conversion factor increase of $4.00 per anesthcsia unit. 
Patrick McConville, M.D. 
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Submitter : Dr. Lawrence bercutt 

Organization : sacramento anesthesia medical group 

Category : Physician 

Issue AreaslComrnents 

Date: 07/29/2007 

GENERAL 

GENERAL 

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

Rc: CMS-1385-P 
Ancsthcsia Coding (Part of 5-Year Rcvicw) 

Dear Ms. Nonvalk: 

I am writing to cxpress my strongest support for the proposal to increase anesthcsia payments under the 2008 Physician Fce Schcdulc. ! am gratcful that CMS has 
rccognizcd thc gross undcrvaluation of anesthesia scrviccs, and that the Agency is taking steps to address this complicatcd issue. 

Whcn thc RBRVS was institutcd, it creatcd a hugc payment disparity for anesthcsia care, mostly duc to significant undervaluation of ancsthesia work compared to 
othcr physician scrviccs. Today, more than a dccade sincc the RBRVS took effect, Medicarc payment for anesthcsia serviccs stands at just $1 6.19 pcr unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
arcas with disproportionately high Mcdicare populations. 

In an effort to rcctify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset acalculated 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 ancsthcsia services. I am pleased that the Agcncy 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 cxpcrt anesthesiology mcdical carc, it is imperative that CMS follow through with the proposal in thc Fcdcral Rcgistcr 
by fully and immcdiatcly implementing the ancsthcsia conversion factor increasc as rccommcndcd by the RUC. 

Thank you for your consideration of this serious matter. 
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Submitter : Dr. Joy Roth 

Organization : ASA 

Category : Physician 

Issue Areas/Comments 

Date: 07/29/2007 

GENERAL 

GENERAL 

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

Dear Ms. Norwalk: 

I am writing to express my strongest support for the proposal to increase anesthesia paymcnts under the 2008 Physician Fec Schedule. I am grateful that CMS has 
rccognizcd thc gross undcrvaluation of anesthesia services, and that thc Agcncy is taking steps to address this complicated issuc. 

Whcn thc RBRVS was instituted, it crcated a hugc paymcnt disparity for anesthesia carc, mostly due to significant undcrvaluation of anesthesia work comparcd to 
othcr physician scrviccs. Today, more than a dccadc sincc thc RBRVS took effect, Medicare paymcnt for ancsthcsia scrviccs stands at just $1 6.1 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 
arcas with disproportionatcly high Medicarc populations. 

In an cffort to rectify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 pcrcent 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 scrvices. I am plcased that thc Agcncy acceptcd this recommendation in its proposcd rule, and I support full implcmcntation of thc 
RUC s recommendation. 

To ensure that our patients have access to expert anesthesiology medical carc, it is imperative that CMS follow through with the proposal in thc Fedcral Rcgister 
by fully and immcdiately implementing thc anesthesia conversion factor increase a .  recommended by thc RUC. 

Thank you for your consideration of this serious matter 
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Submitter : Dr. Joel Reimnitz 

Organization : Group Anesthesia Services 

Category : Physician 

Issue Areas/Comments 

Date: 07/29/2007 

GENERAL 

GENERAL 

Leslic V. Nonvalk, Esq. 
Acting Administrator 
Ccntcrs for Medicare and Medicaid Serviecs 
Attention: CMS-1385-P 
P.O. Box 801 8 
Baltimorc. MD 2 1244-801 8 

Rc: CMS- 1385-P 

Ancsthesia Coding (Part of 5-Ycar Rcview) 

Dcar Ms. Nonvalk: 

I am writing to express my strongest support for the proposal to increasc anesthesia payments under the 2008 Physician Fce Schedule. I am gratcful that CMS has 
rccognizcd the gross undcrvaluation of ancsthesia serviccs, and that thc Agency is taking steps to address this complicated issue. 

Whcn thc RBRVS was instituted, it crcated a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthcsia work comparcd to 
other physician scrviccs. Today, more than a decade since the RBRVS took effect, Medicare payment for ancsthcsia serviccs stands at just $16.19 pcr unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
arcas with disproportionately high Medicarc 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 anesthcsia serviccs. I am plcased that thc Agcncy accepted this rccommcndation in its proposed rulc, and I support full implementation of the 
RUC s recommendation. 

To cnsurc that our paticnts havc acccss to cxpcrt anesthesiology mcdical carc, it is imperative that CMS follow through with the proposal in thc Fcderal Rcgistcr 
by fully and immcdiatcly implemcnting the anesthcsia convcrsion factor increasc as recommcndcd by thc RUC. 

Thank you for your considcration of this serious matter. 
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Submitter : Dr. gregory boling Date: 07/29/2007 
Organization : Dr. gregory boling 

Category : Physician 

GENERAL 

GENERAL 

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

Rc:CMS-I 385-P 
Ancsthcsia Coding (Part of 5-Year Review) 

Dcar Ms. Nonvalk: 

I am writing to exprcss my strongest support for thc proposal to increasc anesthesia paymcnts under the 2008 Physician Fec Schcdulc. I am gratcful that CMS has 
recognized thc gross undervaluation of anesthcsia services, and that the Agency is taking steps to address this complicatcd issue. It is truly a shame that thc CMS 
valucs the carc providcd by Anesthesiologists to medicare recipients to be less than that demanded by most plumbers, electricians, and auto mechanics! 

Whcn the RBRVS was instituted, it created a huge payment disparity for anesthcsia care, mostly due to significant undervaluation of ancsthesia work compand to 
othcr physician scrviees. Today, more than a decade since the RBRVS took effect, Medicare paymcnt for anesthesia scrviccs stands at just $16.19 pcr unit. This 
amount does not cover the cost of caring for our nation's seniors, and is creating an unsustainable system in which anesthesiologists arc bcing forced away from 
arcas with disproportionately high Medicare populations. 

In an effort to rectify this 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 forward in correcting thc 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. This increase though would still have Medicarc reimbersement for anesthesia services well below 50% of the reimbenement thc market 
forces have produced for commercially insured individuals! 

To ensure that our patients have access to expert anesthcsiology medical care, it is imperative that the 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. 

Grcgory H. Boling, M.D. 
Anesthesia Consultants, P.A. 
2550 Flowood Drivc Suite 400 
Flowood, Mississippi 39232 
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Submitter : Dr. John Yang 

Organization : Physicians Anesthesia Assoc 

Category : Physician 

Issue Areas/Comments 

Date: 07/29/2007 

GENERAL 

GENERAL 

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

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

Dcar Ms. Norwalk: 

I am writing to exprcss my strongest support for thc proposal to incrcase ancsthesia payments undcr the 2008 Physician FCC Schedule. I am grateful that CMS has 
rccognized thc gross undervaluation of ancsthcsia services, and that thc Agency is taking steps to address this cornplicatcd issuc. 

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

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

To cnsurc that our paticnts have access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in thc Fcderal Registcr 
by fully and immcdiatcly implcmcnting thc ancsthcsia conversion factor increase as recommcnded by the RUC. 

Thank you for your considcration of this serious matter. 

John J. Yang, MD 
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Coding-- Additional Codes From 
b y e a r  Review 

Coding-- Additional Codes From 5-Year Review 

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

Rc: CMS-1385-P 

Ancsthcsia Coding (Part of 5-Ycar Rcvicw) 

Dcar Ms. Norwalk: 

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

Whcn the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of ancsthesia work comparcd to 
othcr physician serviccs. 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 rcctify this untenable situation. the RUC recommendcd that CMS increase the ancsthesia conversion factor to offset a calculated 32 pcrccnt work 
undervaluation a move that would result in an increase of nearfy $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undervaluation of ancsthesia scrviccs. This will still place Medicarc paymcnt at a level of less than 50% of commcrcial insurcrs. I am plcascd that thc Agcncy 
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 thc Fcdcral Rcgistcr 
by fully and immediately implementing the anesthesia conversion factor increasc as rewmmendcd by thc RUC. 

Thank you for your consideration of this serious mattcr. 

Harold M. Goll, MD MBA 
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Issue Areas/Comments 

Date: 07/29/2007 

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 1244-801 8 

Re: CMS-1385-P 

Ancsthcsia Coding (Part of 5-Ycar Rcvicw) 

Dcar Ms. Norwalk: 

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

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

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

To cnsurc that our paticnts havc access to expert anesthesiology medical care, it is imperative that CMS follow through with thc proposal in thc Fedcral 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. 
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Organization : ASA 

Category : Physician 

Issue Areas/Comments 

GENERAL 

GENERAL 

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

Rc: CMS- 1385-P 
Ancsthesia Coding (Pan of 5-Ycar Review) 

Dcar Ms. Nonvalk: 

I am writing to express my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fce Schedule. [ am gratcful that CMS has 
rccognizcd the gross undcrvaluation of anesthesia scwices, and that the Agency is taking stcps to address this complicated issue. 

Whcn the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undcwaluation of ancsthcsia work comparcd to 
othcr physician services. Today, more than a decade since the RBRVS took effect, Medicare paymcnt for anesthesia sewiccs 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 
arcas with disproportionately high Medicare populations. 

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

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

Thank you for your consideration of this serious matter. 

Dale L. Davis , M.D. 
Staff Anesthesiologist 
San Antonio Community Hospital 
Upland, Ca. 
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Category : Physician 

Issue Areas/Cornrnents 

Date: 07/29/2007 

GENERAL 

GENERAL 

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

Rc: CMS-1385-P 

Ancsthcsia Coding (Part of 5-Ycar Revicw) 

Dcar Ms. Nonvalk: 

I am writing to express my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fec Schedule. I am grateful that CMS has 
rccognizcd thc gross undcrvaluation of ancsthesia services, and that the Agcncy is taking stcps to addrcss this complicated issuc. 

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 dccade sincc the RBRVS took effect, Medicare payment for ancsthesia serviccs stands at just $16.19 pcr unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable 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 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 anesthesia scrviccs. 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 carc, it is imperative that CMS follow through with the proposal in the Federal Registcr 
by fully and immediately implementing the ancsthcsia conversion factor increase as recommended by the RUC. 

Thank you for your consideration of this serious matter. 

Thomas R. Walthcr MD 
Director of Ancsthcsiology 
Trinity Hcalth Systcm 

Thank you for any consideration pertaining to the CMS increase to the base unit anesthesia reimbursement. With the changing demographics in the United Statcs 
we arc 
sccing and will continuc to sce an increase in the elderly population requiring our: care. This patient population is sicker and necessitates more complcx care. This 
incrcasc rcprcscnts a measured and rcsponsiblc action to ensure that this carc will continuc to be available. 

Thank you, 

T. Walthcr MD 
Dircctor of Anesthesiology 
Trinity Hcalth Systcm 
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Organization : Dr. Eric Kelhoffer 

Date: 07/29/2007 

Category : Physician 
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GENERAL 

GENERAL 

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 ancsthesia scrvices, and that the Agency is taking steps to address this complicated issue. 

Whcn thc RBRVS was instituted, it crcated a hugc payment disparity for anesthcsia care, mostly due to significant undcrvaluation of ancsthesia work compared to 
other physician scrviccs. Today, more than a decade since the RBRVS took effect, Mcdicare 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 
arcas with disproportionately high Medicare populations. 

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

Thank you for your consideration of this serious matter. 

Page 598 of 908 August 01 2007 11:33 A M  



Submitter : Dr. Robert Silberg Date: 07/29/2007 
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Payment For Procedures And 
Services Provided In ASCs 

Payment For Procedures And Services Provided In ASCs 

I am writing to express my strongest support for the proposed incrcase in Anesthesia payments under the 2008 Physician fee schedule-Docket CMS-1385-P. I 
am grateful that CMS has recognized the gross undcrvaluation of anesthesia serviccs. and thc Agency is taking steps to address this complicated issue. 

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostle due to significant undervaluation of anesthcsia work compared 
to other physician services. Today, Medicare payment for anesthesia services stands at a pitiful $16.19 per unit. Furthermore, as our population is significantly 
aging, we are seeing a great increase in the number of elderly patients coming to the Operating Room and these same patients are more oftcn than not very, if not 
exhcmcly ill with multitudes of underlining medical issues, and multi-system dysfunction-thus greatly increasing the intensity, resources, and complexity of 
anesthetic care, as well as increasing the risks to these patients. All this with a relative pittance of reimbursement for all our effort, vigilance, and stress. 
In a practice that treats many Medicare patients this has serious implications to our income and recruitment of new physicians. 

In an effort to rectify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset the calculated 32% work 
undervaluation-- as an increase of $4.00 pcr unit and to serve as a major step foward in correcting the long-standing undervaluation of ancsrhesia services. It is 
imperative that CMS folow 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 consideration in this matter. 
Sincerely yours, 

Robcrt Silbcrg MD 
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Submitter : Dr. Alexander Choi 

Organization : American Society of Anesthesiologists 

Category : Physician 

Issue AreaslComments 

Date: 07/29/2007 

GENERAL 

GENERAL 

Leslie V. Nonvalk, Esq. 
Acting Administrator 
Centers for Medicare and Medicaid Services 
Attention: CMS-I 385-P 
P.O. Box 80 18 
Baltimore, MD 21244-8018 

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

Dear Ms. Norwalk: 

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

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly duc 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 unsustainabIe system in which anesthesiologists are being forced away from 
areas with disproportionately high Medicare populations. 

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

To ensure that our patients havc aeeess to expert anesthesiology medical earc, 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 eonsideration of this serious matter. 
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Organization : University of Michigan Anesthesiology 
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Issue AreaslComments 

Date: 07/29/2007 

GENERAL 

GENERAL 

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 $16.1 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 rcctify this untenable situation, thc RUC recommended that CMS increase thc anesthcsia convcrsion 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 ancsthcsia scrviccs. I am pleascd that the Agency acccptcd this recommendation in its proposed rule, and I support full implementation of the 
RUC s recommendation. 

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

Thank you for your consideration of this serious matter. 
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Coding-- Additional Codes From 
5-Year Review 

Coding-- Additional Codes From 5-Year Review 

Re: CMS 1385 P; Proposed Physician Fee Schedule and other Part B Payment Policies for CY 2008. CODING --ADDITIONAL CODES FROM 5-YEAR 
REVIEW. 

Dear Mr. Kuhn: 
As a physician who provides echocardiography services to Medicare patients and others in Staten Island for over 22 years., I am writing to object to CMS s 
proposal to bundle Medicare payment for color flow Doppler (CPT Code 93325) into all echocardiography base services. This proposal would discontinue 
separate Medicare payment for color flow Doppler effective on January 1.2008, on the grounds that color flow Doppler has become intrinsic to the performance 
of all eehocardiography procedures. 
I havc bcen interpreting echocs in my current position at Riehmond Cardiologic Services since 1985.The cost of equipment sonographcr time and my time to rcad 
an echo. Has significantly increased with the development of color Doppler. CMS s proposal to bundle (and thereby eliminate payment for) color flow Doppler 
completely ignores thc practice expenses and physician work involved in performance and interpretation of these studies. While color flow Doppler can be 
performed concurrently or in concert with the imaging component of echocardiographic studies, the performance of color flow Doppler increases the sonographer 
time and equipmcnt time that are required for a study; in fact, the physician and sonographer time and resources involved have, if anything, increased, as color 
flow Doppler s role in the evaluation of valve disease and other conditions has become more complex. The sonographer and equipment time and the associated 
overhead required for the performance of color flow Doppler are not included in the relative value units for any other echocardiography base procedure. Thus, 
with the stroke of a pen, thc CMS proposal simply eliminates Medicare payment for a service that (as CMS itself acknowledges) is important for accurate 
diagnosis and that is not reimbursed under any other CPT code. 

Moreover, CMS is incorrect in assuming that color flow Doppler is intrinsic to the provision of all echocardiography procedures. I understand that data gathered 
by an independent consultant and submitted by the American College of Cardiology and the American Socicty of Echocardiography confirms that color flow 
Dopplcr is routinely pcrformcd in conjunction with CPT code 93307. Howcver, these data, which were previously submitted to CMS, also indicatc that an 
cstimatcd 400,000 color flow Dopplcr claims each ycar arc provided in conjunction with 10 echocardiography imaging codes othcr than CPT Codc 93307, 
including fetal echo, transesophageal echo, congenital echo and stress echo. For many of these echocardiography base codes, the proportion of claims that 
includc Doppler color flow approximates or is less than 50%. Morc recent data submitted by the ASE in response to the Proposed Rulc confirms that this practicc 
pattern has not changcd over the past several years. 

Thc complexity of the new color machines (with thcre expense) allows us to see pathology that we werc unablc to see before. Thc sonographcrs and I as a 
physician will see color jets that then prompt further echo investigation and there and my timc. 
For these reasons. I urge you to refrain from finalizing the proposed bundling of color flow Doppler into other echocardiography procedures, and to work closely 
with the American Society of Echocardiography to address this issuc in a manner that takes into account the very real resources involved in the provision of this 
important service. 

I have been interpreting echoes long before color Doppler. The technology has greatly improved echo and often eliminated the need for a cardiac catherization, but 
it docs involve expensive equipment and additional sonographer and physician timc. 

Sinccrcly yours, 

Leonard Lcfkovic M.D. F.A.C.C. 
Director Richmond Cardiologic Services 

Page 602 of  908 August 01 2007 11:33 AM 
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Organization : Brevard Anesthesia Services 

Category : Physician 

Issue ~ r e a s / ~ o m m e n t s  

GENERAL 

GENERAL 

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

Rc: CMS-1385-P 
Ancsthcsia Coding (Pan of 5-Year Review) 

Dear Ms. Norwalk: 

I am writing to exprcss my strongest support for the proposal to increase anesthesia payments undcr the 2008 Physician Fce 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 fmm 
areas with disproportionately high Medicare populations. 

In an cffort to rectify this untenable situation, the RUC rccommcnded 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 thc 
RUC s recommendation. 

To ensure that our patients havc access to expen 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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Issue Areas/Comments 

Coding-- Additional Codes From 
5-Year Review 

Coding-- Additional Codes From 5-Year Review 

Re: CMS-1385-P; Proposed Physician Fee Schedule and other Part B Payment Policies for CY 2008. CODING --ADDITIONAL CODES FROM 5-YEAR 
REVIEW. 

Dear Mr. Kuhn: 

As a cardiac sonographer who provides echocardiography services to Medicarc patients and othcrs at Illinois Hcart and Vascular, Hinsdale, IL, I am writing to 
objcct to CMS's proposal to bundle Mediearc payment for color flow Doppler (CPT Code 93325) into all echocardiography base scrviccs. This proposal would 
discontinuc separatc Medieare payment for color flow Doppler effective on January 1,2008, on the grounds that color flow Doppler has become intrinsic to thc 
pcrfonnancc of all cchocardiography procedures. 

In conjunction with two-dimensional echocardiography, color Doppler typically is used for identifying cardiac malfunction (such as valvular regurgitation and 
intracardiac shunting), and for quantitating the severity of these lesions. In particular, color Dopplcr information is critical to thc dccision-making process in 
paticnts with suspicion of hcart valve disease and appropriate selection of patients for valve surgery or medical management. In addition, color flow Doppler is 
important in the accurate diagnosis of many other cardiac conditions. 

CMS's proposal to bundle (and thereby eliminate paymcnt for) color flow Doppler completely ignores the practice expenses and physician work involved in 
pcrformance and interpretation of these studies. While color flow Doppler can be performed concurrently or in concert with the imaging component of 
cchocardiographic studies, the pcrformance of color flow Doppler increases the sonographer time and equipment time that arc rcquired for a study; in fact, the 
physician and sonographcr time and resources involved havc, if anything, increased, as color flow Doppler's role in thc evaluation of valve discasc and othcr 
conditions has bccome morc complcx. Thc sonographcr and equipmcnt time and thc associated ovcrhcad rcquircd for thc pcrformancc of color flow Dopplcr are 
not includcd in the rclative value units for any other echocardiography base procedure. Thus, with thc strokc of a pcn, thc CMS proposal simply eliminates 
Medicare payment for a scrvicc that (as CMS itself acknowledges) is important for accurate diagnosis and that is not rcimbursed undcr any othcr CPT codc. 

Moreover, CMS is incorrect in assuming that color flow Doppler is intrinsic to the provision of all echocardiography proccdures. I understand that data gathered 
by an independcnt consultant and submitted by the American College of Cardiology and the Amcncan Socicty of Echocardiography confirm that color flow 
Dopplcr is routinely performed in conjunction with CPT code 93307. However, thcsc data, which wcre previously submitted to CMS, also indicatc that an 
estimated 400,000 color flow Doppler claims each year are providcd in conjunction with I0 echocardiography imaging codes other than CPT Code 93307, 
including fetal echo, transesophageal echo, congenital echo and strcss echo. For many of these echocardiography base codes, thc proportion of claims that include 
Doppler color flow approximates or is less than 50%. More recent data submitted by the ASE in responsc to the Proposed Rule confirms that this practice pattern 
has not changed over the past several years. 

For these rcasons, I urgc you to refrain from finalizing the proposed bundling of color flow Doppler into other echocardiography procedures, and to work closcly 
with thc American Socicty of Echocardiography to address this issue in a manner that takcs into account the vcry real rcsourccs involved in the provision of this 
important scrvice. 

Sinccrcly yours, 

Christinc Greco, RDCS 
ILLINOIS HEART AND VASCULAR 
Hinsdalc. IL 
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Coding--Reduction In TC For 
Imaging Services 

Coding--Reduction In TC For Imaging Services 

Dear CMS Evaluators: 

Please reconsider bundling color doppla with other echocardiographic imaging modalities.This is a seperate modality that takes a substantial amount of time for 
aquisihon and recording as well as intrepretation. We utilize this modc in addition to other graphics and doppler for calculation and screening of conditions that 
cannot be identified or quantified in any other way. 

Thank you for your consideration. 

John Timothy Lombard MD FACC 
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Submitter : Dr. James Grant Date: 07/29/2007 

Organization : Dr. James Grant 

Category : Physician 

Issue Areas/Comments 

Coding- Additional Codes From 
5-Year Review 

Coding-- Additional Codes From 5-Year Review 

Dear Ms. Norwalk, 
I am writing to express my strong support for the increase in Anesthesia Payments under the 2008 Physician Fee Schedulc. Anesthesia services have been greatly 
undervalued since the RBRVS was instituted. This has made it extraordinarily difiicult for anesthesiologists to practicc in areas with high Medicare populations. 
To ensure that our nation's seniors continue to receive the quality care they deserve, it is imperative that CMS follow through with the proposal to incrcase the 
anesthesia coversion factor as recommended by the RUC. 
Thank you for your consideration of this matter. 
James Grant 
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Submitter : Dr. Miguel Valderrabano Date: 07/29/2007 
Organization : The Methodist Hospita; 

Category : Physician 

Issue Areas/Comments 

GENERAL 

GENERAL 

Re: CMS 1385 P; Proposed Physician Fee Schedule and other Part B Payment Policies for CY 2008. CODING --ADDITIONAL CODES FROM 5-YEAR 
REVIEW. 

Dear Mr. Kuhn: 

As a physician who provides echocardiography services to Medicare patients and others in Houston, Texas, I am writing to object to CMS s proposal to bundle 
Medicare payment for color flow Doppler (CPT Code 93325) into all echocardiography base services. This proposal would discontinue separate Medicare 
payment for color flow Doppler effective on January 1,2008, on the incorrect grounds that color flow Doppler has become intrinsic to the performance of all 
cchocardiography proccdurcs. 

In conjunction with two-dimensional echocardiography, color Doppler typically is used for identifying cardiac malfunction (such as valvular rcgurgitation and 
intracardiac shunting), and for quantitating the severity of these lesions. In particular, color Doppler information is critical to the decision making process in 
patients with suspicion of heart valve disease and appropriate selection of patients for valve surgery or medical management. In addition, color flow Dopplcr is 
important in the accurate diagnosis of many other cardiac conditions. 

CMS s proposal to bundle (and thereby eliminate payment for) color flow Doppler completely ignores the practice expenses and physician work involved in 
pcrformancc and interpretation of these studics. While color flow Doppler can be performed concurrently or in concert with the imaging component of 
cchocardiographic studies, the performance of color flow Doppler increases the sonographcr timc and equipment timc that arc rcquircd for a study; in fact, thc 
physician and sonographer time and resources involved have, if anything, increased. as color flow Doppler s role in the evaluation of valve disease and other 
conditions has bccome morc complex. Thc sonographcr and cquipment time and thc associated overhead rcquircd for the pcrformancc of color flow Dopplcr arc 
not included in the relative value units for any other echocardiography base procedure. Thus, with the stroke of a pen, the CMS proposal simply eliminates 
Mcdicarc payment for a service that (as CMS itsclf acknowledges) is important for accurate diagnosis and that is not rcimburscd undcr any othcr CPT codc. 

Moreover, CMS is incorrect in assuming that color flow Doppler is intrinsic to the provision of all echocardiography procedures. I understand that data gathered 
by an indcpcndcnt consultant and submitted by the American Collcge of Cardiology and the American Society of Echocardiography confirm that color flow 
Doppler is routinely performed in conjunction with CPT code 93307. However, these data, which were previously submitted to CMS, also indicate that an 
cstimatcd 400,000 color flow Dopplcr claims each year are provided in conjunction with 10 cchocardiography imaging codes other than CPT Code 93307, 
including fetal echo, transesophageal echo, congenital echo and stress echo. For many of these echocardiography base codes, the proportion of claims that 
includc Doppler color flow approximates or is less than 50%. More rccent data submitted by the ASE in response to the Proposed Rule confirms that this practicc 
pattern has not changed over the past several years. 

For these reasons. I urge you to refrain from fmlizing the proposed bundling of color flow Doppler into other echocardiography procedures, and to work closely 
with thc Amcrican Society of Echocardiography to address this issue in a manncr that takes into account the very real resources involved in the provision of this 
important scrvicc. 

Sincerely yours, 
Migucl Valdcrrabano, MD 
Thc Methodist Hospital, Houston 
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Submitter : Dr. John Bentley 

Organization : Dr. John Bentley 

Category : Physician 

Issue Areas/Comments 

Date: 07/29/2007 

GENERAL 

GENERAL 

1 am not sure what section to make a comment in, but I am writing to support the proposed changes to increase anesthesia fees by the CMS. When anesthesia fees 
were first calulated, they were grossly undervalued and have remained so. An increase of $4.00 per anesthesia unit will help to alleviate this problem and help to 
cover the cost of providing care to our senior citizens. Particularly in Arizona were there is is high Medicare population, this will help us attract new physcians to 
scttle in our areas and also help the plight of our academic anesthesia depanmcnts who are suffering from low pay. I strongly urge you to implement this full 
incrcasc as soon as possible. Thank you John Bentley M.D. 
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Submitter : Michael Pettibon 

Organization : Michael Pettibon 

Date: 07/29/2007 

Category : Physician 

Issue Areas/Comments 

GENERAL 

GENERAL 

Dear Ms. Nonvalk: 

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

Whcn thc RBRVS was institutcd, it crcatcd a hugc paymcnt disparity for ancsthcsia carc, mostly duc to significant undervaluation of ancsthesia work compared to 
othcr physician scrviccs. Today, morc than a decade since thc RBRVS took effcct. Mcdicare uayment for anesthesia scrvices stands at lust $16.19 per unit. This . - . - 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
arcas with disproportionatcly high Mcdicare populations. 

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

Thank you for your consideration of this serious matter. 

Michael Pettibon, MD 
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Submitter : Dr. ROBERT GORDON MOWRY Date: 07/29/2007 
Organization : Dr. ROBERT GORDON MOWRY 

Category : Physician 

Issue Areas/Comments 

Coding-MuItipIe Procedure 
Payment Reduction for Mohs 
Surgery 

Coding--Multiple Procedure Payment Reduction for Mohs Surgery 

I am writing to strongly protest a recent ruling which has taken Mohs micrographic surgcry (CPT codes 173 11, 173 13) off thc -51 modificr list. 

Despite a long-standing cxcmption of Mohs surgcry from the multiple surgcry reduction rulc (MSRR), which covcrs certain specializcd proccdures from unfair 
rcimbuncmcnt cuts, CMS now intends to rcducc paymcnts to dermatologists by 50% by reapplying the MSRR to Mohs surgcry. Thc MSRR reduces paymcnts 
on multiple surgeries performed on the samc day as a way to minimizc the cost of rcpctitive proccdures. 
Over 80% of thc work involved in Mohs surgery (CPT codes 173 1 I, I73 12, 1731 3, and 173 14) involvcs lab work, not surgical work. Each Mohs procedural 

codc cntails meticulous mapping of the specimen, physician orientation and dyeing of the specimen, cryostat preparation and freezing, subsequent cutting of 5-7 
micron frozen sections, the preparation of microscopic slides, staining of these slides and subsequent physician microscopic evaluation of the frozen sections. 
Each Mohs stage typically takes over one hour in our lab. 
For this reason it is inappropriate to consider these codes to have efficiencies that occur when multiple (surgical) procedures are performed in one session . This 
has been previously discussed and ruled upon in 1991 when CMS agreed that Mohs excisions are separate staged procedures; they will be paid separately with no 
multiple surgery reduction. This rule was placed in the Federal Register at that time (Federal Register, November 25, 1991, Vol. 56, #227, pg 59602). 

CMS has acknowledged, Mohs excisions are separate staged procedures, rather than repetitive surgeries, and therefore should not be penalized by the MSRR. 
Sincc Mohs surgery is a complicated procedure that necessitates several separate stages with extensive laboratory work all on the samc day, thc MSRR exemption 
alone allows dcnnatologists to be fairly compensated. 
Mohs surgery is generally in-office , saving the patients from outpatient facility charges, anesthesia charges, separately billed frozen section pathology charges, as 
wcll as lab, EKG and radiology charges. Theses add-on charges, compounded by multiple visits for multiple skin cancers can cost a patient 10 times the bill that 
could be covered by the bundled service Mohs fee. 

The effect of taking the Mohs proccdurc off the -5 1 modificr list is that we will not be ablc to cover our costs for lab personnel, equipment, and physician 
time nccded to perform the procedure. If surgical repairs were, by financial nccessity, dclayed to another day (due to thc effect of the reimbursement being cut in 
half) thc paticnts would also be greatly inconvenienced. Many patients requirc time off work, their accompanying transportation cannot bc available for a second 
visit and many paticnts are elderly or come hundreds of miles away. Risks for blecding or infection are also increased by waiting for the surgery to be donc on 
anothcr day. 

Patient s having more than one cancer to be excised on the same day (approximately 15% of my practice) would have to come back for multiple visits. The idea 
that the sccond Mohs procedure should be subjected to the multiple surgical reduction rule (MSRR) makes no scnsc, as literally twice as much lab work, lab 
supplies and time have to be spcnt when two specimens are analyzed on the same patient on the same day. There is no efficiency of work whcn the twice the 
amount of lab work has to be done. 
Please consider the cxtra and unnecessary burdens on Medicare patients that this recent Medicare eovcrage proposaI would cause. I request that you do everything 
possible to reverse this pointless and costly proposal. It will havc a very negative effect on healtheare delivery for paticnts with skin cancer. 

Sincerely, 

R. Gordon Mowry, M.D. 
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Submitter : Dr. Kenneth Lehrman 

Organization : NCMA 

Date: 07/29/2007 

Category : Physician 

Issue Areas/Comments 

Coding--Reduction In TC For 
Imaging Services 

Coding--Reduction In TC For Imaging Services 

why not just reducc fees more while tech costs and machine and supply costs go up? Are we not worth our time and cxpertise or arc wc just a soft target? 
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Submitter : Dr. Bassam Kadry Date: 07/29/2007 

Organization : Medical University of South Carolina 

Category : Physician 

Issue Areas/Comments 

GENERAL 

GENERAL 

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

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

Dcar 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 
rccognizcd the gross undervaluation of anesthesia scrvices, and that the Agency is taking steps to address this complicated issuc. 

Whcn thc RBRVS was institutcd, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthcsia work compared to 
othcr physician scrvices. Today, morc than a decadc since the RBRVS took effect, Medicare payment for anesthesia services stands at just $1 6.19 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 fmm 
arcas with disproportionatcly high Medicarc populations. 

In an cffort to rectify this untcnable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculatcd 32 pcrccnt work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undcrvaluation of ancsthesia scrvices. 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 havc access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Fcdcral 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. 

Regards, 
Bassam Kad1-y 
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Submitter : Dr. Susan Payrovi 

Organization : St. Francis Medical Center 

Category : Physician 

Issue Areas/Comments 

Date: 07/29/2007 

GENERAL 

GENERAL 

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

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

Dear Ms. Norwalk: 

1 am writing to express my shongest 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. 

Whcn the RBRVS was institutcd, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthcsia work compared to 
other physician services. Today, more than a decade since the RBRVS took effect, 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 perccnt 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 1 support full implcmcntation 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 Fcdcral Rcgistcr 
by fully and immediately implementing the anesthesia conversion factor increase as recommended by the RUC. 

Thank you for your consideration of this serious matter. 
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Submitter : Dr. David Potter 

Organization : Anesthesia Consultants of Western Colorado 

Category : Physician 

Issue Areas/Comments 

Date: 07/29/2007 

GENERAL 

GENERAL 

Dcar Ms. Norwalk: 

I am writing to cxprcss my strongest support for thc proposal to incrcasc ancsthcsia paymcnts under the 2008 Physician FCC Schcdulc. I am gratcful that CMS has 
rccognizcd thc gross undcrvaluation of ancsthcsia scrviccs. and that thc Agcncy is taking stcps to addrcss this complicated issuc. 

Whcn thc RBRVS was instituted, it crcatcd a hugc paymcnt disparity for ancsthcsia carc, mostly duc to significant undcrvaluation of ancsthcsia work comparcd to 
othcr physician scrvices. Today, more than a dccade since the RBRVS took cffect, Mcdicarc paymcnt for ancsthcsia scrviccs stands at just $16.19 pcr unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
arcas with disproportionately high Mcdicarc populations. 

In an cffort to rectify this untenable situation, the RUC rccommcndcd that CMS increasc the anesthesia convcrsion factor to offsct a calculated 32 pcrccnt work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in conecting the long-standing 
undcrvaluation of ancsthcsia services. I am pleased that the Agcncy accepted this rccommcndation in its proposed rule, and I support full implcmcntation of thc 
RUC s recommendation. 

To ensure that our patients havc acccss to expert ancsthcsiology mcdical care, it is imperativc that CMS follow through with the proposal in thc Fcdcral Rcgistcr 
by fully and immediately implcmcnting thc anesthesia convcrsion factor increase as rccommcndcd by the RUC. 

Thank you for your consideration of this scrious matter. 
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Submitter : Mrs. Jennifer Potter Date: 07/29/2007 
Organization : none 

Category : Physician 

Issue Areas/Comments 

GENERAL 

GENERAL 

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 thc gross undervaluation of anesthcsia scrvices, 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 anesthcsia work compared to 
othcr physician services. Today. more than a decade sincc the RBRVS took effect, Medicare payment for anesthesia services stands at just $1 6.19 per unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
areas with disproportionately high Medicare populations. 

In an cffort to 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 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 immcdiately implementing the anesthesia conversion factor increase as recommended by the RUC. 

Thank you for your consideration of this serious matter. 
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Submitter : Dr. E Michael Tarazi 

Organization : Southwestern Vermont Healthcare 

Category : Physician 

Issue Areas/Comments 

Date: 07/29/2007 

GENERAL 

GENERAL 

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

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

Dear Ms. Norwalk: 

I am writing to express my strongest support for the proposal to increase anesthcsia payments under the 2008 Physician Fee Schedule. I am gratcful that CMS has 
recognized thc gross undervaluation of anesthcsia 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 anesthcsia work compared to 
othcr physician services. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia serviccs 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 rcctify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 pcrccnt work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in 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  commendation. 

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

Thank you for your consideration of this serious matter. 
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Submitter : Dr. Sung-Soo Hong Date: 07/29/2007 

Organization : Dr. Sung-Soo Hong 

Category : Individual 

Issue Areas/Comments 

GENERAL 

GENERAL 

Leslie V. Norwalk, Esq. 
Acting Administrator 
Centers for Medicarc and Medicaid Scrvices 
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 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 thc gross undcrvaluation of anesthesia services, and that the Agency is taking steps to address this complicated issuc. 

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undcrvaluation of anesthesia work comparcd to 
othcr physician services. Today, morc than a decadc 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 Mcdicare populations. 

In an cffort 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 
undervaluation of anesthesia services. I am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implcmcntation 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 considcration of this serious matter. 

Sung-Soo Hong, MD 
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Submitter : Ms. Cathy Neben 

Organization : Ms. Cathy Neben 

Category : Individual 

Issue Areas/Comments 

Date: 07/29/2007 

GENERAL 

GENERAL 

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

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 undcr the 2008 Physician Fee Schedule. I am grateful that CMS has 
recognized the gross undervaluation of anesthcsia services, and that the Agency is taking steps to address this complicated issue. 

When the RBRVS was instituted, it creatcd a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthcsia work compared to 
othcr physician services. Today, more than a dccadc since the RBRVS took effect, Medicare payment for anesthcsia services stands at just $1 6.1 9 pcr 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 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. 1 am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the 
RUC s recommendation. 

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

Thank you for your considcration of this serious matter. 

Cathy Ncben 
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Submitter : Dr. Paul Pabst 

Organization : Medical Anesthesia Consultants 

Category : Physician 

Issue AreasIComments 

Date: 07/29/2007 

GENERAL 

GENERAL 

Leslie V. Norwalk, Esq. 
Acting Administrator 
Centers for Medicare and Medicaid Scrviccs 
Attcntion: CMS-1385-P 
P.O. Box 801 8 
Baltimore, MD 2 1244-80 1 8 

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

Dcar Ms. Norwalk: 

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. 

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

In an effort to rcctify this untenable situation, the RUC recommended that CMS increase thc ancsthesia conversion factor to offset a calculated 32 pcrcent 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 scrvices. 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 Fcdcral Rcgister 
by fully and immediately implementing the anesthesia convcrsion factor increase as recommended by the RUC. 

Thank you for your consideration of this serious matter. 

Sincerely, 

Paul Pabst. M.D 
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Submitter : Mr. Clifton McGee Sr 

Organization : Mr. Clifton McGee Sr 

Category : Individual 

Date: 07/29/2007 

GENERAL 

GENERAL 

Lcslic V. Nonvalk, Esq. 
Acting Administrator 
Ccntcrs for Mcdicarc and Mcdicaid Scrvices 
Attcntion: CMS-1385-P 
P.O. Box 8018 
Baltimore, MD 21 244-8018 

Rc: CMS-1385-P 

Ancsthesia Coding (Part of 5-Year Rcvicw) 

Dcar Ms. Nonvalk: 

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

Whcn the RBRVS was institutcd, it created a huge paymcnt disparity for anesthesia care, mostly due to significant undcrvaluation of anesthesia work compared to 
othcr physician services. Today, more than a decade since the RBRVS took effect, Medicarc payment for anesthesia services stands at just $16.19 pcr unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable 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 acccss 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. 
Clifton McGcc Sr 
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Submitter : Mrs. Annetta McGee 

Organization : Mrs. Annetta McGee 

Category : Individual 

Issue AreaslComments 

Date: 07/29/2007 

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 18 

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 scrviccs. 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 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 proposcd 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 hl ly and immediately implementing the anesthesia conversion factor increase as recommended by the RUC. 

Thank you for your consideration of this serious matter. 
Annetta McGce 
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Submitter : Miss. Susanna Neben 

Organization : Miss. Susanna Neben 

Category : Individual 

Date: 07/29/2007 

Issue AreaslComments 

GENERAL 

GENERAL 

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

Rc: CMS-1385-P 

Ancsthcsia Coding (Part of 5-Year Review) 

Dcar Ms. Nonvalk: 

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

Whcn the RBRVS was instituted. it creatcd a huge paymcnt disparity for ancsthesia carc, mostly due to significant undcrvaluation of anesthesia work compared to 
other physician serviccs. Today, more than a dccade since thc RBRVS took cffcct, Medicare paymcnt for anesthesia serviccs 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 Mcdicarc populations. 

In an effort to rectify this untenable situation, the RUC recommended that CMS increase the ancsthesia 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 proposcd 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 Rcgister 
by fully and immediately implementing the anesthesia convcrsion factor increase as recommended by the RUC. 

Thank you for your consideration of this serious matter. 
Susanna Neben 
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Submitter : Dr. Marc Cheng Date: 07/29/2007 

Organization : Inland Valley Anesthesia Medical Group 

Category : Physician 

Issue AreaslComments 

GENERAL 

GENERAL 

Leslic V. Norwalk, Esq. 
Acting Administrator 
Ccnters for Medicare and Mcdicaid Serviccs 
Attention: CMS-1385-P 
P.O. Box 8018 
Baltimore. MD 2 1244-801 8 

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

Dcar Ms. Norwalk: 

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 
recognized the gross undcrvaluation of anesthesia scrviccs, and that thc Agency is taking steps to address this complicated issuc. 

Whcn thc RBRVS was instituted, it crcatcd a hugc payment disparity for anesthcsia care, mostly duc to significant undcrvaluation of anesthcsia work comparcd to 
othcr physician scrviccs. Today. morc than a decade sincc the RBRVS took cffcct, Medicarc paymcnt for ancsthcsia 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 disproportionately high Medicare populations. 

In an effort to rectify this untcnablc situation, thc RUC recommended that CMS incrcase 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 forward in correcting the long-standing 
undcrvaluation of anesthesia services. I am pleased that the Agency accepted this recommendation in its proposed mlc, and I support full implcmentation of the 
RUC s recommendation. 

To ensurc that our patients havc access to cxpen anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register 
by fully and immediately implemcnting the anesthesia conversion factor increase as rccommendcd by the RUC. 

In my own practice, wc arc having difficulty recruiting physicians to serve thc cldcr community becausc of the undervalued ancsthcsia scrvices. This has place 
grcat strain on physicians who are willing to takc lcss reimburscmcnt for thc community needs. 

Thank you for your considcration of this serious matter. 

Marc B. Cheng 
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Submitter : Dr. Kevin Luu 

Organization : PAAMG 

Category : Physician 

Issue AreasIComments 

Date: 07/29/2007 

GENERAL 

GENERAL 

Dcar Ms. Nonvalk: 

I am writing to express my strongest support for the proposal to incrcase anesthcsia payments under the 2008 Physician Fce Schedulc. I am grateful that CMS has 
recognized the gross undervaluation of ancsthcsia services, and that the Agcncy is taking steps to address this complicated issue. 

When the RBRVS was instituted, it created a huge payment disparity for anesthcsia care, mostly due to significant undervaluation of anesthesia work comparcd to 
other physician services. Today, marc than a decade since the RBRVS took effect, Medicare payment for anesthcsia services stands at just $1 6.19 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 untcnablc 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 1 support full implementation of thc 
RUC s recommendation. 

To cnsurc that our patients havc acccss to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Federal Register 
by fully and immediatcly implementing the anesthesia conversion factor increase as rccommendcd by thc RUC. 

Thank you for your consideration of this serious matter. 

Sincerely, 
Kcvin Luu, M.D. 
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Submitter : Dr. Harold Karam Date: 07/29/2007 

Organization : American Society of Anesthesiologists 

Category : Physician 

Issue Areas/Comments 

GENERAL 

GENERAL 

Lcslic V. Norwalk. Esq. 
Acting Administrator 
Ccnters for Mcdicarc and Mcdicaid Scrviccs 
Attcntion: CMS-1385-P 
P.O. Box 801 8 
Baltimore. MD 2 1244-80 18 

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 issuc. 

Whcn thc RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to 
other physician 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 
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 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 thc 
RUC s recommendation. 

To ensure 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. 
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Submitter : Dr. David Glick 

Organization : University of Chicago 

Category : Physician 

Issue Areas/Comments 

Date: 07/29/2007 

GENERAL 

GENERAL 

Leslie V. Norwalk, Esq. 
Acting Administrator 
Ccntcrs for Mcdicarc and Mcdicaid Scrviccs 
Attention: CMS-1385-P 
P.O. Box 801 8 
Baltimore, MD 21244-8018 

Rc: CMS-1385-P 

Ancsthesia Coding (Part of 5-Ycar Review) 

Dcar Ms. Nonvalk: 

1 am writing to express my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fec 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. 

Whcn thc RBRVS was instituted, it created a huge paymcnt disparity for anesthesia care, mostly due to significant undervaluation of ancsthesia work compared to 
other physician services. Today, morc than a decade since the RBRVS took effect, Medicare paymcnt for anesthesia scrviccs 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 
arcas with disproportionately high Medicarc populations. 

In an cffort 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 
undervaluation of anesthesia scrvices. I am plcascd 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 earc, it is imperative that CMS follow through with the proposal in the Federal Register 
by fully and immediately implemcnting the ancsthesia convcrsion factor increase as rccommendcd by the RUC. 

Thank you for your consideration of this serious matter. 

David Glick 
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Submitter : Dr. Michael Spradlin 

Organization : Dr. Michael Spradlin 

Category : Physician 

Issue Areas/Comments 

GENERAL 

Date: 07/29/2007 

GENERAL 

I am writing to express my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. I am grateful that CMS has 
rccognizcd the gross undervaluation of ancsthcsia serviccs, and that the Agency is taking stcps to addrcss this complicated issue. 

When thc RBRVS was instituted, it creatcd a huge payment disparity for ancsthcsia care, mostly due to significant undervaluation of anesthcsia 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 pcr 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 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 pcrccnt work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in 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 thc Fcdcral Register 
by fully and immediately implementing the anesthesia convcrsion factor increase as recommended by the RUC. 

Thank you for your considcration of this serious mattcr. 
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Submitter : Ms. Leslie Nonvalk Esq. Date: 07/29/2007 

Organization : center for Medicare and Medicaid 

Category : Congressional 

Issue AreaslComments 

TRHCA-Section 104: Physician 
Pathology Services 

TRHCA-Section 104: Physician Pathology Services 

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

RE: CMS-1385-P 

Ancsthesia coding(part of 5 year Review) 

Dcar Ms. Nonvalk 

lam writing to cxprcss my strongest support for the proposal to increase anesthcsia payments under the 2008 Physician Fec Schedule. 
I am gratcful that CMS has recognized the gross undervaluation of ancsthesia services, and that the Agency is taking steps to adress this complicated issue 

When thc RBRVS was institutcd. it crcated a hugc payment disparity for anesthcsia care, mostly due to significant underdevaluation of anesthesia work compared 
to other physician services. Today, morc than a decade since thc RBRVS took effect, Medicare pyment for ancsthcsia scrvices stands at just $!6.19 pcr unit. This 
amount docs not cover thc cost of caring for our nation's seniors, and is creating an unsustainable system in which anesthesiologists arc bcing forccd away from 
arcas with disproportionately high Mcdicare populations. 

In an cffort to rcctify this untcnable situation, the RUC rccommended that CMS increase the anesthesia conversion factor to offset a claculated 32 pcrcent 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 thc long standing 
undervaluation of anesthesia services. I am pleased that the Agcncy 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 imperaative that CMS follow through with the proposal in the Federal Register 
by fully and immediataely implementing the anesthesia conversion factor incrcase as recommended by the RUC. 

Thank you for your consideration of this scrious matter. 

Stevcn M. Block M.D. 
Group Ancsthesia Services Inc. 

14452 Nuhvood Lanc 
Saratoga, Ca 95070 
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Submitter : Dr. Carl Yates 

Organization : Dr. Carl Yates 

Category : Physician 

Issue Areas/Comments 

Date: 07/29/2007 

GENERAL 

GENERAL 

I writc in support of the proposcd increase in rc-imburscment for ancsthesia services. This is important to maintain patient access to anesthesia care. This is very 
important for thc future of the speciality of anesthesiology. 
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Submitter : Melissa Hiller Date: 0713012007 

Organization : Eastern Suffolk Cardiology 

Category : Physician Assistant 

Issue AreaslComments 

Coding- Additional Codes From 
5-Year Review 

Coding-- Additional Codes From 5-Year Review 

Re: CMS 1385 P; Proposed Physician Fee Schedule and other Pan B Payment Policies for CY 2008. CODING --ADDITIONAL CODES FROM 5-YEAR 
REVIEW. 

As a physician assistant and practice administartor who provides echocardiography services to Medicare patients and others in eastern suffolk county, I am writing 
to object to CMS s proposal to bundle Medicare payment for color flow Doppler (CPT Code 93325) into all echocardiography base services. This proposal 
would discontinue separate Medicare payment for color flow Doppler effective on January 1,2008, on the grounds that color flow Doppler has become intrinsic to 
the performance of all echocardiography procedures. 

In conjunction with two-dimensional echocardiography, color Doppler typically is used for identifying cardiac malfunction (such as valvular regurgitation and 
intracardiac shunting), and for quantitating the severity of these lesions. In particular, color Doppler information is critical to the dccisionmaking process in 
patients with suspicion of heart valve discase and appropriate selection of patients for valve surgery or medical management. In addition, color flow Doppler is 
important in the accuratc diagnosis of many other cardiac conditions. 

CMS s proposal to bundle (and thereby eliminate payment for) color flow Doppler completely ignores the practice expenses and physician w o k  involved in 
pcrformancc and interpretation of these studies. While color flow Doppler can bc performed concurrently or in concert with the imaging component of 
cchocardiographic studics, the performance of color flow Doppler increases the sonographer timc and equipment timc that are requircd for a study; in fact, thc 
physician and sonographer time and resources involved have, if anything, increased, as color flow Doppler s role in the evaluation of valve disease and other 
conditions has bccome morc complcx. Thc sonographer and equipment time and the associated overhead required for the performancc of color flow Dopplcr arc 
not included in the relative value units for any other echocardiography base procedure. Thus, with the stroke of a pen, the CMS proposal simply eliminates 
Mcdicarc paymcnt for a scrvice that (as CMS itself acknowledges) is important for accurate diagnosis and that is not reimbursed under any other CPT code. 

Moreover. CMS is incorrect in assuming that color flow Doppler is intrinsic to the provision of all echocardiography procedures. I understand that data gathered 
by an independent consultant and submitted by the American College of Cardiology and the American Society of Echocardiography confirm that color flow 
Doppler is routinely performed in conjunction with CPT code 93307. However, these data, which were previously submitted to CMS, also indicate that an 
estimated 400,000 color flow Doppler claims each year are provided in conjunction with 10 echocardiography imaging codes other than CPT Codc 93307, 
including fetal echo, transesophageal echo, congenital echo and stress echo. For many of these echocardiography base codes, the proportion of claims that 
include Doppler color flow approximates or is less than 50%. More recent data submitted by the ASE in response to the Proposed Rule confirms that this practice 
pattern has not changed over thc past several years. 

Physicians have become the only profession which does not increases there feesfrevenue from year to year, but actually decreases it. This "bundling" would give us 
anothcr task that wc would not bc compcnsatcd for. So do wc then provide services for free or not do them at all, lcaving the patient rccieving sub-optimal care. 

For these reasons, 1 urge you to refrain from finalizing the proposed bundling of color flow Doppler into other echocardiography procedures, and to work closely 
with the American Socicty of Echocardiography to address this issue in a manner that takes into account the very real resources involved in the provision of this 
important services. 

Page 630 of  908 August 01 2007 1 1:33 AM 



Submitter : Dr. Milton Nathan Date: 07/30/2007 

Organization : Schuster Cardiology 

Category : Physician 

Issue AreaslComments 

Coding-- Additional Codes From 
5-Year Review 

Coding-- Additional Codes From 5-Year Review 

Re color flow dopplcr- this is not done routinely on many patients, rcquircs lots of  sonographer and interpretattion timc and with new info re diastolic 
dysfinction proposcd by Mayo Clinic and others this is ibncrcasingly a more important and time consuming issue. 
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Submitter : Dr. Zulfiqar Ahmed 

Organization : Children's Hospital of Michigan 

Category : Physician 

Issue AreaslComments 

Date: 0713012007 

GENERAL 

GENERAL 

REspected Ms Novak: 1 am writing to you in support of thc CMS-1385-P. I was fortunate to hear you at the American Socicty of Anesthesiologist's mceting 
few months ago. I can tcstify on personal basis that thc CMS curs havc significantly injurcd the mcdical education in ancsthesia in thc United States. I have seen 
many stellar teachers lost to private practice becuasc of finacial impact of the ruling. The curs were arbitrary and unilatcral. They are unfair and injurious. You 
will do the right thing by reversing the cuts. 

Thanks for your attention. 
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Submitter : Dr. Kevin Vakili Date: 0713012007 

Organization : The University of Arizona Anesthesiology Dept. 

Category : Individual 

Issue AreasIComments 

GENERAL 

GENERAL 
Lcslic V. Norwalk, Esq. 
Acting Administrator 
Ccntcrs for Mcdicare and Mcdicaid Scrviccs 
Attcntion: CMS-1385-P 
P.O. Box 8018 
Baltimorc. MD 21244-80 18 

Rc: CMS-1385-P 

Ancsthesia Coding (Part of 5-Ycar Review) 

Dear Ms. Norwalk: 

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

Whcn the RBRVS was instituted, it created a huge payment disparity for anesthesia carc, mostly due to significant undcrvaluation of anesthcsia work compared to 
other physician scrviccs. Today, more than a decade sincc thc RBRVS took cffcct, Mcdicarc paymcnt for ancsthesia scrvices stands at just $1 6.19 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 Mcdicarc populations. 

In an effort to rectify this untcnablc situation, the RUC recommcnded that CMS increase the ancsthesia conversion factor to offsct 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 Agcncy acceptcd this recommcndation in its proposcd rule, and 1 support full implcmcntation of thc 
RUC s recommendation. 

To ensure that our paticnts havc access to cxpert anesthesiology medical care, it is imperativc that CMS follow through with the proposal in the Federal Registcr 
by fully and immediately implementing the anesthesia conversion factor increase a s  recommended by the RUC. 

Thank you for your considcration of this serious mattcr. 
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Submitter : Dr. Tara Chaudhari Date: 07/30/2007 

Organization : Anesthesia Consultants of Fresno 

Category : Physician 

Issue Areas/Comments 

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 (Part of 5-Year Review) 

Dear Ms. Nonvalk: 

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

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

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

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

Thank you for your considcration of this scrious matter. 

Tara Chaudhari, M.D. 
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Submitter : Dr. Anthony Zhou Date: 0713012007 

Organization : American Society of Anesthesiologists 

Category : Physician 

Issue AreasIComments 

GENERAL 

GENERAL 

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

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

Dear Ms. Nonvalk: 

I am writing to cxprcss my strongest support for thc proposal to increase ancsthcsia paymcnts under thc 2008 Physician FCC Schedulc. I am grateful that CMS has 
recognized thc gross undervaluation of ancsthesia services, and that the Agency is taking steps to address this complicated issuc. 

Whcn the RBRVS was instituted, it creatcd a huge payment disparity for anesthesia care, mostly due to signiticant undervaluation of anesthesia work comparcd to 
other physician services. Today, more than a decade since the RBRVS took effect, Medicarc payment for ancsthesia services stands at just $16.19 per unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsuslainable 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 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 forward in correcting the long-standing 
undcrvaluation of anesthesia services. I am pleased that the Agency accepted this recommendation in its proposed rule. and I support full implementation of the 
RUC s recommendation. 

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

Thank you for your consideration of this serious matter 
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Submitter : Dr. Stephen J. Penca Date: 0713012007 

Organization : Dr. Stephen J. Penca 

Category : Physician 

Issue AreaslComments 

GENERAL 

GENERAL 

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

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 Fec Schedule. I am gratchl that CMS has 
rccognizcd thc gross undervaluation of anesthesia serviccs, and that the Agency is taking steps to addrcss this complicated issuc. 

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 services. Today. more than a decade sincc the RBRVS took effect, Mcdicare payment for anesthesia services stands at just $16.19 pcr unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable 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 recommcnded that CMS increase the ancsthesia 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 serviccs. I am pleased that the Agency accepted this recommendation in its proposed mlc, and I support full implcmentation of thc 
RUC s recommendation. 

To cnsurc that our paticnts havc acccss to cxpcrt ancsthcsiology mcdical care, it is imperative that CMS follow through with the proposal in the Fedcral Register 
by fully and immcdiatcly implerncnting the anesthcsia convcrsion factor increase as recommcnded by the RUC. 

I actually do sec eldcrly patients having a hardcr time gaining access to medical care with reimbursement at current Medicare Icvels. Many physicians with 
Medicare Paticnt populations are having a hardcr time keeping thcir doors opcn with ovcrhead increasing every ycar. They are forccd to limit the numbcr of cldcrly 
patients they sec, or totally avoid working in areas with high percentages. 

It is timc to do what is right for the patients and the physicians who care for them. 

Thank you for your considcration of this serious matter. 

Stephcn J Penca MD 
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Submitter : 

Organization : 

Category : Physician 

Issue AreaslComments 

GENERAL 

GENERAL 

Please support the proposal to increase anesthesia payments as they are truly undervalued in the medical field even today 

Date: 0713012007 
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Submitter : Dr. Richard Hanson 

Organization : Bend Anesthesia Group 

Category : Physician 

Date: 07/30/2007 

Issue Areas/Cornments 

GENERAL 

GENERAL 

Leslie V. Norwalk, Esq. 
Aeting Administrator 
Centers for Medicare and Medicaid Services 
Attention: CMS-1385-P 
P.O. Box 8018 
Baltimore, MD 2 1 244-801 8 

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

Dcar Ms. Nowalk: 

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

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to 
other physician services. Today, more than a decade 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 caring for our nation s seniors, and is creating an unsustainable system in whieh anesthesiologists are being forced away from 
areas with disproportionately high Medicare populations. 

In an effort to rectify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undcrvaluation of anesthcsia 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 paticnts have access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in thc Fedcral Register 
by fully and immediately implementing thc anesthesia conversion factor increase as recommended by the RUC. 

Thank you for your consideration of this serious matter. 

Sincerely, 

Richard A. Hanson. M.D. 
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Submitter : Dr. hamilton shay 

Organization : ASA 

Category : Physician 

lssue AreasIComments 

Date: 0713012007 

GENERAL 

GENERAL 

Plcase increase medicare payment to anesthesia service. Wc are payed less than minimum wadgc sometimes in anesthesia. Please help to incrcasc thc mcdicarc fec 
to ancsthesia 
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Submitter : Dr. Stuart Bresee Date: 0713012007 

Organization : University Cardiology 

Category : Physician 

Issue AreaslComments 

Coding-- Additional Codes From 
5-Year Review 

Coding-- Additional Codes From 5-Year Review 

Hello: 

I am writing to request that you reconsider "bundling" doppler evaluations with echocardiography. These two services are complementary and frequently preformed 
together. There is considerable time required to collect dopplcr data adequately by the technologist. This can actually take longer than collecting the images for the 
echocardiogram, Interpretation of doppler also requires considerable additional time and expertise. 

Thc information derivcd from doppler evaluation is also fairly distinct from that obtaincd from cchocardiolgraphy; the former yields physiologic information based 
on blood flow and the lancr anatomic information of valve structure, wall thickness, and chamber dimension. Echocardiography is not infrcqucntly performed 
scpcrately from doppler evaluations to follow the size of cffisions, for examplc. 

Thcsc two studies arc scpcratc and distinct technically and clinically and rcquirc considcrablc additional time, technologist rcsourscs, and cxpertisc and should not 
bc bundled together. 

Thank you for your ancnmion to this mancr, 

Sincerely, 

Stuart Bresec, MD 

Page 640 of 908 August 01 2007 1 1 :33 AM 



Submitter : Dr. Kenneth LaMantia 

Organization : American Society of Anesthesiologists 

Category : Physician 

Date: 0713012007 

Issue AreaslComments 

Payment For Procedures And 
Services Provided In ASCs 

Payment For Procedures And Services Provided In ASCs 

Payment for anesthesia services is currently greatly undervalued. This is recognized in the findings of RUC. CMS should accept the findings of RUC to address 
this issue as the longterm damage to delivery of anesthesia services to Medicare and Medicaid cannot be underestimated without change. Please address this 
obvious problem for healthcare delivery to seniors and the poor. 
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Submitter : Dr. Stanislav Malov 

Organization : Dr. Stanislav Malov 

Category : Physician 

Date: 07/3012007 

Issue AreaslComments 

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 (Part of 5-Year ~eview)  

Dcar Ms. Nonvalk: 

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

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

In an effort to rectify this untenable situation, the RUC recommended that CMS increase the ancsthesia conversion factor to offset a calculated 32 perecnt work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step fonvani in correcting the long-standing 
undervaluation of ancsthcsia 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 paticnts havc 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. 
Stanislav S. Malov, MD 
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Submitter : Dr. Kenneth LaMantia 

Organization : ASmerican Society of Anesthesiology 

Category : Physician 

Issue AreasIComments 

Date: 0713012007 

Payment For Procedures And 
Services Provided In ASCs 

Payment For Procedures And Services Provided In ASCs 

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

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

Dcar Ms. Norwalk: 

I am writing to express my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schcdulc. 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. 

When thc RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undcrvaluation of anesthesia work compared to 
other physician services. Today, more than a decade since 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 forced away from 
area. with disproportionately high Medicare populations. 

In an effort to rectify this untcnable 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 $4.00 per anesthesia unit and serve as a major step forward in comcting the long-standing 
undcrvaluation of anesthesia services. I am pleascd that the Agcncy acccpted 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 anesthcsiology medical care, it is imperative that CMS follow through with the proposal in the Fedcral 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 : Dr. James Castrisos 

Organization : Mid-Continent Anesthesiology Chartered 

Category : Physician 

Issue Areas/Comments 

GENERAL 

Date: 07/30/2007 

GENERAL 

Leslie V. Nonvalk, Esq. 
Acting Administrator 
Centers for Medicare and Medicaid Services 
Attcntion: CMS-I 385-P 
P.O. Box 801 8 
Baltimore, MD 2 1244-80 18 

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

Dcar Ms. Nonvalk: 

I am an anesthesiologist in Wichita, Kansas and I am writing to express my saongest support for the proposal to increase ancsthesia 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. Our anesthesiology group consists of nine anesthesiologists and 10 employed nurse anesthetists. Wc providc ancsthesiology scrviccs to 
Medicare beneficiaries at an ambulatory surgery center in the city of Wichita. 

Whcn the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undcrvaluation of anesthesia work compared to 
other physician services. Today, 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 ordcr for our ancsthesiology group to cover the costs of providing services to Medicare beneficiaries, it is necessary to use payments reccived from 
othcr paycrs. That means that it is only our ability to care for nowMedicare patients that allows us to provide services to Mcdicare bencficiaries. No 
ancsthcsiology practicc could survivc financially if it was limitcd to providing services to Medicare beneficiaries! 

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

To cnsure that our patients have access to outstanding anesthesiology medical care, it is crucial that CMS follow through with thc proposal in the Federal Rcgister 
by fully implementing the anesthesia conversion factor inereasc as recommended by the RUC. 

Thank you for your consideration of this serious matter. 

Jarncs Casaisos, M.D. 
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Submitter : Dr. Galina Dimitrova 

Organization : OSU 

Category : Physician 

Issue AreasIComments 

Date: 0713012007 

GENERAL 

GENERAL 

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

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

Dcar Ms. Norwalk: 

1 am writing to exprcss my strongest support for the proposal to incrcasc anesthesia payment under the 2008 Physician Fee Schedule. I am grateful that CMS has 
rccognizcd thc gross undcrevaluation 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 underevaluation 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 docs not cover the cost of caring for our nation's seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
arcas with disproportionatcly high Medicare populations. 

In a cffort to rcctify this untenable situation, the RUC recommcnded that CMS increase the anesthesia convcrtion factor to offset a calculated 32% work 
undercvaluation - 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 
undercvaluation of ancsthesia services. I am pleased that the Agency accepted this rccommendation in its proposcd rule, and I support full implementation of the 
RUC's recommendation. 

To ensure that our patients have access ot expert anesthesiology medical care,it is imperative that CMS follow through with the proposal in thc Fedcral Register 
by fully and immediately implementing the ancsthesia conversion factor increase as recommcnded by the RUC. 

Thank you for your consideration of this serious matter. 

Galina Dimihova, M.D. 
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Submitter : Dr. Rob Hasse 

Organization : North Dakota Chiropractic Association 

Category : Chiropractor 

Issue AreasIComments 

GENERAL 

GENERAL 
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DEPARTMENT OF HEALTH AND HUMAN SERVICES 
CENTERS FOR MEDICARE AND MEDICAID SERIVICES 
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Submitter : Dr. charles cooper 

Organization : Dr. charles cooper 

Category : Physician 

Issue AreaslComments 

Date: 0713012007 

Resource-Based PE RVUs 

Resource-Based P E  R W s  

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 
Anesthesia Coding (Part of 5-Year Review) 

Dcar Ms. Norwalk: 

I had to leave Florida bccausc it was impossible for me to recruit physicians with a 60% medicare casc mix.1 could not compete in thc national marketplacc with 
that demographic. 

This is why 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 rccognized the gross undervaluation of anesthcsia services, and that thc Agency is taking steps to address this complicated issue. 

When the RBRVS was instituted, it creatcd a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to 
other physician scrviccs. Today, more than a decadc 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 has created an unsustainable system in which anesthesiologists like me have been forced 
away from arcas with disproportionatcly high Medicare populations. 

In an cffort to rectify this untenable situation, the RUC recommended that CMS increase the anesthcsia conversion factor to offsct a calculated 32 pcrcent 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 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 mcdical care, it is imperative that CMS follow through with the proposal in thc Federal Register 
by fully and immediately implementing thc anesthcsia conversion factor increase as recommended by the RUC. 

I now live in Virginia with a 26% Medicare case mix. This has been much marc manageable in my efforts to recruit new replacement anesthesiologists. However 
the percentage of that demographic is slowly increasing as my town is becoming a nice area to retire to (like Florida). When the situation here reaches the similiar 
critical mass, it will be my signal to quit unless you all arc proactive on this serious matter. 

Sincerely, 

CM Cooper, MD 
Diplomate. American Board of 
Anesthesiology 
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Submitter : Dr. James Hefferan 

Organization : The Heart Group, PA 

Category : Physician 

Issue AreaslComments 

Date: 07/30/2007 

Coding-- Additional Codes From 
5-Year Review 

Coding-- Additional Codes From 5-Year Review 

1 am writing to object to the plan to eliminate payment for the Doppler color flow component of echocardiography. As an adult cardiologist, this modality is an 
important component of the echo exam. I do not perfom this routinely on all studies, but when it is felt to be indicated, it is a valuable tool for better diagnostic 
assistance. It requires time and effort, both on the part of the sonographer as well as the interpreting physician. 
We as participating physicians are facing nothing but payment reductions and have had to make every effort to reduce our overhead. Many of us are at the breaking 
point and feel that any major cuts in the near future will mandate withdrawal from the Medicare program completely. This will create undue hardship for our 
seniors. 
Plcasc bc aware of these issues as you makc your policy changcs. 
Thank you. 

Rcspectfully, 

James Hefferan, MD, FACC 
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Submitter : Dr. Mary Theresa Freeley 

Organization : Freeley Chiropractic, P.C. 

Category : Chiropractor 

Date: 0713012007 

Issue AreasIComments 

Technical Corrections 

Technical Corrections 

July 29,2007 

Centers for Medicare and Medicaid Services 
Department of Health and Human Services 
Attention: CMS-1385-P 
PO Box 80 18 
Baltimore, Maryland 2 1244-80 18 

Re: TECHNICAL CORRECTIONS 

Thc proposcd rule datcd July 12th contained an item under the technical corrections section calling for the current regulation that pcrmits a bcncficiary to bc 
rcimburscd by Medicarc for an X-ray taken by a MD or W and used by a Doctor of Chiropractic to determine a subluxation, be eliminated. 1 am writing in 
strong opposition to this proposal. 

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

By limiting a Doctor of Chiropractic from referring an X-ray the cost to the Medicare patient will go up significantly due to the necessity of a referral to an 
orthopcdist or rhcumatologist for evaluation prior to referral to the radiologist as it is now. With fixed incomcs and limited resources, Medicare patients may 
choose to forgo X-rays and thus needed treatment. If heahncnt is delayed illnesses that could be life threatening may not be discovered. Simply put, it is the 
paticnt that will suffcr as result of this proposal. 

I strongly urge you to tablc this proposal. These X-rays, if needed. are integral to the overall treatment plan of Mcdicare paticnts and, again, it is ultimately the 
patient that will suffer should this proposal become standing regulation. 
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Submitter : Dr. Aaron McClure 

Organization : University of Texas HSC- Houston 

Category : Physician 

Issue AreasIComments 

Date: 07/30/2007 

GENERAL 

GENERAL 

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

Rc: CMS-1385-P 
Ancsthcsia Coding (Part 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 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 issuc. 

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 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 convcrsion 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 plcased that thc Agency accepted this recommendation in its proposcd rule, and I support full implementation of the 
RUC s recommendation. 

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

Thank you for your consideration of this serious matter. 

Sincerely, 

AARON MCCLURE, DO 
CA-3 rcsidcnt 
UTHSC Houston 
Dept of Anesthesiology 
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Submitter : Stephen Dietrich 

Organization : Stephen Dietrich 

Category : Physician 

Issue AreasIComments 

Date: 07/30/2007 

GENERAL 

GENERAL 

Quality healthcare is not cheap. In the 20 years I have been practicing, 1 have only experienced cuts in Medicare payments. I believe we are one of a few professions 
whose income continues to decrease. 
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Submitter : Dr. Rob Hasse 

Organization : North Dakota Chiropractic Association 

Category : Chiropractor 

Issue AreasIComments 

GENERAL 

Date: 0713012007 

GENERAL 

July 24, 2007 

Centers for Medicare and Medicaid Services 
Departmcnt of Hcalth and Human Services 
Attcntion: CMS- 1385-P 
PO Box 8018 
Baltimore, Maryland 21244-8018 

Re: TECHNICAL CORRECTIONS 

I am writing on behalf of the North Dakota Chiropractic Association in strong opposition to the proposed rule dated July 12th on the elimination of 
reimbursement by Medicare for an x-ray taken by a MD or DO and used by a Doctor of Chiropractic to determine a subluxation. 

While subluxation does not need to bc deteetcd by an X-ray, in some cases the patient clinically will require an X-ray to identi5 a subluxation or to rulc out any 
"red flags," or to also determine diagnosis and trcatment options. X-rays may also be requircd to help dctcrmine the need for further diagnostic testing, i.e. MRI 
or for a rcfcrral to thc appropriate specialist. 

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

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

Sincerely, 

Dr. Robert Hasse 
Prcsident. NDCA 
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Submitter : Ms. Deborah Neufelder 

Organization : Welborn Clinic 
Date: 0713012007 

Category : Other Technician 

Issue AreasIComments 

GENERAL 

GENERAL 

Re: CMS 1385 P; Proposed Physician Fee Schedule and other Part B Payment Policies for CY 2008. CODING --ADDITIONAL CODES FROM 5-YEAR 
REVIEW. 

Dear Mr. Kuhn: 

As a cardiac sonographer who provides echocardiography services to Medicare patients and others in Indiana, I am writing to object to CMS s proposal to 
bundle Medicare payment for color flow Doppler (CPT Code 93325) into all echocardiography base services. This proposal would discontinue separate 

Medicare payment for color flow Doppler effective on January 1,2008, on the grounds that color flow Doppler has become intrinsic to the performance of all 
echocardiography procedurcs. 

In conjunction with two-dimensional echocardiography, color Doppler typically is used for identifying cardiac malfUnction (such as valvular regurgitation and 
intracardiac shunting), and for quantitating the severity of these lesions. In particular, color Doppler information is critical to the decisionmaking process in 
patients with suspicion of heart valve disease and appropriate selection of patients for valve surgery or medical management. In addition, eolor flow Doppler is 
important in the accurate diagnosis of many other cardiac conditions. 

CMS s proposal to bundle (and thereby eliminate payment for) color flow Doppler completely ignores the practice expenses and physician work involved in 
performance and interpretation of these studies. While color flow Doppler can be performed concurrently or in concert with the imaging component of 
cchocardiographic studies, the performance of color flow Doppler increases the sonographer time and equipmcnt time that are required for a study; in fact, the 
physician and sonographer time and resources involved have, if anything, increased, as color flow Doppler s role in the evaluation of valve disease and other 
conditions has bccome morc complex. Thc sonographer and equipment time and thc associated overhead required for the pcrformancc of color flow Doppler arc 
not included in the relative value units for any other echocardiography base procedure. Thus, with the stroke of a pen, the CMS proposal simply eliminates 
Mcdicarc paymcnt for a servicc that (as CMS itself acknowledges) is important for accurate diagnosis and that is not reimburscd under any other CPT codc. 

Moreover, CMS is incorrect in assuming that color flow Doppler is intrinsic to the provision of all echocardiography procedures. I understand that data gathered 
by an independent consultant and submitted by the American College of Cardiology and the American Society of Echocardiography confirm that color flow 
Doppler is routinely performed in conjunction with CPT code 93307. However, these data, which wcre previously submitted to CMS, also indicate that an 
estimated 400,000 color flow Doppler claims each year are provided in conjunction with 10 echocardiography imaging codes other than CPT Code 93307, 
including fetal echo, transesophageal echo, congenital echo and stress echo. For many of these echocardiography base codes, the proportion of claims that 
include Doppler color flow approximatcs or is less than 50%. Morc recent data submitted by the ASE in response to the Proposed Rule confirms that this practice 
pattern has not changed over the past several years. 

For these reasons, I urge you to refrain h m  finalizing the proposed bundling of color flow Doppler into other echocardiography procedures, and to work closely 
with the American Society of Echocardiography to address this issue in a manner that takes into account thc very real resources involved in thc provision of this 
important service. 

Sinccrcly yours, 

~ e b b r a h  L. Neufelder, RDMS, RVT, RT (R) 
Welbom Clinic 
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Submitter : Mr. Steven Park Date: 0713012007 
Organization : Mr. Steven Park 

Category : Individual 

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 21244-8018 

Rc: CMS-1385-P 

Dcar Ms. Nonvalk: 

I support the proposal to increasc ancsthcsia payments. 1 am grateful that CMS has finally recognized the importance of ancsthcsiologists in saving the lives of all 
paticnts undergoing surgery. 

Anesthesia is the most critical component of a successful surgery--more so than the surgery itself. Surgery is an unnatural process that in fact, causcs harm to 
patients. Thcy are incapacitated by excruciating pain, extreme nausea and respiratory distress because of the surgeon's scalpel. The public is not aware that their 
wcll-being during and after surgery is critically dependant upon the anesthesia they receive. The amount pcr unit being provided to anesthesiologists docs not 
cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from areas with 
disproportionatcly high Medicarc populations. 
Care is being provided in underservcd arcas by inadequately trained nurse anesthetists. Thcsc nurscs arc essentially practicing medicinc unsupcrviscd or supervised 
by non-ancsthcsiologist physicians who arc not qualified to providc ancsthesia. This has already and will continue to cause scvcre rcpcrcussions and patient 
mortality. 
In an effort to rectify this untcnablc situation, the RUC recommcnded that CMS increasc the ancsthcsia convcrsion factor to offsct a calculated 32 pcrccnt work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undervaluation of ancsthcsia services. I am plcascd 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 thc proposal in thc Federal Rcgistcr 
by fully and immediately implementing the anesthesia conversion factor increase as recommended by the RUC. 

Thank you for your consideration of this serious matter. 

Stevc Park 
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Submitter : 

Organization : 
Date: 07/30/2007 

Category : Other Technician 

Issue AreaslComments 

Coding-Reduction In TC For 
lmaging Services 

Coding--Reduction In T C  For Imaging Services 

As an Echocardiography and Vascular Sonography professionial, I urge you not to "bundle" thc color flow Doppler portion of Echocardiography studies into other 
codes (such as two-dimcntional imaging). Although color flow Doppler is performed in conccrt with 2-D during an Echo exam, it requires additional 
Sonographcr timc and cffort as wcll as additional physician reading and reporting timc and knowledge. Thc ovcrhcad associated with this part of an 
Echocardiogram is crucial and should not be included with thc routinc imaging. Plcasc consider my comment and thc comments of my collcgues in this matter. 
Thank you. 

CMS-I 385-P-4537-Attach-] . W C  
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Re: CMS-1385-P; Proposed Physician Fee Schedule and other Part B Payment Policies for CY 2008. 
CODING --ADDITIONAL CODES FROM 5-YEAR REVIEW. 

Dear Mr. Kuhn: 

As a Cardiac Sonographer who provides Echocardiography services to Medicare patients and others in 
Chicago, Illinois, I am writing to object to CMS's proposal to "bundle" Medicare payment for color flow 
Doppler (CPT Code 93325) into all Echocardiography "base" services. This proposal would discontinue 
separate Medicare payment for color flow Doppler effective on January 1,2008, on the grounds that color 
flow Doppler has become "intrinsic to the performance" of all Echocardiography procedures. 

In conjunction with two-dimensional Echocardiography, color Doppler typically is used for identifying 
cardiac malfunction (such as valvular regurgitation and intracardiac shunting), and for auantitatinn the 
severity of these lesions. In particular, color Doppler information is critical to the decisionmaking process 
in patients with suspicion of heart valve disease and appropriate selection of patients for valve surgery or 
medical management. In addition, color flow Doppler is important in the accurate diagnosis of many other 
cardiac conditions. 

CMS's proposal to "bundle" (and thereby eliminate payment for) color flow Doppler completely ignores 
the practice expenses and physician work involved in performance and interpretation of these studies. 
While color flow Doppler can be performed concurrently or in concert with the imaging component of 
Echocardiographic studies, the performance of color flow Doppler increases the sonographer time and 
equipment time that are required for a study; in fact, the physician and sonographer time and resources 
involved have, if anything, increased, as color flow Doppler's role in the evaluation of valve disease and 
other conditions has become more complex. The sonographer and equipment time and the associated 
overhead required for the performance of color flow Doppler are not included in the relative value units for 
any other Echocardiography "base" procedure. Thus, with the stroke of a pen, the CMS proposal simply 
eliminates Medicare payment for a service that (as CMS itself acknowledges) is important for accurate 
diagnosis and that is not reimbursed under any other CPT code. 

Moreover, CMS is incorrect in assuming that color flow Doppler is "intrinsic" to the provision of all 
Echocardiography procedures. I understand that data gathered by an independent consultant and submitted 
by the American College of Cardiology and the American Society of Echocardiography confirm that color 
flow Doppler is routinely performed in conjunction with CPT code 93307. However, these data, which 
were previously submitted to CMS, also indicate that an estimated 400,000 color flow Doppler claims each 
year are provided in conjunction with 10 Echocardiography imaging codes other than CPT Code 93307, 
including fetal Echo, Transesophageal Echo, congenital Echo and Stress Echo. For many of these 
Echocardiography "base" codes, the proportion of claims that include Doppler color flow approximates or 
is less than 50%. More recent data submitted by the ASE in response to the Proposed Rule confirms that 
this practice pattern has not changed over the past several years. 

For these reasons, I urge you to refrain from finalizing the proposed "bundling" of color flow Doppler 
into other Echocardiography procedures, and to work closely with the American Society of 
Echocardiography to address this issue in a manner that takes into account the very real resources involved 
in the provision of this important service. 

Sincerely yours, 

Maria L. Maxwell, BA, AAS, RDCS, RVT 
Illinois Heart and Vascular 



Submitter : Dr. Amber Henderson 

Organization : Dr. Amber Henderson 

Category : Physician 

Issue Areas/Comments 

Date: 07/30/2007 

Resource-Based PE RVUs 

Resource-Based PE R W s  

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

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

Dcar Ms. Norwalk: 

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

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significan: undervaluation of anesthesia work compared to 
other physician scrviccs. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just % 16.1 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 fmm 
arcas with disproportionatcly high Medicare populations. 

In an effort to rcchfy this untenable situation, the RUC recommended that CMS increasc the ancsthesia conversion 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 comcting the long-standing 
undervaluation of anesthesia serviccs. I am pleased that the Agency accepted this recommendation in its proposetl rule, and I support fill implcmcntation of thc 
RUC s recommendation. 

To cnsurc that our patients have access to expert anesthesiology medical care, it is imperative that CMS follow through with the proposal in thc Federal Register 
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, 

Ambcr M. Henderson. MD 
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Submitter : Dr. Lilliam Valdes-Cruz Date: 07/30/2007 

Organization : JoeDiMaggio Children's Hospital Cardiac Center 

Category : Physician 

Issue AreaslComments 

Coding-Reduction In TC For 
Imaging Services 

Coding--Reduction In T C  For Imaging Services 

Re: CMS 1385 P; Proposed Physician Fee Schedule and other Part B Payment Policies for CY 2008. CODING --ADDITIONAL CODES FROM 5-YEAR 
REVIEW. 

Dear Mr. Kuhn: 
I am writing to object to the proposed bundling of color Doppler into the general Doppler code for billing and rein~bursement purposes. 

I am a Pcdiatric Cardiologist who spccializcs in noninvasive imaging for diagnosis and trcatmcnt of children, fctuscs and adults with congcnital heart disease. It is 
absolutely wrong to concludc that color Dopplcr is part of thc gcncral Dopplcr study. It is also wrong to concludc .hat it takcs thc samc amount of timc to do a 
color Doppler study as would onc without the use of color tcchniques. In our specialty, we use color for very spccific purposcs such as thc dctcction of small holcs 
in thc heart, valvc Icakages, areas of flow disturbance due to abnormal structurcs in thc heart, evaluation of how blood flows in complcx congenital abnormalities 
of thc heart where that evaluation becomes crucial in planning of how a surgery will be performed. This is totally distinct from thc non color spectral Doppler 
tcchniques which are used generally to asscss the degree of narrowing of valve lesions, the amount of pressurc in thc lungs and morc specific assessments of 
cardiac function. 

Thc addition of color Doppler techniques to our armamentarium of ways of diagnosing and treating congcnital cardiac malformations was revolutionary for our 
paticnts and requires specific training, additional time for the recording of the data and additional expertise for its ~nterpretation. As such it merits additional 
reimbursemcnt separate from spectral Doppler studies. 

Thank you for your considcration, 

Lilliam Valdcs-Cruz. MD 
Dircctor Noninvasivc Pcdiatric Cardiology 
JocDiMaggio Children's Hospital 
Cardiac Centcr 
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Submitter : Dr. Kurt Dittmar 

Organization : Dr. Kurt Dittmar 

Category : Physician 

Issue AreaslComments 

GENERAL 

GENERAL 

Leslie V. Norwalk, Esq. 

Date: 0713012007 

Acting Administrator 

Ccntcrs for Medicare and Medicaid Services 

P.O. Box 80 18 

Re: CMS- 1385-P 

Ancsthcsia Coding (Part of 5-Ycar Review) 

Dcar Ms. Norwalk: 

I am writing to cxprcss my strongest support for the proposal to incrcase ancsthesia payments under the 2008 Phy:iician Fee Schedule. 1 am grateful that CMS has 
rccognizcd thc gross undervaluation of anesthesia scrvices. and that thc Agency is taking steps to addrcss this corr~plicated issue. 

Whcn thc RBRVS was institutcd, it crcatcd a huge payment disparity for ancsthesia carc, mostly duc to significan: undervaluation of ancsthcsia work compared to 
other physician scrviccs. Today, morc than a decade since the RBRVS took effcct, Medicare payment for ancsther.ia scrviccs stands at just $16.19 pcr unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
areas with disproportionately high Medicare populations. 

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

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

Thank you for your consideration of this serious matt 
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Submitter : Dr. Joshua Pal 

Organization : Beth Israel Deaconess Medical Center 

Category : Physician 

Issue AreasIComments 

Date: 07/30/2007 

GENERAL 

GENERAL 

Leslie V. Nonvalk, Esq. 
Acting Administrator 
Centcrs for Medicarc and Medicaid Serviccs 
Attention: CMS-1385-P 
P.O. Box 80 18 
Baltirnorc, MD 21244-801 8 

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

Dcar 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 corrplicated issue. 

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significan: 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 Medicarc populations. 

In an effort to rectify this untenable situation, the RUC recommcndcd that CMS increasc the ancsthesia convcrsio~l 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. 1 am pleased that the Agcncy accepted this recommendation in its proposctl rule, and I support full implementation of thc 
RUC s recommendation. 

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

Thank you for your consideration of this serious matter. 
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Submitter : Dr. JOHN MARTY 

Organization : Dr. JOHN MARTY 

Category : Physician 

Issue AreasIComments 

Date: 07/30/2007 

GENERAL 

GENERAL 

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

Rc: CMS-1385-P 

Anesthcsia Coding (Part of 5-Year Revicw) 

Dcar Ms. Nonvalk: 

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 
recognized the gross undervaluation of ancsthesia 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 compared to 
othcr physician scrvices. Today, morc than a decade sincc the RBRVS took effect, Medicarc paymcnt for anesthesia services stands at just $16.19 pcr unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
arcas with disproportionatcly high Mcdicarc populations. 

In an cffon to rcctify this untcnablc situation. thc RUC rccommcnded that CMS incrcase the ancsthesia conversion factor to offset a calculated 32 Derccnt 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 serviccs. I am plcased that thc Agcncy acccpted this recommendation in its proposed rule, and I support full implcmcntation of thc 
RUC s recommendation. 

To ensurc that our paticnts have acccss to expert anesthesiology medical care, it is imperative that CMS follow through with thc proposal in thc Fcdcral Rcgister 
by fully and immediately implementing the anesthesia conversion factor incrcase as rccommendcd by thc RUC. 

Thank you for your considcration of this serious matter 

Leslic V. Nonvalk, Esq. 
Acting Administrator 
Ccntcrs for Mcdicarc and Mcdicaid Scrvices 
Attcntion: CMS-1385-P 
P.O. Box 80 18 
Baltimorc. MD 2 1244-801 8 

Rc: CMS-1385-P 

Ancsthcsia Coding (Part of 5-Year Review) 

Dcar Ms. Nonvalk: 

I am writing to cxprcss my strongcst support for the proposal to increasc anesthesia 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 crcatcd a huge payment disparity for anesthesia care, mostly due to significant undcrvaluation of anesthcsia work comparcd to 
othcr physician scrviccs. Today, morc than a decadc sincc thc RBRVS took effect. Medicarc paymcnt for ancsthcsia scrviccs stands at just $16.19 pcr unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
arcas with disproportionatcly high Mcdicarc populations. 

In an cffon to rcctify this untenable situation, the RUC rccommcnded that CMS increase the anesthesia conversion 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 
undcrvaluation of anesthcsia scrvices. I am pleascd that the Agency acccpted this recommendation in its proposcd rule. and I support full implcmcntation of thc 
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 Rcgister 
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by fully and immcdiately implementing the ancsthesia conversion factor incrcasc as rccommcndcd by thc RUC. 

Thank you for your consideration o f  this serious matter. 
John M Marty D.O. 
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Submitter : Dr. Ralph Baker 

Organization : Dr. Ralph Baker 

Category : Physician 

Issue AreaslComments 

Date: 0713012007 

GENERAL 

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

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

Dcar Ms. Nonvalk: 

1 am writing to cxpress my strongest support for thc proposal to increase anesthesia payments undcr the 2008 Physician Fce 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. 

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 cffect, Medicare payment for anesthcsia 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 Mcdicarc populations. 

In an cffon to rectify this untcnablc situation, the RUC rccommcnded that CMS increasc the anesthesia convcrsion factor to offsct a calculated 32 pcrccnt work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in 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 implcmcntation of thc 
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 Fcdcral Registcr 
by fully and immediatcly implementing the anesthesia convcrsion factor increasc as recommcnded by the RUC. 

Thank you for your considcration of this scrious matter. 

Ralph P. Baker MD 
1410 Blanding Strcet 
Columbia,South Carolina 
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Submitter : Dr. Ralph Baker 

Organization : Dr. Ralph Baker 

Category : Physician 

Issue Areas/Comments 

Date: 07/30/2007 

GENERAL 

GENERAL 

Leslie V. Nonvalk, Esq. 
Acting Administrator 
Centcrs for Mcdicarc and Medicaid Serviccs 
Attention: CMS-1385-P 
P.O. Box 80 I8 
Baltimore, MD 2 1244-801 8 

Rc: CMS-1385-P 
Ancsthcsia Coding (Part of 5-Year Rcview) 

Dcar Ms. Nonvalk: 

I am writing to exprcss my strongest support for the proposal to increase anesthcsia payments under the 2008 Physician Fec Schedule. I am gratcful that CMS has 
rccognizcd the gross undervaluation of anesthesia services, and that thc Agency is taking stcps 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 anesthcsia work compared to 
other physician scrvices. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $1 6.19 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 untcnablc situation, the RUC rccommended that CMS incrcasc 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 implcmcntation ofthc 
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 thc 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. 

Ralph P Baker MD 
1410 Blanding Street 
Columbia, South Carolina 29202 
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Submitter : Dr. Khoa Nguyen 

Organization : Stony Brook University Medical Center 

Category : Physician 

Issue AreaslComments 

Date: 0713012007 

GENERAL 

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

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

Dear Ms. Norwalk: 

I am writing to cxpress my strongest support for the proposal to increasc anesthesia payments under the 2008 Physician Fce 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 the RBRVS was instituted, it created a hugc payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to 
othcr physician services. Today, more than a decadc sincc the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 per unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
arcas with disproportionatcly high Medicarc populations. 

In an cffort to rcctify this untenable situation, thc RUC recommcndcd that CMS increase the anesthesia convcrsion 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 anesthcsia scrviccs. I am pleased that the Agency accepted this recommendation 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 imperativc that CMS follow through with the proposal in thc Fcdcral Rcgister 
by fully and immcdiately implcmenting the anesthesia conversion factor increase as rceommended by the RUC. 

Thank you for your consideration of this serious matter. 

Sincercly, 
Dr. Khoa Nguycn 
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Submitter : Dr. Narasimhulu Neelagaru Date: 07/30/2007 

Organization : North Georgia Cardiology, PC 

Category : Physician 

Issue AreasIComments 

Coding-- Additional Codes From 
5-Year Review 

Coding-- Additional Codes From 5-Year Review 

Re: CMS 1385 P; Proposed Physician Fee Schedule and other Part B Payment Policies for CY 2008. CODING --ADDITIONAL CODES FROM 5-YEAR 
REVIEW. 

Dcar Mr. Kuhn: 

As a Cardiologist who provides echocardiography services to Medicare patients and others in Commerce, GA, I am writing to object to CMS s proposal to 
bundle Medicare payment for color flow Doppler (CPT Code 93325) into all echocardiography base services. This proposal would discontinue separate 
Medicare payment for color flow Doppler effective on January 1,2008. on the grounds that color flow Doppler has become intrinsic to the performance of all 
cchocardiography proccdurcs. 

In conjunction with two-dimensional echocardiography, color Doppler typically is used for identifying cardiac malfunction (such as valvular regurgitation and 
intracardiac shunting), and for quantitating thc severity of these lesions. In particular, color Doppler information is critical to the decision making process in 
patients with suspicion of hcart valve discasc and appropriate selection of patients for valve surgcry or medical management. In addition, color flow Doppler is 
important in thc accurate diagnosis of many other cardiac conditions. 

CMS s proposal to bundle (and thereby eliminate payment for) color flow Doppler completely ignores the practice expenses and physician work involved in 
pcrformancc and intcrprctation of these studics. Whilc color flow Dopplcr can bc performed concurrently or in conccrt with thc imaging componcnt of 
cchocardiographic studics, thc pcrformancc of color flow Dopplcr incrcascs thc sonographer timc and cquipmcnt timc that arc rcquircd for a study; in fact, thc 
physician and sonographer time and resources involved have, if anything, increased, as color flow Doppler s role in the evaluation of valve disease and other 
conditions has bccome morc complcx. Thc sonographcr and equipment time and the associated overhead rcquircd for the performance of color flow Dopplcr arc 
not included in the relative value units for any other echocardiography base procedure. Thus, with the stroke of a pen. the CMS proposal simply eliminates 
Medicare payment for a service that (as CMS itself acknowledges) is important for accurate diagnosis and that is not reimbursed undcr any othcr CPT code. 

Moreover, CMS is incorrect in assuming that color flow Doppler is intrinsic to the provision of all echocardiography procedures. I understand that data gathered 
by an independent consultant and submitted by the American College of Cardiology and the American Socicty of Echocardiography confirm that color flow 
Doppler is routinely performed in conjunction with CPT code 93307. However, these data, which were previously submitted to CMS, also indicatc that an 
cstimated 400,000 color flow Doppler claims each year are provided in conjunction with 10 echocardiography imaging codes other than CPT Codc 93307, 
including fetal echo, transesophageal echo, congenital echo and stress echo. For many of these echocardiography base codes, the proportion of claims that 
include Doppler color flow approximates or is lcss than 50%. More recent data submitted by the ASE in responsc to the Proposed Rule confirms that this practicc 
pattcrn has not changed over thc past sevcral ycars. 

For these reasons, I urge you to refrain from finalizing the proposed bundling of color flow Doppler into other echocardiography procedures, and to work closely 
with thc Amcrican Socicty of Echocardiography to addrcss this issue in a manner that takes into account thc very real resources involved in thc provision of this 
important scrvicc. 

Sinccrcly yours. 
N. Ncclagam, M. D. 

North Gcorgia Cardiology, P. C. 
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Submitter : Dr. Mary vonwaldner 

Organization : Sarasota Anesthesiologists 

Category : Physician 

Issue AreaslComments 

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 1244-801 8 

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

Dcar Ms. Norwalk: 

I am writing to exprcss my strongest support for the proposal to 
incrcase 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 
complicatcd issuc. 

Whcn the RBRVS was instituted, it created a huge payment disparity for 
ancsthcsia carc, mostly duc to significant undcrvaluation of anesthesia 
work comparcd to othcr physician services. Today, morc than a decadc 
sincc the RBRVS took cffect, Medicare payment for anesthesia services 
stands at just $1 6.19 pcr unit. This amount does not cover the cost of 
caring for our nation's scniors, and is creating an unsustainablc system 
in which anesthcsiologists are being forced away from areas with 
disproportionately high Mcdicare populations. 

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

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

Thank you for your consideration of this serious matter. 
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Submitter : Dr. Jorge Cheirif Date: 07/30/2007 

Organization : North Texas Heart Center 

Category : Physician 

Issue AreasIComments 

Resource-Based PE RVUs 

Resource-Based PE R W s  

Re: CMS 1385 P; Proposed Physician Fee Schedule and other Part B Payment Policies for CY 2008. CODING --ADDITIONAL CODES FROM 5-YEAR 
REVIEW. 

Dcar Mr. Kuhn: 

As a physician who provides echocardiography services to Medicare patients and others in Dallas, TX. I am writing to object to CMS s proposal to bundle 
Medicare payment for color flow Doppler (CPT Code 93325) into all echocardiography base services. This proposal would discontinue separate Medicare 
payment for color flow Doppler effective on January 1,2008, on the grounds that color flow Doppler has become intrinsic to the performance of all 
cchocardiography proccdurcs. 

In conjunction with two-dimensional echocardiography, color Doppler typically is used for identifying cardiac malfunction (such as valvular regurgitation and 
intra-cardiac shunting), and for quantitating the severity of these lesions. In particular, color Dopplcr information is critical to the dccision making process in 
paticnts with suspicion of heart valve diseasc and appropriate selection of paticnts for valve surgery or medical management. In addition, color flow Doppler is 
important in the accurate diagnosis of many other cardiac conditions. 

CMS s proposal to bundle (and thereby eliminate payment for) color flow Doppler completely ignores the practice expenses and physician work involved in 
pcrfonnancc and intcrprctation of these studies. Whilc color flow Doppler can be performed concurrently or in concert with the imaging componcnt of 
cchocardiographic studies, the performance of color flow Doppler increases the sonographcr timc and equipment timc that arc required for a study; in fact, the 
physician and sonographer time and resources involved have, if anything, increased, as color flow Doppler s role in the evaluation of valve disease and other 
conditions has bccomc morc complcx. Thc sonographcr and equipment timc and the asswiatcd ovcrhcad rcquired for thc pcrfonnancc of color flow Dopplcr are 
not included in the relative value units for any other echocadiography base procedure. Thus, with the stroke of a pen, the CMS proposal simply eliminates 
Medicare payment for a servicc that (as CMS itself acknowledges) is important for accurate diagnosis and that is not reimbursed under any other CPT code. 

Moreover, CMS is incorrect in assuming that color flow Doppler is intrinsic to the provision of all echwardiography procedures. I understand that data gathered 
by an independent consultant and submitted by the American College of Cardiology and the American Socicty of Echocardiography confirm that color flow 
Doppler is routinely performed in conjunction with CPT code 93307. However, thesc data, which wcre previously submitted to CMS, also indicatc that an 
cstimatcd 400,000 color flow Dopplcr claims each year are provided in conjunction with I0 echocardiography imaging codcs other than CPT Codc 93307, 
including fetal echo, trans-esophageal echo. congenital echo and stress echo. For many of these echocardiography base codes, the proportion of claims that 
includc Doppler color flow approximates or is less than 50%. More recent data submitted by the ASE in response to the Proposed Rule confirms that this practice 
pattern has not changed over the past sevcral years. 
For these reasons, I urge you to refrain from finalizing the proposed bundling of color flow Doppler into other echocardiography procedures, and to work closely 
with the American Socicty of Echocardiography to address this issuc in a manner that takes into account the very real resources involved in the provision of this 
important scwicc. 

Sinccrcly yours. 

Jorgc Chcirif, MD, FACC, FASE 
North Tcxas Heart Centcr 
8440 walnut Hill Lane, suite 700 
Dallas, TX 
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Coding--Reduction In TC For Imaging Services 

From a cardiac sonographer perspective, I fecl therc would be an impact on quality echo services if you bundle "color flow" codcs in echo. Color flow imaging 
takcs additional timc to perform with a lot of probe manipulation to look for holes in the heart, leaky valvcs, thickened valvcs, ctc. plus thc additional timc it 
takes for a physician to intcrprct thc imagcs!I would hatc to sec study quality and paticnt carc decrcase bccause you simply arc looking for budget cuts!! Not a 
good arca to cut in my opinion. 
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