
Submitter : Dr. Gregory Marcoe Date: 08/05/2007 

Organization : MidMichigan Anesthesiology Group P.C. 

Category : Physician 

Issue AreaslComments 

GENERAL 

GENERAL 

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

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

Dear Ms. Norwalk: 

I am writing to cxprcss my strongest suppon for thc proposal to incrcasc anesthesia paymcnts undcr thc 2008 Physician FCC Schcdulc. I am grateful 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 institutcd, it crcatcd a hugc paymcnt d~sparity for ancsthesia carc. mostly duc to significant undcrvaluation of ancsthcsia work comparcd to 
othcr physician scrviccs. Today, more than a decade sincc the RBRVS took effect, Medicarc paymcnt for ancsthesia 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 unsusta~nable system in which anesthesiologists are being forced away from 
arcas with disproportionatcly high Mcdicarc populations. 

In an effort to rectify this untenable situation, the RUC recommendcd that CMS increasc thc ancsthcsia 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 ancsthesia services. I am pleased that the Agency accepted this recommcndation in its proposcd mlc, and I support full implcmcntation of thc 
RUC s recommendation. 

To cnsurc that our patients have access to cxpen anesthesiology medical care, it is impcrativc that CMS follow through with thc proposal in the Fedcral Register 
by fully and immcdiatcly implcmcnting thc ancsthcsia convcrsion factor increasc as recommcnded by thc RUC. 

Thank you for your considcration of this scrious mattcr. 

Grcgory P. Marcoe D.O. 
4087 Old Pine Trail 
Midland. Michigan 48642 
(989)63 1-7579 
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Submitter : Dr. Wendy Forreest 

Organization : ASA 

Category : Physician 

Issue Areas/Comments 

Resource-Based PE RVUs 

Date: 08/05/2007 

Resource-Based PE RVUs 

Lcslic V. Norwalk, Esq. 
Acting Adminisoator 
Centers for Medicare and Mcdicaid Scrviccs 
Anention: CMS- 1385-P 

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

Dear Ms. Norwalk: 

You or a lovcd onc will nced ancsthesia carc onc day. You will want thc most highly skilled physician available to providc that cam. To attract and attain thc 
brightest and most highly-educatcd individuals, physician paymcnts will necd to bc set at a level that will prcvcnt a brain-drain to othcr professions or other 
countries. 

Thus, I am writing to express my saongest support for the proposal to incrcase anesthesia payments under the 2008 Physieian Fec Schedule. I am grateful that 
CMS has reeognizcd thc gross undervaluation of anesthesia serviees, and that the Agency is taking steps to addrcss this complicated issue. 

Today, morc than a decadc sincc the RBRVS took effect, Medicarc payment for anesthesia services stands at just $16.19 per unit. This amount does not cover the 
cost of car~ng for our natlon s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from areas with disproportionately 
high Medicarc populations. 

An increase of nearly $4.00 pcr anesthesia unit would servc as a major step forward in correcting the long-standing undervaluation of anesthesia serviees. I am 
pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the RUC s recommendation. It is imperative that 
CMS follow through with the proposal in the Federal Register by fully and immediately implementing the anesthesia wnvcrsion factor increase as recommended 
by thc RUC. 

Thank you for your considcrat~on of this scrious mattcr. 

Wcndy Forrcsk M.D 
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Submitter : Raymond Barbera Date: 08/05/2007 

Organization : AANWD 

Category : Physician 

Issue AreasIComments 

GENERAL 

GENERAL 

Lcslic V. Norwalk, Esq. 
Acting Adm~nistrator 
Centers for Medicarc and Mcdicaid Serviccs 
Anention: CMS-1385-P 
P.O. Box 8018 
Baltimore, MD 2 1244-801 8 

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

Dcar Ms. Norwalk: 

I am writing to cxprcss my strongest support for thc proposal to incrcasc ancsthcsia paymcnts undcr thc 2008 Physician FCC Schcdulc. I am grateful that CMS has 
recognized thc gross undervaluation of ancsthcsia services, and that the Agcncy is taking stcps to addrcss this complicated issue. 

Whcn thc RBRVS was instimtcd, it creatcd a hugc paymcnt disparity for anesthesia carc, mostly duc to significant undervaluation of ancsthesia work comparcd to 
other physician services. Today, more than a dccade sincc thc RBRVS took effcct, Medican: payment for ancsthcsia 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 rccommcndcd that CMS increase the ancsthesia conversion factor to offset a calculated 32 perccnt work 
~nde~aluati0II a move that would result in an increase of nearly $4.00 per anesthesia unit and serveas a major step forward in correcting the long-standing 
undcwaluation of anesthesia scrviccs. 1 am pleascd that the Agcncy accepted this recommendation in its proposed mlc, and I support full implementation of thc 
RUC s recommendation. 

To cnsurc that our paticnu havc acccss to cxpert ancsthcsiology mcdical carc. it is impcrativc that CMS follow through with thc proposal in the Fcdcral Rcgistcr 
by fully and immcdiatcly implcmcnting the ancsthcsia convcnion factor incrcasc as rccommcndcd by thc RUC. 

Thank you for your consideration of this scrious mancr. 

Dr Tom Barbcra 
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Submitter : Dr. Jan Gillespie-Wagner 

Organization : Intermountain Anesthesia Consultants, LLP 

Date: 08/05/2007 

Category : Physician 

Issue AreasIComments 

Background 

Background 

Dcar Ms. Norwalk: 

I am writing to express my strongest support for the proposal to increase ancsthesia payments under the 2008 Physician Fee Schedule. I am glad that CMS has 
recognized the p s s  undervaluationof 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 cffect, Medicare payment for anesthesia services stands at just $16.19 per unit. I was 
paid more 'om Medicare for the same services 20 years ago than I am today. Commercial contracts pay 850-865 per unit instead of the $16.19 per unit. I 
previously worked at a hospital taking care of many Medicare patients. I was offered a job at a surgery center taking care of mostly commercial patients and I took 
the job. Like many other anesthesiologists, I left a practice with a disproportionately high Medicare population. 

In an effort to rcctify this untenable situation, the RUC recommended that CMS incrcasc thc anesthesia conversion factor to offset a calculated 32 pcrcent work 
undervaluation a move that would result in an increase of nearly $400 peranesthesia unit and serve as a major step forward in wrrccting the long-standing 
undervaluation of ancsthesia serviccs. I am plcased that the Agency acccptcd this recommendation in its proposed rule, and I support full implementation of the 
RUC s recommendat~on. 

To cnsure that our patients have access to expert anesthesiology mcdical 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. Murray Willis 

Organization : Dr. Murray Willis 

Date: 08/05/2007 

Category : Physician 

Issue Areas/Comments 

GENERAL 

GENERAL 

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

Re: 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 paymcnts under the 2008 Physician Fec Schcdulc. I am gratchl that CMS has 
recognized thc gross undcrvaluation of ancsthesia scrvices, and that the Agcney is taking stcps to addrcss this complicated issuc. 

When thc RBRVS was institutcd. it created a huge paymcnt disparity for ancsthesia carc, mostly duc to significant undervaluation of ancsthesia work comparcd to 
othcr physician services. Today, morc than a dccde sincc the RBRVS look effcct, Mcdicarc paymcnt for ancsthesia scrviccs 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 wh~ch anesthesiolog~sts are being forced away from 
areas with disproportionately high Medicarc populations. In addition. thc low Mcdicare rate is eausing significant cost shifting to thc privatc commcrcial paycrs. 

In an effort to rectify this untcnablc situation, thc 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-stand~ng 
undcrvaluation of anesthesia scrviccs. I am pleascd that thc Agcncy accepted this rceommendation in its proposed rulc, and I support full implementation of the 
RUC s recommendation. 

To cnsurc that our patients havc acccss to cxpert ancsthcsiology mcdical carc. it is impcrativc that CMS follow through with the proposal in thc Fcdcral Rcgistcr 
by fully and immediately implcmcnling thc ancsthesia convcnion factor incrcasc as rccommcnded by thc RUC. 

Thank you for your consideration of this serious mattcr. 

Sinccrely, Murray S. Willis. M.D. 
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Submitter : James Heaberlin 

organization : James Heaberlin 

Category : Physician 

Issue AreasIComments 

GENERAL 

GENERAL 

Leslie V. Nonvalk. Esq. 

Date: 08/05/2007 

Acting Administrator 

Centers for Medicare and Mcdicaid Scrviccs 

Attention: CMS-1385-P 

P.O. Box 80 18 

Baltimore. MD 21244-8018 

Re: CMS-1385-P 

Anesthesia Coding (Part of 5-Year Revicw) 

Dcar Ms. Nonvalk: 

I am writing to cxprcss niy strongcsr support for thc proposal to increasc anesthcsia paymenls undcr thc 2008 Physician Fcc Schcdulc. I am gratcful that CMS has 
rccognizcd thc gross undcrvaluation of ancsthcsia scrviccs, and thar thc Agcncy is taking stcps to addrcss this co~nplicatcd issuc. 

When the RBRVS was institutcd, it creatcd a hugc payment disparity for ancsthesia carc, mosrly duc to significant undcrvaluation ofanesthcsia work compared to 
othcr phys~cian scrviccs. Today, more than a decade sincc the RBRVS took cffccc Mcdicare payment for ancsthesia scrviccs 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 mustainable system in which anesthesiologists are being forced away from 
areas with disproportionately high Medicare populations. 

In an cffon to rectify this untenable situation, the RUC rccommendcd 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 fonvard in correcting the long-standing 
undervaluation of anesthesia scrvices. I am pleascd that thc Agcncy acccptcd this rccommendation in its proposed rule, and I support full implcmcntation of thc 
RUC s recommendation. 

To cnsure that our patients have access to cxpert anesthesiology mcdical carc, it is impcrativc that CMS follow through with thc proposal In the Fcderal Rcgister 
by fully and lmmcdiatcly implcmcnting thc ancsthcsia convcrsion factor incrcasc as recommcndcd by the RUC. 

Thank you for your considcration of this serious mattcr. 

James R. Hcaberlin, M.D. 
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Submitter : Dr. Ronggang Wang 

Organization : Summit Anesthesiology Ltd 

Category : Physician 

Issue AreaslComments 

Date: 08/05/2007 

Coding- Additional Codes From 
SYear Review 

Coding-- Additional Codes From 5-Year Review 

Leslic V. Nonvalk, Esq. 

Acting Administrator 

Centers for Mcdicare and Medicaid Scwiccs 

Attcntion: CMS-1385-P 

P.O. Box 80 18 

Baltimore, MD 21244-8018 

Re: CMS-1385-P 

Anesthesia Coding (Part of 5-Year Review) 

Dear Ms. Nonvalk: 

I am writing to cxpress my strongcst support for thc proposal to increase anesthnia payments undcr thc 2008 Physician FCC Schcdulc. I am gratcful that CMS has 
rccognizcd thc gross undcwaluation of ancsthcsia scwiccs, and that the Agcncy is taking steps to addrcss this complicatcd issuc. 

Whcn the RBRVS was instituted, it creatcd a hugc paymcnt disparity for annthnia c m .  mostly due to significant undcwaluation of anesthesia work compared to 
othcr physieian scwices. Today, morc than a decade sincc thc RBRVS took effect, Medicare paymcnt for anesthesia scwices 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 
arcas with disproportionately high Medicare populations. 

In an effort to rectify this untenable sibation, thc RUC recommended that CMS incrcasc the anesthesia conversion factor to offset a calculated 32 pcrccnt work 
undewaluation a move that would result in an increase of nearly 54.00 per anesthesia unit and serve as a major step fonvard in correcting the long-standing 
undervaluation of anesthesia scwices. I am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of thc 
RUC s reeommcndation. 

To cnsure that our patients have acccss to expert ancsthcsiology mcdical carc. it is imperativc that CMS follow through with thc proposal in thc Fcdcral Rcgistcr 
by fully and immcdiatcly implcmcnting thc ancsthcsia conversion factor increase as rccommcndcd by the RUC. 

Thank you for your consideration of this scrious rnattcr 

R. Wang, MD, PhD 
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Submitter : Dr. Clarence Ward 

Organization : Dr. Clarence Ward 

Date: 08/05/2007 

Category : Physician 

Issue AreaslComments 

GENERAL 

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

Rc: CMS-1385-P 
Ancsthcs~a Coding (Part of 5-Ycar Revicw) 

Dear Ms. Norwalk: 

I am writing to express my strongest support for the proposal to increasc anesthcsia payments under thc 2008 Physician Fce Schcdule. 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. 

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly duc to significant undcrvaluation of anesthesia work compared to 
othcr physician services. Today, more than a decade since thc RBRVS took cffect, Medicarc paymcnt for ancstbesia 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 cffort to rcctify this untenable situation, thc RUC rccommcndcd that CMS increase thc anesthcsia 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 fonvard in correcting the long-standing 
undcrvaluation of ancsthcsia scrviccs. 1 am plcascd that thc Agcncy acccptcd this rccommcndation in its proposcd rulc, and I support full implemcnlation of thc 
RUC s recommendat~on. 

To cnsurc that our paticnu havc acccss to expert anesthesiology medical care, it is impcrativc that CMS follow through with thc proposal in thc Fedcral Rcgistcr 
by fully and immcdiately implcmcnting thc anesthcsia convcrsion factor increasc as recommended by thc RUC. 

Thank you for your consideration of this serious matter. 

Clarencc F. Ward M.D 
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Submitter : Dr. Scott Schenck 

Organization : Dr. Scott Schenck 

Date: 08/05/2007 

Category : Physician 

Issue AreaslComments 

GENERAL 

GENERAL 

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

Rc: CMS-1385-P 

Anesthcsia Coding (Part of 5-Year Rcview) 

Dcar Ms. Nonvalk: 

I am writing toexpress my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fce Schedule. I am grateful that CMS has 
rccognizcd the gross undervaluation of anesthesia serviees, and that the Agcney is taking steps to address this eomplicatcd issuc. 

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work eompared to 
other physician services. Today, more than a deeade sinee the RBRVS took effect, Medieare payment for anesthesia services stands at just $16.1 9 per unit. This 
amount does not cover the cost of caring for our nations seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
areas with disproportionately high Medicarc populations. 

In an cffort to rcctify this untenable situation, thc RUC rccommcndcd that CMS increasc the anesthcsia conversion factor to offset a calculated 32 pcrcent work 
undervaluation a move that would result in an increase of nearly $400 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undervaluation of ancsthcsia services. I am pleascd that the Agcncy acccptcd this rccommendation in its proposcd rulc, and 1 support full implementation of the 
RUC s recommendat~on. 

To ensure that our patients have acccss to expcrt anesthesiology medical care, it is impcrativc that CMS follow through with thc proposal in thc Fcderal Rcgister 
by fully and immediately implcmcnting thc ancsthcsia convcrsion factor incrcasc as rccommcndcd by thc RUC. 

Thank you for your consideration of this serious matter. 

Sinccrely. 

Scott C. Schenck, MD 
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Submitter : Mr .  Narayan Neupane 

Organization : Methodist Hospital 

Date: 08/05/2007 

Category : Physician 

Issue Areas/Comments 

GENERAL 

GENERAL 
Leslie V. Nowalk, Esq. 
Acting Adminisuator 
Centers for Medicarc and Mcdicaid Serviccs 
Anention: CMS-1385-P 
P.O. Box 801 8 
Baltimore. MD 2 1244-801 8 

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

Dear Ms. Nowalk: 

I am writing to cxpress my ShOngCSt support for the proposal to increasc anesthesia paymcnts undcr thc 2008 Physician FCC Schcdulc. I am grateful that CMS has 
recognized thc gmss undervaluation of anesthesia services, and that thc Agcncy is taking steps to address this complicated issuc. 

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

In an cffon to rectify this untcnablc situation, thc RUC recommended that CMS increasc thc anesthcsia convcrsion factor to offsct a calculated 32 perccnt work 
undcrvaluation 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 scrviccs. I am plcascd that thc Agcncy acccptcd this rccommcndation in its proposcd mlc. and 1 support full implcmcntation of thc 
RUC s recommendation. 

To cnsure that our paticnts havc acccss to cxpcn ancsthcsiology medical carc, it is impcrativc that CMS follow through with the proposal in thc Fcderal Rcgistcr 
by fully and immediately implcmcnting thc anesthesia convcrsion factor incrcase as rccommcndcd by the RUC. 

Thank you for your consideration of this serious maner. 

Page 34 of 547 August 13 2007 09:09 AM 



.Submitter : Dr. Joseph Forand 

Organization : Dr. Joseph Forand 

Date: 08/05/2007 

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 21244-801 8 

Rc: CMS-1385-P 

Anesthesia Coding (Pan of 5-Ycar Revicw) 

Dcar Ms. Nonvalk: 

I am writing to express my strongest support for the 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 addrcss this complicated issuc. 

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care, mostly due to signiticant undervaluation of anesthesia work compared to 
other physician services. Today, more than a decade sincethe RBRVS took effect, Medicare payment for ancsthesia services stands at just $16.19 per unit. To 
put this in perspective, my plumber charges $24.95 for the same time period and twice that after 4 PM. This amount does not cover thecost of caring for our 
nation s seniors, and is creating an unsustainable system in which all anesthesia providers are being forced away from areas with disproportionately high Medicare 
populations, unless subsidized by either a hospital or thc Federal government. 

In an cffon to rectify this untenablc situation, the RUC recommendcd that CMS increasc theancsthesia convcnion 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 ancsthesia services. I am plcased that the Agency acccptcd this recornmcndation in its proposcd 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 impcrative that CMS follow through with the proposal in the Federal Rcgistcl 
by fully and immediately implementing the anesthesia convcrsion factor increase as recommendcd by the RUC. 

Thank you for your consideration of this important matter. 

Page 35 of 547 August 13 2007 09:09 AM 



Submitter : Dr. Kevin Miller Date: 08/05/2007 

Organization : Dr. Kevin Miller 

Category : Physician 

Issue Areas/Comments 

GENERAL 

GENERAL 

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

Rc: CMS- 1385-P 

Anesthesia Coding (Part of 5-Year Revicw) 

Dcar Ms. Norwalk: 

I am writing to express my strongest support for thc proposal to increase anesthesia paymcnts under the 2008 Physician Fee Schedule. I am grateful that CMS has 
recognized the gross undervaluation of anesthesia services, and that the Agency is raking 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 dccade since the RBRVS took effect, Medican: payment for anesthesia services stands at just $16.19 per unit. This 
amount does not wver the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologisu are being forced away from 
areas with disproportionately high Mcdicarc populations. 

In an cffort to rcctify this untenable situation, thc RUC rccommcndcd that CMS incrcasc the ancsthesia convcrsion factor to offsct a calculated 32 perccnt work 
undervaluation a move that would result in an increase of nearly 164.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undcrvaluation of ancsthcsia services. 1 am plcased that the Agcncy acccpted this recommendation in its proposcd rulc, and I support full implementation of thc 
RUC s recommendation. 

To ensure that our patients havc acccss to cxpen anesthesiology mcdical care, it is imperative that CMS follow through with the proposal in thc Fcderal Rcgistcr 
by fully and immcdiately implementing thc anesthcsia convcrsion factor incrcasc as recommended by the RUC. 

Thank you for your consideration of this serious matter. 

P.S.-It is getting harder to recruit ncw anesthestiologists to work in hospitals, as they havc less Medicare paticnts in surgerycentcr or ofice settings. Hopefully, 
your increase in thc anesthesia conversion factor will help with this. 

Sincerely, 
Kevin B. Millcr. M.D. 
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Submitter : Stephen Nelson Date: 08/05/2007 

Organization : Stephen Nelson 

Category : individual 

lssue AreaslComments 

GENERAL 

GENERAL 

I am writing to express my strongest support for the proposal to increase anesthesia payments under the ZOOS 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 carc, 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 natlon s seniors, and IS creating an unsusta~nable system In which anesthesiologists are being forced away from 
arcas with dispmportionatcly high Mcdicare populations. 

In an cffort to rectify this untenable situation, the RUC recommcndcd that CMS increase thc 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 fonvard in correcting the long-standing 
undervaluation of anesthcsia services. I am pleased that the Agcncy 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 expert anesthesiology mcdical carc. 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 recommcnded by the RUC. 

Thank you for your consideration of this serious matter. 
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Submitter : Dr. Jonathan Abrams 

Organization : Dr. Jonathan Abrams 

Date: 08/05/2007 

Category : Physician 

Issue Areas/Comments 

GENERAL 

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

Re: CMS-1385-P 

Ancsthcsia Coding (Pan of5-Ycar Rcvicw) 

Dear Ms. Norwalk: 

I am writing to express my strongest support for thc 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 ofanesthesia work comparcd to 
othcr physician serviccs. Today, morc than a decade sincc thc RBRVS took effect, Medicare paymcnt for ancsthesia serviccs stands at just $16.19 per unit. This 
amount does not cover the cost of caring for our nation s senlors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
arcas with disproponionatcly high Mcdicarc populations. 

, In an cffor! to rcctify this untcnablc situation, the RUC rccommcndcd that CMS incrcasc thc 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 unlt and serve as a major step forward In correcting the long-standing 
undervaluation of anesthcsia scrviccs. I am pleased that the Agcncy accepted this rccommendation in its proposcd mlc, and I support full implemcntation of thc 
RUC s recommendation. 

To ensure that our paticnts havc access to cxpert anesthesiology medical care, it is imperative that CMS follow through with thc proposal in thc Federal Rcgistcr 
by fully and immediately implementing thc anesthesia convcrsion factor increasc as recommcndcd by thc RUC. 

Thank you for your considcration of this scrious matter. 
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Submitter : Dr. Thomas Pellino 

Organization : Madison Anesthesiology Consultants 

Category : Physician 

Issue Areas/Comments 

Date: 08/05/2007 

GENERAL 

GENERAL 

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

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

Dcar Ms. Nonvalk: 

I am writing to cxpress my strongcst 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 laking stcps to address this complicated issue. 

When the RBRVS was instituted, it created a huge paymcnt 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 anesthesiolog~sts are being forced away from 
areas with disproportionately nigh Medicare populations. 

In an effon to rectify this untenable situation, the RUC recommcnded that CMS incrcase the anesthesia conversion factor to offset a calculated 32 percent work 
undervaluat~on a move that would result in an increase of nearly $400 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undervaluation of ancsthcsia scrviccs. I am plcased that the Agcncy acccpted this rccommendation in its proposcd mlc, and 1 suppon 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 Registcr 
by fully and immcdiately implementing the anesthesia conversion factor incrcasc as recommended by the RUC. 

Thank you for your consideration of this serious matter. 

Thomas Pellino, M.D 
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Submitter : Dr. Thomas Satterfield 

Organization : PAC 

Category : Physician 

Issue AreasIComments 

Date: 08/05/2007 

GENERAL 

GENERAL 

Leslie V. Norwalk. Esq. 
Acting Administrator 
Centers for Medicare and Medicaid Services 
Attcntion: 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 FCC 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 RElRVS 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 decade since the MRVS took effect, Medicare payment for ancsthcsia serviccs stands at just 516.19 per unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system In which anesthesiologists are being forced away from 
areas with disproportionately high Medicare populations. 

In an effort to rcctify this untcnablc situation, the RUC rccommcndcd that CMS increase thc 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 ancsthcsia serviccs. 1 am pieascd that the Agency acccptcd this recommendation in its proposed rulc. and I support full implcmcntation 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 Fedcral Register 
by fully and immediately implementing the ancsthcsia conversion factor increase as recommended by the RUC. 

Thank you for your consideration of this serious matter. 

Sincerely. 

Thomas A Sattcrficld M.D. 
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-Submitter : Dr. Traci Satterlield Date: 08/05/2007 

Organization : OB-Gyn Assoc of Spokane 

Category : Physician 

Issue Areas/Comments 

GENERAL 

GENERAL 

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

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

Dcar Ms. Norwalk: 

I am writing to express my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. I am gratchl that CMS has 
recognized the gross undervaluation of anesthesia services, and that the 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 anesthesia work compared to 
other physician serviees. Today, more than a decade sinee the RBRVS took effect, Medieare payment for anesthesia services stands at just $16.19 per unit. This 
amount does not cover the cost of carlng for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are belng forced away from 
arcas with disproportionatcly high Medicarc populations. 

In an cffort to rectify this untcnablc situation, thc RUC rccommcndcd that CMS inereasc thc anesthcsia convcrsion factor to offsct a calculated 32 perccnt work 
undervaluat~on a move that would result In an increase of nearly 64.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undervaluation of ancsthcsia scrviccs. I am pleased that thc Agcncy acccptcd this recommendation in its proposcd rulc, and I support full implcmcntation 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 Fedcral Register 
by fully and immediately implcmcnting thc ancsthcsla convcrsion factor increase as rewmmcndcd by thc RUC. 

Thank you for your considcration of this serious mancr 

Sincerely, 

Traci Satteriield M.D. 
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Submitter : Dr. Beemeth Robles 

Organization : Metro LLC 

Category : Physician 

Issue Areas/Comments 

GENERAL 

GENERAL 

See Attachment 

CMS-I 385-P-5036-Attach- I .DOC 
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Leslie V. Norwalk, Esq. 
Acting Administrator 
Centers for Medicare and Medicaid Services 
Attention: CMS-1385-P 
P.O. Box 801 8 
Baltimore, MD 2 1244-80 1 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. Nonetheless, as complicated as this issue may 
seem for some, in reality it is a straightforward issue in that in consideration of the 
suggested increase in reimbursement, it merely touches the surface of where we need to 
go if seniors are to continue be able to access care. When Medicare reimbursement for 
anesthesiologist's services cannot compete on the open market with indemnity payers due 
to the fact that Medicare currently only reimburses approximately 3 1 % of what one 
otherwise could collect, clearly only those individuals that must accept Medicare 
reimbursement are actually accepting it. Simply what this means is that Medicare either 
directly or indirectly is creating a multi-tiered healthcare system where those who can 
and are willing to pay for their healthcare, will be able to dictate their timeliness in the 
care that they receive and possibly the quality of their care due to the fact that as 
individuals tailor their practice to include fewer poor payers, those who will be left with 
having to care for the poorly reimbursed work will be those with fewer options. 

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. As time has passed due to the fact that Medicare has not 
considered our claims of gross underpayment, several things have happened and will 
continue to intensify. First and foremost, clinicians have left hospital based care due to 
the fact that the majority of Medicare patients will be seen in the hospital setting. Given 
that caring for Medicare patients creates the greatest burden for any practice, limiting 
ones exposure to these patients provides the greatest protection. Ultimately the one to 
suffer will be the Medicare recipient. Second, due to the ever increasing burden of a 
poorly reimbursing clientele, hospitals have had to shore up the deficiency created by 
poor payers such that they have been required to institute stipend programs to obtain the 
necessary coverage for their patients. In the end what Medicare and Medicaid have 



created, are unsustainable deficient programs that will either bankrupt the American 
Healthcare system and therefore forcing hospitals to close their emergency rooms and 
possibly their doors. In the end the failure to pay for healthcare will result in its demise 
and a greater deficiency in care. The reality of healthcare is that it has a cost and if the 
government did not have such an easy time with unconscionable price fixing, Medicare 
would have long ago become the coverage for second class citizens. Nonetheless, it is 
slowly moving in that direction and without finally coming to terms with the reality that 
all that is desired by anesthesiologists is equitable consideration, the movement away 
from the elderly will continue. Fewer and fewer doctors will want to care for Medicare 
patients because at the end of the day, if there is no financial incentive, and worse, there 
is a financial burden to the individual to care for Medicare patients, it simply makes no 
business sense to increase ones liability and at the same time lose money. 

Thus, 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 (still too low)--a move that would result in an increase of nearly $4.00 
per anesthesia unit and serve as a minor 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 despite the fact that the proposed increase continues to leave 
anesthesiology reimbursement severely undervalued. The only caveat in instituting this 
change is that it is my sincere desire that you understand that even at this level, Medicare 
is not even close to being competitive with market forces. Despite the fact that if CMS 
accepts the RUC recommendation of a $4.00 increase to the unit value, I do hope that you 
understand that your reimbursement still has further to go to be able to compete with 
what current market conditions dictate. As an example, even if you consider the worst 
indemnity payer (excluding government payers) reimburses anesthesiologists at about 
$40.00 per unit, I hope it becomes clear to you why your clients will continue to have a 
short fall in coverage. More physicians are moving toward the option of opting out of 
Medicare coverage and although that may not seem evident to you now, due to the fact 
that doctors may not formally be withdrawing from your program, fewer doctors are 
making themselves available to care for these patients by altering their practice patterns. 
Thus, I hope you understand that this is but the beginning of the rectification of the 
problems created by the RVRBS and if one is to remain "competitive", you have at least 
another $1 5.00 a unit to consider. Given that it has been about 15 years since Medicare 
unilaterally cut our reimbursement, and Medicare went from being a good payer a lousy 
payer in one fell swoop, this change is long overdue. Unfortunately given that it has taken 
15 years in order to obtain this increase should it come to pass, I am not sure that I can 
wait another 15 years to see another $4.00 increase. I along with hundreds more see our 
only options to rectify this unconscionable reimbursement, is to finally opt out of 
Medicare altogether. Many of us have limited our exposure but as expenses increase, 
Medicare patients become older and sicker and therefore expose us to greater liability, the 
only option we have left is to opt out of a bad program. I see this change is coming and it 
is long overdue. 



To ensure that our patients continue to have access to expert anesthesiology medical care, 
it is imperative that CMS follow through with the proposal in the Federal Register by 
filly and immediately implementing the anesthesia conversion factor increase as 
recommended by the RUC. This suggested increase is truly the least that you can do and 
much more is necessary if you are going to compete with the open market for our 
services. In my opinion, it will require at least another $15.00 per unit increase to secure 
the future coverage of Medicare patients, at least in the short term. I do hope that you can 
understand the necessity of instituting this $4.00 increase but as you-accept this change, it 
is sincere desire that you commence discussion on taking the Medicare unit value back to 
its 1990 level. When unit values from our contracted insurers are coming in at the high 
$40 range, we can do our part and care for the elderly at a reasonable discount but $20.00 
a unit is not that price. 

Thank you for your consiheration of this serious matter and I look forward to serious and 
significant change. 

Sincerely, 

Beemeth Robles MD 



Submitter : Lance Cbristensen 

Organization : Lance Christensen 

Category : Physician 

Issue AreasIComrnents 

GENERAL 

Date: 08/05/2007 

GENERAL 

As an anesthcsia providcr, pleasc value my services appropriately. With increasing agc and size of patients, more and more h k  is taken. Please just reimbersc us 
based on the approriatc value. 
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.Submitter : Dr. Kristin Spanjian Date: 08/05/2007 

Organization : Dr. Kristin Spanjian 

Category : Physician 

Issue Areas/Comments 

GENERAL 

GENERAL 

I am writing to express my strongest support for thc proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. I am grateful that CMS has 
recognized thc gross undervaluation of anesthcsia 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 cam, 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 Medicam populations. 

In an cffort to rectify this untenable situation, the RUC recommended that CMS increasc the ancsthcsia convcrsion factor to offsct 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 anesthcsia serviccs. I am plcascd that thc Agcncy acccptcd this rccommcndation in its proposcd rulc, and I suppon full implcmcntation of the 
RUC s recommendation. 

To ensure that our paticnts have acccss to cxpen anesthesiology medical care, it is imperative that CMS follow through with thc proposal in the Federal Rcgistcr 
by fully and immediately implcmcnting the ancsthesia conversion factor increase as recommended by the RUC. 

Thank you for your consideration of this serious mancr. 
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Submitter : Dr. Michael Liddy 

Organization : American Society of Anesthesiologists 

Category : Physician 

Issue AreaslComments 

GENERAL 

Date: 08/05/2007 

GENERAL 
Lcslic V. Norwalk, Esq. 
Acting Administrator 
Ccntcrs for Medicare and Mcdicaid Scrviccs 
Attention: CMS- 1385-P 
P.O. Box 80 I8 
Baltimorc, MD 2 1244-801 8 

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

Dcar Ms. Norwalk: 

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

Whcn the RBRVS was instituted, it crcatcd a hugc paymcnt disparity for anesthnia care, mostly duc to significant undervaluation of ancsthesia work compared 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 
areas with disproportionately high Medicare populations. 

In an effort to rcctify this untenable situation, thc RUC recommended that CMS increase thc 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 
undervaluation of anesthesia scrviccs. I am pleascd that thc Agcncy acccptcd this recommendation in its proposcd mlc, and I support full implementation of thc 
RUC s recommendation. 

To cnsurc that our paticnts havc acccss to cxpcrt ancsthcsiology medical carc, it is impcrativc that CMS follow through with thc proposal in thc Fcdcral Rcgistcr 
by fully and immediately implcmcnting thc ancsthcsia convcrsion factor incrcasc as rccommcndcd by thc RUC. 

Thank you for your consideration of this serious matter 
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Submitter : Dr. Joseph Soderberg Date: 0810612007 

Organization : Desert Anesthesiology 

Category : Physician 

Issue AreaslComments 

GENERAL 

GENERAL 

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

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

Dcar Ms. Norwalk: 

1 am writing to cxpress my strongest support for thc proposal to incrcasc anesthcsia paymcnts under thc 2008 Physician FCC Schcdulc. I am gratcful that CMS has 
recognized the gross undcrvaluation of anesthesia services, and that thc Agency is taking stcps to address this complicated issuc. 

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, more than a decade since thc RBRVS took effcct, 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 effon 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 anesthcsia services. I am pleased that the Agency accepted this recommcndation in its proposed rule, and 1 suppon full implemcntation of thc 
RUC s recommendation. 

To ensurc that our paticnts havc access to cxpcn ancsthcslology mcdical care, it is imperativc that CMS follow through with thc proposal in thc Fcderal Register 
by fully and immediately implementing the ancsthcsia convcrsion factor incrcasc as rccommendcd by thc RUC. 

Even with thc increase of $4.00 pcr anesthcsia unit. the paymcnt to anesthesiologists is pathetic. Hcrc in Las Vcgas. plumbers, massagc therapists, and many 
other low skillcd positions make more moncy pcr hour than docs an Anesthesiologist doing medicarc cases. And what is thc risk of giving a massagc or putting 
in plumbing? Certainly it is not the posible death of the customer, as it is with Anesthcsiology. Becoming an Anesthesiologist takes I2 years after High School, 
at the least, and a substatial amount of money. If we depended only on medicare cases, no one could possibly pay back student loans, and rcmain above the 
poverty level 

And now with the further inwsion of Government into medicine, the fedcral government and state governments want to basc their payment on medicare 
reimbursement. That would be the death nail in the coffin of Anesthesiology. Realistically, the reimbursement should be at $50.00 pcr unit. 

Sincerely, 

Joscph Soderberg M. D. 
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Submitter : Mukesh Gupta 

Organization : AMGR 

Category : Physician 

lssue AreaslComments 

GENERAL 

GENERAL 
Re: CMS-I 385-P 

Date: 08/06/2007 

Anesthesia Coding (Pan of 5-Year Review) 

Dear Ms. Nonvalk: 

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

Whcn thc RBRVS was instituted, it crcatcd a hugc paymcnt disparity for ancsthcsia carc, mostly duc to significant undcwaluation of ancsthcsia work compared to 
othcr physician scwiecs. Today, morc than a dccadc sincc the RBRVS took cffect, Medicarc paymcnt 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 creatlng an unsustainable system in which anesthesiologists are k i n g  forced away from 
arcas with disproponionatcly high Medicarc populations. 

In an effon to rectify this untenable situation, thc RUC recommended that CMS increase thc anesthcsia convcrsion factor to offset a calculated 32 pcrccnt work 
undervaluation a move that would result in an increase of nearly 64.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undcrvaluation of anesthesia sewiccs. I am pleascd that the Agency accepted this recommendation in its pmposed wlc, and 1 suppon full implementation of the 
RUC s recommendation. 

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

Thank you for your consideration of  this scrious mattcr 
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Submitter : David Sawyer 

Organization : Consultant Anesthesia Inc 

Date: 08/06/2007 

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 801 8 
Baltimore, MD 21244-801 8 

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

Dcar Ms. Norwalk: 

I am writing to express my srrongcst suppon for the proposal to increase anesthcsia payments under thc 2008 Physician FCC Schedule. I am grateful that CMS has 
recognized the gross undervaluation of ancsthesia services, and that the Agency is taking stcps lo address this complicated issue. After many years and several 
studies have shown this to bc m c  I am glad that this issue is tinally k ing  addressed. 

When the RBRVS was instituted, it created a huge paymcnt disparity for ancsthesia care, mostly due to significant undervaluation of anesthcsia work compared lo 
other physician services. Today, more than a decade since the RBRVS took effect, Medicare paymcnt for ancsthcsia 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 unsutainable 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 ancsthesia conversion factor to offset a calculated 32 percent work 
undervaluat~on a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcttng 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 carc. it is imperative that CMS follow through with thc proposal in the Federal Register 
by fully and immediately implementing the anesthcsia conversion factor incrcasc as recommended by the RUC. 

Thank you for your consideration of this serious matter 

David Sawyer 
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Submitter : Dr. Jay Johansen Date: 08/06/2007 

Organization : Emory University School of Medicine 

Category : Physician 

GENERAL 

GENERAL 

Leslie V. Norwalk, Esq. 
Acting Adminishator 
Centers for Medicare and Medicaid Services 
Attention: CMS-I 385-P 
P.O. Box 801 8 
Baltimorc. MD 2 1244-80 18 

Re: CMS-1385-P 

Anesthesia Coding (Part of 5-Year Review) 

Dcar Ms. Norwalk: 

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

When thc RBRVS was instituted, it created a huge paymcnt disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to 
othcr physician scrviccs. Today, more than a decadc sincc thc RBRVS took effect, Mcdicarc paymcnt for anesthcsia serviccs stands at just $16.19 per unit. This 
amount does not cover the cost of caring for our natlon s sentors, and is creating an unsustainable system in which anesthesiolog~sts are being forced away from 
arcas with disproportionately high Mcdicarc populations. 

In an effort to rectify this untcnablc situation, thc RUC rccommcndcd that CMS increasc the anesthcsia convcrsion factor to offset a calculatcd 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 
undervaluation of anesthesia serviccs. 1 am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implemcntation of thc 
RUC s recommendation. 

To ensure that our patients have access to cxpcrt anesthesiology medical care, it is imperative that CMS follow through with the proposal in the Fedcral Rcgistcr 
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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Submitter : Dr. Brent Reich Date: 08/06/2007 

Organization : Dr. Brent Reich 

Category : Physician 

Issue Areas/Comments 

GENERAL 

GENERAL 

Leslie V. Norwalk, Esq. 
Acting Administrator 
Centers for Medicare and Medicaid Services 
Attention: CMS-1385-P 
P.O. Box 80 18 
Baltimorc. 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 due to significant undcrvaluation of ancsthesia work compared to 
other physician scrviees. Today. more than a deeadc since thc RBRVS took cffcct, Medicare paymcnt for ancsthcsia scrviccs 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 anesthestolog~sts are being forced away from 
arcas with disproportionately high Mediearc populations. 

In an effort to rectify this untcnable situation, the RUC reeommcnded 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 
undcrvaluation of anesthesia scrviccs. 1 am pleased that thc Agency accepted this reeommendation in its proposed rule, and I support full implementation of the 
RUC s recommendat~on. 

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 Rcgister 
by fully and immediately implementing the anesthesia convcrsion factor increase as recommended by the RUC. 

Thank you for your consideration of this serious mattcr. 
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Submitter : Thomas Hanlon Date: 08/06/2007 

Organization : Thomas Hanlon 

Category : Physician 

Issue AreasIComments 

GENERAL 

GENERAL 

CMS-I 385-P 

Leslie V. Norwalk, Esq. 
Acting Administrator 
Ccnters for Medicarc and Mcdicaid Services 
Attcntion: CMS-1385-P 
P.O. Box 8018 
Baltimore. MD 2 1244-8018 

Rc: CMS-1385-P 
Anesthesia Coding (Pan 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 complicated issue. 

When the RBRVS was instituted, it created a huge payment disparity for anesthesia 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 ancsthesia scrviees stands at just $16.19 per unit. This 
amount does not cover the cost of caring for our nation s senion, and is creating an unsustatnable system in which anesthesiologists are being forced away from 
areas with disproportionatcly high Mcdicarc populations. 

In an effort to rectify this untenable situation, the RUC rccommendcd that CMS increase the anesthesia convcrsion fxtor 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 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 convcrsion factor increase as recommended by the RUC. 

Thank you for your consideration of this serious matter. 
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Submitter : Arun Bhandari 

Organization : UPMC, Pittsburgh 

Date: 08/06/2007 

Category : Physician 

Issue Areas/Comments 

Coding- Additional Codes From 
5-Year Review 

Coding-- Additional Codes From 5-Year Review 

I am writing to cxprcss my strongcst support for thc proposal to increase anesthesia payments under the 2008 Physician Fec Schcdulc. 1 am grateful that CMS has 
rccognizcd the gross undcwaluation of ancsthcsia scwiccs, and that thc Agcncy is taking steps to addrcss this complicated issuc. 

Whcn thc RBRVS was institutcd. it crcated a hugc paymcnt disparity for annthesia care, mostly duc to significant undcwaluation of ancsthcsia work compared to 
othcr physician scwiccs. Today, morc than a dccadc sincc thc RBRVS took cffect, Medicarc paymcnt for ancsthcsia scwices stands at just $16.19 per unit. This 
amount does not cover the cost of caring for our nations seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
arcas with disproponionatcly high Medicarc populations. 

In an cffort to rcctify this untenable situation, thc RUC rccommcndcd that CMS increasc thc 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 
undcwaluation of anesthcsia scwiccs. I am pleased that the Agcncy accepted this recommendation in its proposcd mlc, and I suppon full implementation of thc 
RUC s recommendation. 

To ensure that our paticnts have access to expen anesthesiology medical care, it is impcrativc that CMS follow through with thc proposal in the Federal Rcgister 
by Fully and immediately implcmenting the anesthesia conversion factor increasc as recornmendcd by thc RUC. 

Thank you for your consideration of this scrious mattcr. 
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Submitter : Dr. Kristen Kenyon 

Organization : Dr. Kristen Kenyon 

Category : Physician 

Issue Areas/Comments 

Payment For Procedures And 
Semces Provided In ASCs 

Payment For Procedures And Services Provided In ASCs 
I am in favor of increasing the Medicare payment to physicians. It is long ovcrdue. 
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Submitter : Vander Wynn Date: 08/06/2007 

Organization : Vander Wynn 

Category : Physician 

Issue Areas/Comments 

GENERAL 

GENERAL 

Dcar Ms. Nonvalk: 

I am writing to cxprcss my strongest support for thc proposal to incrcasc ancsthnia paymcnts undcr thc 2008 Physician FCC Sehcdulc. I am gratcful that CMS has 
rceognizcd the gross undervaluation of anesthesia servica, and that the Agcncy is taking stcps to address this complicated issuc. 

Whcn the RBRVS was instituted, it crcatcd a huge payment disparity for anesthcsia care, mostly due to significant undervaluation of anesthesia work compared to 
other physician serviccs. Today, more than a decade sincc the RBRVS took cffccl, Mcdicarc paymcnt 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. I practice in Florida and therc is a medical crisis in that we are unable to adequately recruit quality 
physician ancsthesiologists because of grossly undervalucd salaries. These arc comparcd to elsewhere in the nation where the medicare population is much less. 
Quality physicians already in Florida will continue to move away for more fairly compensated jobs, leaving the nations elderly at a disadvantage! 

In an effort to rectify this untenable situation, the RUC recommended 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 W.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 ensurc that our patients havc acccss to expert ancsthcsiology medical care, it is impcralivc that CMS follow through with the proposal in the Federal Registel 
by fully and immediately implementing the ancsthcsia conversion factor incrcasc as recommended by thc RUC. 

Thank you for your consideration of this serious matter. 
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Submitter : Dr. Gary Ring 

Organization : Amaeriean Society of Anesthesiologists 

Category : Physician 

Issue Areas/Commeots 

GENERAL 
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Date: 08/06/2007 

GENERAL 

I am writing in support for the proposal to increase anesthesia payments under the 2008 Physician Fec Shedulc. 

August 13 2007 09:09 A M  



Submitter : Dr. Paul Sansone Date: 08/06/2007 

Organization : American Society of Anesthesiologists 

Category : Physician 

Issue Areas/Comments 

Coding- Additional Codes From 
IYear  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 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 complicatcd 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 effeck 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 anesthesiologisS are being forced away from 
areas with disproportionately high Medicare populations. 

In an effort to rcctify this untcnablc situation, the RUC recommcnded that CMS incrcasc 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 anesthes~a unit and serve as a major step forward in correcting the long-standing 
undervaluation of ancsthcsia scrviccs. I am plcascd that thc Agcncy acceptcd this rccommcndation in its proposed rulc. and 1 suppon full implementation of thc 
RlJC s recommendation. 

To cnsure 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 anesthcsia conversion factor increase as recommended by the RUC. 

Thank you for your considcration of this serious mancr. 

Paul Sansonc, M.D. 
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Submitter : Dr. chad Wagner 

Organization : Vanderbilt 

Date: 08/06/2007 

Category : Physician 

Issue AreaslComments 

GENERAL 

GENERAL 

Leslie V. Notwalk, 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 
Ancsthcsia Coding (Pan of 5-Year Revicw) 

Dcar Ms. Nonvalk: 

1 am writing to cxpress my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule. I am grateful that CMS has 
rccognizcd thc gross undervaluation of anesthesia scrviccs, and that thc Agcncy is taking steps to addressthis complicated issue. 

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, more than a dccade sincc the RBRVS took effcct, Medicare paymcnt 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 Mcdicarc populations. 

In an effort to rectify this untenable situation, the RUC recommended that CMS increasc the anesthesia conversion factor to offset a calculated 32 percent work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undcrvaluation of ancsthcsia xrviccs. I am plcased that thc Agcncy acccptcd this recommcndation in its proposcd rulc, and I support full implcmenlation of thc 
RUC s recommendat~on. 

To cnsure that our patients havc accns to expert anesthcs~ology mcdical carc, it is imperativc that CMS follow through with thc proposal in the Fcderal Rcgistcr 
by fully and immediately implcmcnting the anesthesia convcrsion factor increasc as rccommcndcd by thc RUC. 

Thank you for your considcration of this serious matter. 
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Submitter : Dr. William Stegall 

Organization : Pinnacle Anesthesia 

Category : Physician 

Issue AreasIComments 

GENERAL 

Date: 08/06/2007 

GENERAL 
Leslie V. Norwalk, Esq. 
Acting Administrator 
Ccntcrs for Mcdicare and Medicaid Scrviccs 
Ancntion: CMS-1385-P 
P.O. Box 801 8 
Baltimore, MD 21244-8018 

Rc: CMS-1385-P 

Ancsthcsia Coding (Pan of 5-Ycar Rcvicw) 

Dcar Ms. Norwalk: 

I am writing to express my strongest support for the proposal to increase anesthesia paymcnts under the 2008 Physician Fce Schedulc. 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 ereatcd a huge payment disparity for anesthesia care, mostly due to significant undervaluation of anesthesia work compared to 
other 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 unsustninable system In which anesthesiolog~sts are being forced away from 
areas with disproportionately high Medicare populations. 

In an effort to rectify this untenablc situation. thc RUC rccommcndcd that CMS incrcasc the anesthcsia convcrsion factor to offsct a calculated 32 percent work 
undervaluation a move that would result in an increase of nearly $400 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undervaluation of anesthesia scrviees. I am pleased that the Agency acccptcd this rccommcndation in its proposed mlc, and I support full implementation of the 
RlJC s recommendation. 

To ensure that our patients have access to expert ancsthcsiology mcdical care, it is imperative that CMS follow through with the proposal in the Federal Rcgistcr 
by fully and immediately implementing the ancsthcsia convcrsion factor increase as rccommcndcd by thc RUC. 

Thank you for your considcration of this serious mattcr. 

William C. Stegall M.D. 
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Submitter : Dr. Mark  Robinson Date: 08/06/2007 

Organization : University of Arizona 

Category : Physician 

Issue AreaslComments 

GENERAL 

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

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

Dear Ms. Norwalk: 

I am writing to cxpress my strongest support for the proposal to increasc anesthesia payments under the 2008 Physician Fee Schedulc. I am grateful that CMS has 
rccognizcd thc gross undcrvaluation of ancsthesia 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 ancsthesia care, mostly due to significant undervaluation of ancsthesia work compared to 
othcr physician scrviccs. Today, more than a dccade sincc thc RBRVS took cffcct, Medicare 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 unsutainable system in which anesthesiologists are be~ng forced away from 
arcas with disproportionately high Mcdicare populations. 

In an cffort to rcctify this untenable situation, the RUC rccommcndcd that CMS incrcasc 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 
undcrvaluation of ancsthcsia scrviccs. I am plcascd that thc Agcncy acccpted this rccommcndation in its proposcd rulc, and I support full implcmcntation of thc 
RUC s recommendation. 

To cnsurc that our patients havc access to expen ancsthcsiology mcdical carc, it is imperative that CMS follow through with thc proposal in thc Fcdcral Rcgistcr 
by fully and immcdiatcly implementing thc ancsthcsia conversion factor increasc as rccommended by thc RUC. 

Thank you for your consideration of this serious mancr. 
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Submit ter  : 

Organization : Santa  Rosa Memorial Hospital 

Category : Physical Therapist 

Issue Areas/Comments 

Date: 08/06/2007 

Therapy Standards  a n d  
Requirements 

Therapy Standards and Requirements 

Dr. Sirmadam: 
Rc: Our support for grandfathering PTA's liccnscd by cquivalency. 

Thank you for the opportunity to comment on this proposed rule change. Our comments are directed towards the proposed grandfathering of physical therapist 
assistants who arc licensed by equivalency prior to January 1, 2008. 

Wc arc complctcly in support of the proposed rcgulatory changc outlined in Physician Fec Schedulc datcd July 12,2007 that refcrencc grandfathcring Physical 
Thcrapist Assistants who arc liccnscd by thc statc that thcy practicc prior to January 1,2008. 

Wc wholcheartcdly support this changc as it is curtcntly wrincn, and furthctmorc ask that this changc bc put into cffcct as soon as possiblc instcad of waiting until 
January 1,2008 to implcment. 

Wc belicvc that this proposed changc would bring the curtcnt rulcs rcgarding thc qualifications of Physical Therapist Assistants to be mom consistent with 
California licensure laws, would ntlicvc hardships by employees, and would provide greater access to therapy scrvices by paticnts in nccd of cant. 

California licenscs Physical Therapist Assistants only if thcy ate able to mect strict requirements regarding coursework/rclcvant work cxpcriencc, and provided 
these applicants can pass the samc examination that is rcquired for applicants who havc completed the APTA approved cuniculum. 

At Santa Rosa Memorial Hospital in Northern California (thc Sonoma County Trauma Center) alonc 7 out of the 17 liccnsed Physical Therapist Assistants have 
been impacted by the current rule, as wcll as 2 anployees at St. Joseph Homecare. These crnployees havc faced changing work locations/schedules, and most havc 
choscn to go back to school to obtain the requircd coursework and in the casc of homccant PTA's they havc lost thcir jobs. All of thcsc crnployees ant highly 
skillcd, and highly educated (all but I havc Bachclors Degrccs) and have dcmonsnatcd high levcl of compctcncy in pcrfotming thcir jobs cxccptionally wcll. 

Thank you for allowing us to advocatc for the implementat~on of thc proposed rulc rcgarding grandfathcring Physical Thcrapist Assistants at the earlicst possible 
date. 

Thank you for this opportunity to advocatc for these incrcdiblc PTA's. 
Signed, the Rehabilitation Staff at Santa Rosa Memorial Hospital 
Submitted on their behalf by Chris Ryan. Manager. 
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Submitter : Dr. William DeVore 

Organization : Foothills Anesthesia Consulants 

Category : Physician 

Issue Areas/Comments 

Date: 08/06/2007 

GENERAL 

GENERAL 
Leslie V. Nowalk, 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 
Ancsthcsia Coding (Part of 5-Ycar Rcvicw) 

Dcar Ms. Nowalk: 

I am wr~ting to cxprcss my strongcst support for thc proposal to incrcasc ancsthcsia paymcnts under the 2008 Physician FCC Schedule. I am grateful that CMS has 
rccognizcd the gross undervaluation of ancsthcsia services, and that the Agcncy is taking steps to addrcss this complicated issue. 

Whcn thc RBRVS was instituted, it creatcd a huge payment disparity for anesthesia care, mostly duc to significant undervaluation of ancsthesia work compared to 
othcr physieian services. Today, more than a dccadc sincc 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 creatlng an unsustainable system in which anesthesiologists are being forced away from 
areas with disproportionately high Medicare populations. 

In an effon to rcctify this untcnable situation, thc RUC rccommcndcd that CMS increase the ancsthesia conversion factor to offset a calculated 32 perccnt work 
undervalLIati0n a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward ~n correcting the long-sanding 
undervaluation of anesthcsia scrviccs. 1 am plcased that the Agcncy acccptcd this rccommcndation in its proposcd rulc, and I suppon full implementation of thc 
RUC s recommendation 

To cnsurc that our paticnts havc access to cxpert ancsthesiology medical carc, it is impcrativc that CMS follow through with thc proposal in thc Fcderal Rcgistcr 
by fully and immediately implementing the anesthcsia conversion factor incrcase as rccommendcd by thc RUC. 

Thank you for your consideration of this serious matter. 
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Submitter : Dr. John Chatelain Date: 08/06/2007 

Organization : American Society of Anesthesiologists 

Category : Physician 

Issue AreaslComments 

Background 

Background 

Lcslic V. Nowalk. Esq. 
Acting Administrator 
Centers for Medicare and Medicaid Services 
Attention: CMS-1385-P 
P.O. Box 8018 
Baltimorc. MD 2 1244-8018 

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

Dcar Ms. Nowalk: 

I am writing to express my strongcst suppon for the proposal to increase anesthcsia payments under the 2008 Physician Fec Schedule. I am grateful that CMS has 
rccognizcd thc gross undcrvaluation of ancsthcsia scrviccs, and that thc Agcncy is taking stcps to address this complicated issuc. 

When the RBRVS was instituted, it crcatcd a huge payment disparity for anesthesia carc, mostly duc to significant undervaluation of ancsthcsia work comparcd to 
other physician scrviccs. Today. morc than a decade since thc RBRVS took effect, Mcdicarc payment for ancsthcsia 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 anesthes~ologists are being forced away from 
areas with disproponionately high Mcdicarc populations. 

In an cffort to rectify this untcnablc situation, the RUC recommended that CMS increasc thc ancsthcsia conversion factor to offset a calculated 32 percent work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthes~a unit and serve as a major step forward in correcting the long-standing 
undcrvaluation of ancsthcsia services. I am plcased that the Agcncy acceptcd this rccommcndation in its proposed mlc, and I support full implcmcntation of thc 
RUC s rccommendation. 

To cnsurc that o w  paticnts have access to cxpcn ancsthcsiology mcdical carc, it is impcrativc that CMS follow through with thc proposal in thc Fcderal Rcgistcr 
by fully and immediately implcmcnting the anesthcsia conversion factor increasc as rccommcndcd by the RUC. 

Thank you for your consideration of this serious matter. 

John C. Chatelain. MD 
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Submitter : Mr. Jerry Parr Date: 08/06/2007 

Organization : Mr. Jerry Parr 

Category : Individual 

GENERAL 

GENERAL 

To whom it may concern, 
I am most concerned with access to quality anesthesia providers in my area. Michigan is having a difficult time with its economy. Any consideration for the 
ongoing inequity in payment for anesthesia services, compared to all other medical specialities, will not only correct the long standing inequity. but also help to 
secure the access to quality anesthesia services in my state. 
thank you, 
Jeny Parr 
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Submitter : Dr. James Turner 

Organization : Dr. James Turner 

Category : Physician 

Issue AreaslComments 

GENERAL 

Date: 08/06/2007 

GENERAL 

Aug 6,2007. Dear Lesle V Nonval, Esq. Regarding CMS-1385-P provision for rectifying the gmss undervaluation of ancsth&iologist scrviccs to medicare 
patients. We strongly support the increase. Comming from an area with significant Medicare patient load, it is difficult to rccrute pcrsonel to work with the poor 
reimbursement, and wst shifting is not an option. This is badly necded and long ovcrdue. James Turner MD 

Page 64 of 547 August 13 2007 09:09 AM 



Submitter : Dr. Daniel Redford 

Organization : University of Arizona 

Category : Physician 

Issue AreaslComments ' 

GENERAL 

Date: 08/06/2007 

GENERAL 

The anesthesia reimbursment for medicare is not at a finacial reimbursement level that allows a physician to adequately take care of our older growing population. 
This increase must happen for their sake. 

Then add the teaching rule in an academic center where the reinbursement is cut by another 50% and no one can afford to train our next generation of Doctors. 

CMS-I 385-P-5059-Anach-I .DOC 

Page 65 of 547 August 13 2007 09:09 A M  



Leslie V. Norwalk, Esq. 
Acting Administrator 
Centers for Medicare and Medicaid Services 
Attention: CMS- 1385-P 
P.O. Box 801 8 
Baltimore, MD 2 1 244-80 1 8 

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

Dear Ms. Norwalk: 

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

When the REiRVS 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 REiRVS 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. Shahla Bolbolan 

Organization : ACAMG 

Category : Physician 

Date: 08/06/2007 

Issue Areas/Comments 

GENERAL 

GENERAL 

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

Rc: 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 increase anesthesia payments undcr the 2008 Physician Fec Schedule. I am grateful that CMS has 
recognized the gross undcrvaluation of anesthesia serviccs, and that thc Agency is taking steps to address this complicated issuc. 

When the RBRVS was instituted, it created a hugc paymcnt disparity for anesthesia carc, mostly duc to significant undcrvaluation of anesthesia work compared to 
other physician services. Today, morc than a decade sincc thc RBRVS took effcct. 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 Mcdicarc populations. 

In an cffort to rcctify this untenable situation. thc RUC rccommcndcd that CMS incrcasc thc 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 anesthcsia serviccs. I am pleased that thc Agcncy acccpted this rccommcndation in its proposcd rulc, and I support full implementation of thc 
RUC s recommendation. 

To cnsurc that our paticnts havc access to expert anesthesiology mcdical carc, it is impcrativc that CMS follow through with thc proposal in the Federal Register 
by fully and immediately implementing the anesthesia convcrsion factor incrcase as rewmmcndcd by thc RUC. 

Thank you for your consideration of this serious matter 
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Submitter : Dr. James Stangl 

Organization : Pacific Anesthesia, P.C. 

Date: 08/06/2007 

Category : Physician 

Issue AreaslComments 

GENERAL 

GENERAL 

August 6,2007 

Leslie V. Norwalk. Esq. 
Acting Administrator 
Ccntcrs for Medicarc and Medicaid Scrviccs 
Ancntion: CMS-1385-P 
P.O. Box 801 8 
Baltimore, MD 21 244-801 8 

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

Dcar Ms. Nonvalk: 

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

Whcn the RBRVS was instituted, it creatcd a huge payment disparity for anesthcsia care, mostly due to significant undervaluation of ancsthcsia work comparcd to 
othcr physician services. Today, morc than a dccadc sincc the RBRVS took cffcct, Mcdicarc payrncnt for ancsthcsia scrvices stands at just $16.19 per unit. This 
amount is scvcrcly limiting thc ability of anesthcsia groups such as my own to r e c ~ i t  and rctain highly-qualified physicians in high-Medicarc practices, thus 
hindering our ability to provide quality care to our nations seniors. 

In an effort to rectify this untcnablc situation, the RUC recommended that CMS increase the ancsthcsia convcrsion factor lo offsct a calculated 32 percent work 
undervaluation a move that would result in an increase of nearly $4.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undervaluation of anesthcsia services. Tam pleased that the Agency accepted this rccommendation in its proposcd 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 thc proposal in the Fcdcral Register 
by fully and immediately implementing the anesthcsia convcrsion factor increase as recommended by thc RUC. 

Thank you for your consideration of this scrious matter. 

Sincerely yours, 

James Stangl, M.D. 
Pacific Ancsthcsia. P.C. 

CMS- 1385-P-5061 -Attach- I .DOC 
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August 6,2007 

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

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

Dear Ms. Norwalk: 

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

When the RBRVS was instituted, it created a huge payment disparity for anesthesia care, 
mostly due to significant undervaluation of anesthesia work compared to other physician 
services. Today, more than a decade since the RBRVS took effect, Medicare payment 
for anesthesia services stands at just $1 6.19 per unit. This amount is severely limiting the 
ability of anesthesia groups such as my own to recruit and retain highly-qualified 
physicians in high-Medicare practices, thus hindering our ability to provide quality care 
to our nation's seniors. 

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

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

Thank you for your consideration of this serious matter. 

Sincerely yours, 

James Stangl, M.D. 
Pacific Anesthesia, P.C. 



Submitter : Dr. John Hill Date: 08/06/2007 

Organization : ASA 

Category : Physician 

Issue Areas/Comments 

Medicare Economic Index (MEI) 

Medicare Economic Index (MEI) 
Leslie V. Norwal  Esq. 
Acting Administrator 
Centep for Medicare and Medicaid Services 
Attention: CMS-1385-P 
P.O. Box 80 18 
Baltimorc, MD 2 124-8018 

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

Dcar Ms. Norwalk: 

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

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

In an cffon to rcctify this untcnablc situation, thc RUC rccommcnded that CMS incrcasc thcancsthesia conversion factor to offset a calculated 32 pcrcent work 
undervaluation a move that would result in an increase ol' nearly 64.00 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undcrvaluation ol'ancsthcsia scrviccs. I am plcascd that thc Agcncy acccptcd this rccommcndation in its proposcd ~ l c ,  and I suppon full ~mplcmcntation ol'thc 
RUC s recommendation. 

To cnsure that our paticnts havc access to cxpcn ancsthesiology mcdical carc, it is imperative that CMS follow through with the proposal in thc Fedcral Register 
by fully and immediately implementing thc anesthcsia conversion factor increasc as rccommcndcd by thc RUC. 

Thank you for your consideration of this scrious mattcr. 

Sinccrcly, 

John W. Hill, MD 
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Submitter : Dr. Cynthia Monsey 

Organization : ASA 

Category : Physician 

Date: 08/06/2007 

Issue Areas/Comments 

GENERAL 

GENERAL 

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

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

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

In an cffort to rectify this untenable situation, thc 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 fonvard in correcting the long-standing 
undcrvaluation of anesthesia services. I am pleased that the Agcncy accepted this recornmendation in its proposed ~ l e ,  and I support full implementation of the 
RUC s recommendation. 

To ensurc that our patients havc 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 thc ancsthesia conversion factor increase as recommended by the RUC. 

Thank you for your consideration of this serious matter. 

C Monscy M.D., Ph.D. 
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Submitter : Tawnya Tretschok 

Organization : University Physicians Health Care 

Category : Other Health Care Professional 

Issue Areas/Comments 

Date: 08/06/2007 

GENERAL 

GENERAL 

I am writing to express my strongest support for the proposal to increase anesthesia payments under the 2008 Physician Fee Schedule (RE: CMS-1385-P). As 
an academic anesthesiology administrator I see the impact of the current Medicare per unit rate of $16.1 9 every day. This rate is further reduced in the academic 
environment when the  chin^ Rulc" is applicd, rcs"lting in an additional 50% reduction in payment. 

I am pleased that the Agency accepted thc RUC recommendation and I support full implementation of that rccommcndation. 

If anesthesiologists arc to continue to providc ancsthcsia care in academic centers for our scnior population, as wcll as to providc excellence in teaching and 
research, it is imperative that CMS move forward on this action. 

Thank you for your consideration of this serious matter. 
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Submitter : Dr. Elizabeth Nicholas Date: 08/06/2007 

Organization : American Society of Anesthesiologists 

Category : Physician 

Issue AreaslComments 

Coding- Additional Codes From 
5-Year Review 

Coding-- Additional Codes From 5-Year Review 

Dear Ms. Nowalk: 

I am writing to express my strongest support for thc proposal to incrcase anesthesia payments under the 2008 Physician Fee Schedule. I am grateful that CMS has 
recognized thc gross undervaluation of anesthesia services, and that the Agcncy is taking stcps 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 anesthesia work compared to 
other physician services. Today, more than a decade since the RBRVS took effect, Mcdicare payment for anesthesia services stands at just $16.19 per unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
areas with disproportionately high Medicare populations. 

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 ancsthesia convcrsion factor increase as recommended by the RUC. 

Thank you for your consideration of this serious matter. 

Sincerely yours, 
Elizabeth J. Nicholas, M.D. 
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Submitter : Dr. Elizabeth Nicholas 

Organization : American Society of Anesthesiologists 

Category : Physician 

Issue AreaslComments 

Date: 08/06/2007 

GENERAL 

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

In an cffort to rectify 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 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 thc 
RUC s recommendation. 

To ensure that our patients have access to ex* 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. 

Sincerely yours, 
Elizabeth J. Nicholas, M.D. 
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Submitter : Ms. Alice Huss 

Organization : Partners In Therapy 

Category : Congressional 

Issue AreadComments 

GENERAL 

GENERAL 

See Attachment: Stop proposed 9.9% reduction to 2008 Medicare fee schedule 
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DEPARTMENT OF HEALTH AND HUMAN SERVICES 
CENTERS FOR MEDICARE AND MEDICAID SERIVICES 
OFFICE OF STRATEGIC OPERATIONS & REGULATORY AFFAIRS 

Plea;.;? note: We did riot receive the attachment that was cited in 
this comment. We are not able to receive attachments that have been 
prepared in excel or zip files. Also, the commenter must click the 
yellow "Attach File" button to forward the attachmeit. 

Please direct your que~tions or comments to 1 800 743-3951. 



Submitter : Dr. Lynnus Peng 

Organization : St Jude Medical Center 

Category : Physician 

Issue AreaslComments 

Date: 08/06/2007 

GENERAL 

GENERAL 

Leslie V. Nonvalk, Esq. 
Acting Administrator 
Centers for Medicare and Medicaid Services 
Attention: CMS-I 385-P 
P.O. Box 8018 
Baltimore. MD 2 1244-80 18 

Re: CMS-1385-P 

Anesthesia Coding (Part of 5-Year Review) 

Dear Ms. Nonvalk: 

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

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

In an effort to rectify this untenable situation, the RUC recommended that CMS increase the anesthesia conversion factor to offset a calculated 32 percent work 
undervaluation a move that would result in an increase of nearly $400 per anesthesia unit and serve as a major step forward in correcting the long-standing 
undervaluation of anesthesia services. I am pleased that the Agency accepted this recommendation in its proposed rule, and I support full implementation of the 
RUC s recommendation. 

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

Thank you for your consideration of this serious matter. 

Lynnus Peng.MD 
www.AnesthesiaRisk.net 
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Submitter : Dr. Joseph Thibodeau Date: 08/06/2007 

Organization : Nebraska Heart institute 

Category : Physician 

lssue Areas/Comments 

Coding- Additional Codes From 
5-Year Review 

Coding-- Additional Codes From 5-Year Review 

Dear CMS. 

As a young cardiologist just starting my career, I remain impressed with the amount and quality of information one can obtain through the detailed acquisition and 
analysis of echocardiographic images. Excellence at both steps of this process are essential for the level care we expect to reccivc in this nation. A proposed 
bundling of color flow Doppler into thc standard chirgc for an ccho belittles the cfforts of both the sonographer and the interpreting physician. Obtaining color 
flow imagcs are not ncecssary for an echocardiographic cxam, but when needed and used appropriately they are indispensible. The skill set required to acquire and 
interpret color Doppler imagcs are held dear by all those who spent years mastering their skills through careful private study. Thc goal of such a skill is to make 
the correct diagnosis at thc correct moment. Please recognize thc unique nature of color Doppler, the skill it takes to acquire these images, the knowledge it takes 
to intcrprct these images, and refrain from bundling this code with standard 2D echocardiography. 

Sincerely, 

Joseph B. Thibodeau, MD 
Cardiologist 
Nebraska Heart Institute 
4239 Famam, Suite 100 
Omaha, NE 681 31 
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Submitter : Dr. Angel Gomez Date: 08/06/2007 

Organization : St. Joseph Mercy Livingston Hospital 

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 80 18 
Baltimore, MD 2 1244-80 18 

Re: CMS- 1385-P 
Anesthesia 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 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 scrvices. Today, more than a decade sincc the RBRVS took effect, Mcdicare paymcnt for ancsthesia serviccs stands at just 516.1 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 Mcdicare populations. 

In an cffort to rcctify this untenable situation, thc RUC recommendcd that CMS increase the anesthesia conversion 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 anesthesia services. I am plcased 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 Registcr 
by fully and immediately implementing the anesthesiaconversion factor increase as recommended by the RUC. 

Thank you for your consideration of this serious matter. 
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Submitter : Dr. Arthur Duncan Date: 08/06/2007 

Organization : Southern Indiana Anesthesia Consultants, PLLC 

Category : Physician 

Issue Areas/Comments 

GENERAL 

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

Re: 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 
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 hugc payment disparity for anesthesia care, mostly duc to significant undervaluation of anesthesia work comparcd to 
other physician services. Today, more than a decade since the RBRVS took effcct, 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 unsustainable system in which anesthesiologists are being forced away from 
arcas with disproportionately high Medicare populations. 

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

To ensure that our patients have access to expert anesthesiology medical care, it is impcrative 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. 
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Submitter : Dr. Denise McMillan 

Organization : Dr. Denise McMillan 

Category : Physician 

Issue Areas/Comments 

GENERAL 

GENERAL 
See AttachmentRlserslwademcmillan/Desktop/~0mmentlettertemp1ate~d0~ 

CMS- 1385-P-5072-Attach-1 .PDF 

CMS-1385-P-5072-Attach-2.m 

Date: 08/06/2007 
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Leslie V. Norwalk, Esq. 
Acting Administrator 
Centers for Medicare and Medicaid Services 
Attention: CMS- 13 85-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 $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. Bbarat Patel 

Organization : Dr. Bharat Patel 

Category : Physician 

Date: 08/06/2007 

Issue Areas/Comments 

GENERAL 

GENERAL 

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

Re: CMS- 1385-P 

Ancsthesia Coding (Part of 5-Year Review) 

Dear Ms. Nonvalk: 

I am writing to express my strongest support for thc proposal to incrcasc ancsthesia payments under the 2008 Physician Fec Schcdule. I am grateful that CMS has 
rccognizcd the gross undcrvaluation of ancsthcsia services, and that thc Agcncy is taking stcps 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 ancsthcsia work comparcd to 
other physician services. Today, more than a decade since the RBRVS took effect, Medicare payment for anesthesia services stands at just $16.19 per unit. This 
amount does not cover the cost of caring for our nation s seniors, and is creating an unsustainable system in which anesthesiologists are being forced away from 
arcas with disproportionately high 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 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 mcdical care, it is imperative that CMS follow through with the proposal in the Federal Register 
by fully and immediately implcmcnting the ancsthesia convcrsion factor increasc as recommcndcd by thc RUC. 

Thank you for your considcration of this scrious matter. 

Bharat Patel. MD 
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Submitter : Dr. Brian Gross 

Organization : The Heart Clinic of So. Oregon and No. California 

Category : Physician 

Issue Areas/Comments 

Date: 08/06/2007 

GENERAL 

GENERAL 

CODING ADDITIONAL CODES FROM 5-YEAR REVIEW. The federal register citation is 72 Federal Register 38 122 (July 12,2007). Letter concerning 
Bundling of Color Flow Doppler is attached. 

CMS-I 385-P-5074-Attach-1 .DOC 
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heartclinic 
SOUTHERN OREGON 
NORTHERN CALIFORNIA, P.C. 
520 Medical Center Drive #200, Medford, OR 97504 
541-282-6600 (phone) 877-261-8072 (toll free) 
541-282-6601 (fax) heartathe-heartcIinic.com 

Brian W. Gross, MD. FACC 
Stephen J. Schnugg, MD, FACC 
Mark M. Huth, MD, PhD, FACC 
Bruce L. Patterson, MD, FACC 

Kent W. Dauterman, MD, FACC 
Eric A. Pena, MD, FACC 

Jon R. Brower, MD 
Thomas Norby, MS, FNP 

August 6,2007 

HEADING: Additional Codes from 5-year Review with a Federal Register Citation 72, Federal Register 38122 
(July 12,2007) 

To Whom It May Concern: 

I am a cardiologist who relies heavily on cardiac Doppler and specifically color-flow Doppler in helping me make quality 
decisions regarding choices of therapies and prognosis for my patients. 

The ability to accurately and effectively read echocardiograms requires a strong background in cardiac physiology, 
pathology and disease management. It relies heavily on utilizing the information from color-flow Doppler machines, along 
with the other intrinsic Doppler and 2-dimensional imaging features. This is an expensive technology that requires 
constant updating and a suggestion that it is trivial and could easily be bundled to save money is a shortsighted and not 
terribly respectful view of what we learn from the study and offer to our patients for quality care. 

I respectfully request that Center for Medicare Services not consider bundling color-flow Doppler into other echo-based 
codes. 

Sincerely, 

BRIAN W. GROSS, MD, FACC 
BWGIkmm 



Submitter : Dr. Marc Gianzero 

Organization : Dr. Marc Gianzero 

Category : Physician 

Issue Areas/Comments 

Date: 08/06/2007 

GENERAL 

GENERAL 

Leslie V. Nonvalk, Esq. 
Acting Administrator 
Centers for Medicare and Medicaid Serviccs 
Attcntion: CMS- 1385-P 
P.O. Box 801 8 
Baltimorc, MD 21 244-801 8 

Anesthesia Coding (Part of 5-Year Review) 

Dear Ms. Nonvalk: 

I am writing to exprcss my strongest support for the proposal to increasc ancsthesia payments under the 2008 Physician Fee Schedule. 1 am gratcful that CMS has 
rceognized thc gross undervaluation of anesthesia services, and that thc Ageney is taking steps to address this complicated issue. 

When the RBRVS was instituted, it created a huge payment disparity for anesthesia eare, mostly due to significant undervaluation of ancsthesia 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 sihmtion, 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 thc proposal in thc Fcderal 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. 
Man: Gianzero, M.D. 
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Physician Self-Referral Provisions 

Physician Self-Referral Provisions 

August 6,2007 

Thank you for the opportunity to submit comments on the Physician Self-Referral Provisions of CMS-1385-P entitled Medicare Program; Proposed Revisions 
to Payment Policies Under the Physician Fee Schedule for Calendar Year 2008. I am a board-certified pathologist and a member of the College of American 
Pathologists. I practice in Jacksonville, Florida as part of an independent laboratory. 

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

Specifically 1 support thc expansion of the anti-markup rule to purchased pathology interpretations and the exclusion of anatomic pathology from the in-officc 
ancillary services exception to thc Stark law. Thesc revisions to the Medicare reassignment rule and physician sclf-rcfcml provisions are necessary to climinatc 
financial self-interest in clinical decision-making. I believe that physicians should not be able to profit from thc provision of pathology services unless the 
physician is capable of personally performing or supervising the service. 

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

Sincerely, 

Sarah Barksdale, MD 

Page 82 of 547 August 13 2007 09:09 AM 



Submitter : Dr. Bbarat Patel 

Organization : Healthcare Partners 

Category : Physician 

Issue AreasIComments 

Date: 08/06/2007 

GENERAL 

GENERAL 

1 am cxtrcmcly plcascd that CMS is considcring an incrcasc in thc ancsthcsia convcrsion factor for 2008 by 53.30 pcr unit. 

Repeated yearly reductions in reimbursement have now reachcd a Icvel, which in many cases, is below that of Medicaid. Coupled with an evcr increasing Mcdicare 
population, a situation has been created that makes it more and more difficult to retain and recruit anesthesiologist. The enactment of CMS-1385-P would do a 
great deal in alleviating the situation. 

Please consider this message an indication of my wholehearted support for your consideration of CMS-1385-P. 

Bharat Patel, MD 
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Coding-- Additional Codes From 5-Year Review 

Sce attached letter with three attachments. Entire package also sent via Federal Exprcss. 
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American 
Society of 

Echocardiography 

August 6,2007 

Herb Kuhn, Acting Administrator 
Centers for Medicare and Medicaid Administration 
Department of Health and Human Services 
CMS 1385-P 
Mail Stop C4-26-05 
7500 Security Boulevard 
Baltimore, MD. 2 1244- 1850 

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: 

On behalf of the American Society of Echocardiography (ASE), I am writing to comment on the 
proposed changes in the Physician Fee Schedule (PFS) for CY 2008, published in the July 12, 
2007 Federal Register (the "CY 2008 PFS Proposed Rule"). 

The ASE strenuously objects to CMS's proposal to "bundle" Medicare payment for color 
Doppler (CPT Code 93325) into all echocardiography ("echo") "base" services, effective 
January 1,2008. This proposal: 

Is inconsistent with the approach to the "bundling" of color Doppler taken by the 
Relative Value Update Committee (RUC) - an approach that was taken at the urging of 
CMS; 

Is based on the faulty assumption that color Doppler is "intrinsic" to the performance of 
all echo services - an assumption that CMS has made despite ASE's prior transmittal of - 
an analysis of Medicare claims that demonstrates that this assertion is incorrect; and 

Ignores the very real physician work and intra-service practice expenses associated with 
color Doppler - neither of which are reflected in any echo "base" services. 
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A. Background: The Clinical Utility of Color Doppler 

Color Doppler is performed in conjunction with one of the echo "base" imaging codes 
(transthoracic (TTE), transesophageal, congenital, fetal, or stress) to identify and quantify the 
severity of valvular malfunction, congenital lesions, myocardial dysfunction and other structural 
abnormalities. It is used to evaluate hemodynamic status, to select therapy, and to follow the 
results of treatment. Interpretation of the findings requires a systematic analysis of the color 
Doppler images, quantitation and integration of the data, and incorporation of this information 
into the echocardiographic report. 

Careful review of color Doppler information is essential for decision making and patient 
management in a variety of clinical situations. This modality is typically the primary diagnostic 
technique used in determining optimum therapy for many conditions. For example, color 
Doppler provides quantitative diagnostic information on the severity of valve regurgitation and, 
therefore, is essential to identify patients with mitral or aortic regurgitation (in whom murmurs 
are not always audible and may be unimpressive) to optimize their treatment, and especially to 
identify those who are candidates for surgical repair. 

In similar fashion, color Doppler is necessary for evaluating patients with more common clinical 
conditions, such as heart failure and acute myocardial infarction, to assess valvular, myocardial 
and hemodynamic status quantitatively. Color Doppler information is critical to the decision- 
making process in determining appropriate treatment and following up on the results of 
treatment. For example in these patients it is used to select patients for medical management 
versus surgical repairlreplacement of valves and is used to assess myocardial synchrony to 
determine who does and does not need cardiac resynchronization therapy for heart failure. 

B. Background: Valuation and "Bundling" of Color Doppler 

CMS initially requested inclusion of CPT code 93325 in the five-year review because this 
service had not been subject to RUC review previously. Accordingly, in 2005 the ACC 
conducted a survey of the physician work associated with this code in accordance with 
established RUC survey procedures. Instead of considering the survey results, and based 
primarily on the fact that the number of claims for color Doppler approximated the number of 
claims for TTE, the RUC requested ACC to consider submitting a CPT code request that 
"bundled" color Doppler (but not spectral Doppler) into CPT code 93307. 

Shortly thereafter, the ACC and ASE attempted to engage CMS in a dialogue on the issue, and 
sent an in-depth analysis to CMS setting forth numerous reasons to maintain current coding for 
color Doppler (the "2005 Position Paper") (Attachment A), including an independent 
consultant's study detailing the distribution of color Doppler services across echo base codes (the 
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"2005 Direct Research Analysis) ' CMS did not respond until March 2,2006, shortly before the 
Editorial Panel meeting.. At that time, CMS indicated in e-mail correspondence that: "Ifwe 
decide to review this code J933251, it will be as part of our usual rule-making process." 
(Emphasis added.) However, CMS did not convey to the CPT Editorial Panel any plan to handle 
the color Doppler issue in the context of the 2007 PFS, and the Editorial Panel referred the color 
Doppler back to the RUC "for valuation." 

Prior to the next RUC meeting, attempts were made to confirm with the RUC and with CMS that 
the meeting would address color Doppler valuation - not bundling - and oral assurances were 
received from RUC sources. Despite these assurances, the RUC meeting once again focused on 
"bundling" of color Doppler. Subsequently, at the urging of the RUC and CMS, ACC submitted 
a request for a NEW CPT code for TTEs performed with both color and spectral Doppler (i.e., 
the combination of CPT codes 93307,93325, and 93320). RUC staff confirmed in writing that 
this approach was consistent with the RUC's directive. The code request was approved by the 
Editorial Panel on June 7-10,2007 and is scheduled for valuation by the RUC at its upcoming 
September meeting. 

11. Comments 

A. CMS's Color Doppler Proposal Is Inconsistent with the RUC Process 

As discussed above, the RUC, with the full participation of CMS and based in part on what was 
understood as CMS's position, has already approved a new comprehensive transthoracic CPT 
code that bundles color Doppler (along with spectral Doppler) into a new CPT code for TTE 
(933xx). The new CPT code, which is slated for valuation by the RUC in September, 2007 and 
for implementation in 2009, addresses both spectral and color Doppler, and bundles Doppler 
services only with TTEs currently reported using CPT code 93307 - since 93% of color Doppler 
and 94% of spectral Doppler services are performed in conjunction with this base code. An 
estimated 400,000 Medicare claims (based on the 2005 Direct Research Report) and a substantial 
number of spectral Doppler services performed in conjunction with other echo "base" procedures 
remain separately reportable and separately payable. By contrast, CMS's proposal (a) bundles 
color Doppler with all echo base codes; and (b) does not address spectral Doppler. 

It is unclear to us why CMS modified its view on this issue at this late date. However, we 
respectfully urge CMS to refrain from pre-empting all of the time and effort put into this matter 
by affected professional groups, the RUC, and the Editorial Panel by now adopting a completely 
different bundling policy which (as discussed below) does not reflect clinical practice insofar as 
it "bundles" color Doppler into "base" echo services with which color Doppler is not routinely 
performed. 

I As discussed below, the 2005 Direct Research is analysis, which was also provided to the CPT Editorial Panel and 
the RUC (both of which include CMS representation), demonstrates that color Doppler is not an "intrinsic part" of 
all echo base codes. 
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B. Color Doppler Is Not "Intrinsic" to the Performance of all Echo "Base" Codes 

Contrary to CMS's assumption (and as supported by the 2005 Direct Research Analysis), color 
Doppler is not "intrinsic" to the performance of all echo base services. In fact, the 2005 Direct 
Research Analysis that accompanied the 2005 Position Statement - which was provided 
previously to the RUC and Editorial Panel (including CMS) - demonstrates that the only echo 
"base" code with which color Doppler is billed more than 57% of the time (other than CPT code 
93307) is the code for congenital echo (CPT 93303), which generally is not performed for 
Medicare beneficiaries. More recent data (Attachment C) drawn from the 5% Physician/Supplier 
Standard Analytic File for 2005 and analyzed by Direct Research (the 2007 Direct Research 
Report) confirms that this pattern has remained essentially unchanged: Of the 13 echo "base" 
codes, seven include color Doppler less than 50% of the time. Thus, CMS's own data 
demonstrate that the performance of color Doppler is not, in fact, "intrinsic" to all 
echocardiography services. 

C. CMS's Color Doppler Proposal Ignores the Physician Work and Practice 
Expenses Involved in Color Dovvler 

CMS's proposal to "bundle" (and thereby eliminate payment for) color Doppler completely 
ignores the practice expenses and physician work involved in performance and interpretation of 
color Doppler studies. Thus the proposal ignores RUC valuations that were previously accepted, 
without providing any explanation. 

Preliminarily, please note that, as the result of CMS's recent modifications of its Practice 
Expense Relative Value Unit (PE-RVU) methodology, Medicare payment for color Doppler is 
already slated to decline by over 60%. Therefore, if CMS's interest in bundling color Doppler 
arises from the unstated assumption that this service is overpriced, significant reductions are 
already scheduled to occur. 

Regardless of the value assigned to color Doppler, providing this service unquestionably does 
involve real work. While the current work-RVUs associated with color Doppler are minimal, the 
physician work is real - and growing. (Currently, .07 work RVUs are assigned to this service, 
which equates to approximately $2.66, assuming the current conversion factor.) The ASE's 
Guideline entitled, "Recommendations for Evaluation of the Severity of Native Valvular 
Regurgitation with Two-dimensional and Doppler echocardiography," 
(www.asecho.org/freepdf/vavularreaura.~df) details the physician work involved in color 
Doppler for the assessment of valvular disease: 

This technique [color Doppler] provides visualization of the origin of the 
regurgitation jet and its width (vena contracta), the spatial orientation of the 
regurgitant jet area in the receiving chamber and, in cases of significant 
regurgitation, flow convergence into the regurgitant orifice. The size of the 
regurgitation jet by color Doppler and its temporal resolution however, are 
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significantly affected by transducer frequency and instrument settings such as 
gain, output power, Nyquist limit, size and depth of the image sector. Thus, full 
knowledge by the sonographer and interpreting echocardiographer of these issues 
is necessary for optimal image acquisition and accuracy of interpretation. 

This document requires the interpreting physician to perform a number of measurements. Yet, 
CMS's proposal ignores the physician work involved, assuming (without basis or explanation) 
that the additional value of this work is 0. 

Likewise, CMS's proposal utterly ignores the practice expenses involved in performing color 
Doppler studies. It appears that CMS believes that because echo equipment now universally 
incorporates color Doppler capability, and because color Doppler is often performed 
concurrently with the imaging and spectral Doppler components of echo studies, there are no 
practice expenses involved. In fact, however, the provision of color Doppler adds sonographer 
and equipment time to the study, both of which are recognized under CMS's PE methodology. 

More specifically, the practice expenses recognized by the PEAC when this code was valued set 
forth in detail the resources required, and establish quite clearly that there was no "double 
counting" of the color Doppler and the base code practice expenses. Attachment E. To the 
contrary, the total practice expenses involved in color Doppler (CPT code 93325), spectral 
Doppler (CPT 93320) and transthoracic echo (CPT 93307) were valued together, in reference to 
two other ultrasound codes - Duplex scan of extracranial arteries; complete bilateral study (CPT 
93880) and Duplex scan of arterial inflow and venous outflow of abdominal, pelvic, scrota1 
contents andlor retroperitoneal organs; complete study (CPT 93975). The presenter argued, and 
the PEAC agreed, that the total clinical labor time involved in the provision of 93307,93325, 
and 93320 (93 minutes), considered together, was greater than the clinical labor time for a 
duplex scan (82 minutes) and less than the clinical labor time for an abdominal arterial and 
venous study (108 minutes). Of the total combined 93 minutes of clinical labor time, 13 minutes 
was accorded to color Doppler (1 1 minutes of intraservice time was approved for data 
acquisition, and two minutes for processing, analyzing, and recording the results). Because color 
Doppler is always performed in the same session as an echo "base" code, no pre- or post service 
time was requested by the presenter or approved by the PEAC: To avoid double counting, all pre 
and post-service time -which should be allowed only once for the entire session - was associated 
with the "base" code. 

The direct practice expense data published on the CMS website appears to reflect only 11 (rather 
than 13) minutes of staff time, and presumably direct expenses for the necessary echo equipment 
were estimated on the basis of staff time. There are no supply costs associated with color 
Doppler. 

The sonographer time and skill involved in providing color Doppler is not insubstantial. The 
protocol for data acquisition for color Doppler requires the cardiac sonographer to perform 
numerous tasks and obtain a number of measurements, as reflected in the ASE standard entitled, 
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"Recommendations for Quantification of Doppler Echocardiography" at 
www.asecho.or~freepdf/RecommendationsforQuantificationoopplerEcho.pdf , as well as in 
the vavular regurgitation standard at www.asecho.orglfreepdf/vavularre~;urmdf). Thus, 
allocating 1 1 minutes of time for the cardiac sonographer to acquire, process, and record the 
preliminary results of a color Doppler study is, if anything, conservative. CMS's proposal to pay 
nothing for the cardiac sonographer's time, the equipment time, and associated overhead is 
entirely unsupportable. In fact, if CMS's proposal were adopted, the practice expenses involved 
in the performance of a complete TTE examination, including spectral and color Doppler 
services, would be less than the practice expenses involved in performing a duplex study, which 
clearly was not the intent of the PEAC.~ 

Moreover, the Hospital Outpatient Prospective Payment System (HOPPS) Proposed Rule for CY 
2008 includes an entirely different proposal for "bundling" color Doppler into echo base codes. 
Under this proposal, the practice expenses associated with both color and spectral Doppler are 
bundled: However, the Ambulatory Payment Classification (APC) rates of the associated "base" 
echo services are increased to account for the additional costs. While we have not yet fully 
analyzed the HOPPS color Doppler "bundling" proposal and we clearly disagree with the 
"bundling" rationale used in the HOPPS Proposed Rule for both spectral and color Doppler, the 
HOPPS "bundling" proposal at least does recognize the very real resources involved in the 
provision of color Doppler. 

111. Our Request. 

At this stage, the cardiology community is faced with no fewer than three proposals for 
"bundling" color Doppler into base echo codes: 

Proposed PFS Approach. This approach singles out color Doppler and "bundles" it 
into all echo codes, without providing additionalpayment on the grounds that color 
Doppler is an "inherent" part of echo. We disagree strongly with this approach and the 
underlying rationale. 

Proposed HOPPS Approach. This approach bundles Medicare payment for numerous 
add-on codes and other "ancillary support" services into the APC payment amounts for 
the associated principal procedures, and increases APC rates applicable to principal 
procedures proportionately. Under this proposal, both spectral and Doppler are bundled 
into all echo base codes, the former on the grounds that it is an "intra-operative 
procedure" and the latter on the grounds that it is an "image processing" service. In point 
of fact, neither of these rationales reflects an accurate understanding of cardiac Doppler 
services 

2 In fact, if this proposal is adopted, we believe that it would be appropriate to re-value the practice 
expenses accorded to both the carotid duplex and the AAA reference codes. 
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RUC Approach. The RUC approach (taken with the apparent concurrence of CMS) 
would create a new code for the commonly performed combination of (resting) TTE 
(93307) with color Doppler and spectral Doppler, without bundling either spectral or 
color Doppler into any other echo base code. Recommended valuation under the PFS 
would be provided by the RUC, and payment under HOPPS for the new code would be 
determined in the interim final HOPPS rule for CY 2009. 

Under these circumstances, we cannot help but conclude that CMS's approach to "bundling" of 
echo and other services is in need of additional study and coordination. For this reason, we 
request a meeting that includes not only CMS personnel with authority over the CY 2008 
PFS Proposed Rule but also those with authority over the CY 2008 HOPPS Proposed Rule, 
as soon as practicable. 

We appreciate the opportunity to comment on this proposal, and look forward to meeting with 
you to discuss the possibility of a more unified and well-reasoned approach to this issue. 

Sincerely yours, 

IS/ Thomas Ryan, MD/by DSM 

Thomas Ryan, MD 
President 
ASE 

Summary of Accreditation Provisions in Section 309 of H.R. 



September 2 1,2005 

Via E-mail and U.S. Mail 

Kenneth Simon, MD 
Mail Stop 04-0 1-26 
Centers for Medicare and Medicaid Services 
7500 Security Boulevard 
Baltimore, Maryland 2 1244- 1850 

Dear Dr. Simon: 

As Presidents of the American College of Cardiology (ACC) and the American Society of 
Echocardiography (ASE), we are writing to you to follow up on recent discussions regarding the 
potential modification of the CPT codes for echocardiography services, which were discussed during the 
August 251h Five Year Review meeting of RUC Workgroup 4. As you will recall, some Workgroup 
members suggested bundling the CPT code for color flow Doppler (CPT code 93325) into the CPT code 
for transthoracic echocardiography (CPT code 93307). 

We understand that this suggestion was based on the observation that the RUC data base for 2003 
reflected nearly equal numbers of CPT 93307 and CPT 93325 services and the subsequent conclusion that 
color Doppler was "always used with transthoracic echocardiographic imaging (CPT code 93307)." It 
was also observed that the echocardiography family of codes includes separate codes for color Doppler 
and spectral Doppler, while these services are bundled with the imaging component of extracranial 
vascular ultrasound services. 

Both ACC and ASE strongly believe that the current CPT code for color flow Doppler services should not 
be bundled into CPT code 93307. Moreover, we do not believe that any other CPT changes are needed 
for the echocardiography code "family." The current echocardiography procedure nomenclature and 
codes are longstanding and have attained widespread acceptance among both payers and the physician 
community. This "building block nomenclature enables physicians to describe precisely what services 
have been performed and enables payers to provide payment only for those services that actually were 
provided-no more, no less. The history and use of these codes are different from that of vascular 
ultrasound and general ultrasound services, and each set of codes serves the unique needs of those 
physicians who use them for accurate and consistent reporting. 

I. The "Building Block" Approach to Flexible and Accurate Reporting 

Echocardiography codes, like the codes for many other kinds of physicians' services, are characterized by 
a "building block" approach that enables the physician to bill for precisely those services that are 
provided. In the case of the echocardiography code "family," there are a number of "base" codes and 
three primary "add-on" codes-two for spectral Doppler (CPT Code 93320 (complete) and 93321 
(limited)) and one for color flow Doppler (CPT Code 93325). 



The descriptor for CPT code 93325 explicitly recognizes that this service is performed in conjunction 
with many different echocardiography imaging procedures. Specifically, the CPT description explicitly 
indicates that CPT code 93325 may be used in conjunction with any of the following "base" codes: 

CPT code 76825-fetal echocardiographic imaging, complete study 
CPT code 76826-fetal echocardiographic imaging, followup study 
CPT code 93303-transthoracic echo imaging, complete, congenital heart disease 
CPT code 93304-transthoracic echo imaging, limited, congenital heart disease 
CPT code 93307-transthoracic echo imaging, complete, adult (aquired heart disease) 
CPT code 93308---transthoracic echo imaging, limited, adult (acquired heart disease) 
CPT code 933 12-transesophageal echo imaging, (complete) 
CPT code 933 14-transesophageal echo imaging, image acquisition and reporting only 
CPT code 933 15-transesophageal echo imaging for congenital abnormalities,(complete) 
CPT code 933 17-transesophageal echo image acquisition and reporting, congenital 
CPT code 9335Cstress echo imaging 

In addition, color flow Doppler CPT 93325) may be billed either with or without spectral Doppler for 
both fetal (CPT codes 76827 and 76828) and adult applications (CPT codes 93320 and 93321). Either 
complete or limited spectral Doppler applications may be appropriate depending on the clinical issues 
being addressed. 

This building block approach enables physicians to bill accurately for all the services-and only those 
services-that are actually provided. Using the buiIding block approach, physicians are able to bill for 
nearly 70 different combinations and permutations of various echocardiography services, as necessary to 
accurately describe their services. 

Not surprisingly, the "building block" approach to ultrasound coding appears to be the rule, rather than 
the exception. The CPT section relating to Diagnostic Ultrasound indicates that Doppler evaluation of 
vascular structures is separately reportable and directs users to report using CPT codes 93875-93990.' In 
addition, the codes available to report obstetrical ultrasound parallel those available to report cardiac 
ultrasound: CPT code 768 15 is used to report general fetal ultrasound imaging, while CPT codes 76820 
and 76821 can be used in addition (when appropriate clinically) to report Doppler velocimetry of the 
umbilical and middle cerebral arteries, respectively. While these services are not generally provided to 
Medicare patients, the "building block" approach to coding is identical. 

11. The Current "Building Block" Approach to Billing for Echocardiography and Other 
Ultrasound Services Should Be Retained. 

We strongly believe that the current "building block" approach to echocardiography and other ultrasound 
service billing should be retained for a number of reasons: 

1. We note that the CPT Editorial Panel considered and rejected the idea of "bundling" the 
echocardiography "add-on" codes into the echocardiography "base imaging" codes at least twice over the 

I While color flow "used only for anatomic structure identification" does not appear to be separately reportable, we 
note that color flow Doppler used in conjunction with echocardiography is typically used not for "structure 
identification", but rather for identification of pathologic cardiac function (such as intracardiac shunting and valvular 
regurgitation), and for auantitation of the severity of these lesions. 



past ten years--once in 1994 and once in 1996.~ On both occasions, CMS decided not to "bundle" the 
echocardiography add-on codes into the base codes. Since practice patterns with respect to the use of the 
add-on codes do not appear to have changed substantially since the mid-1990's, it would be inappropriate 
for the RUC to recommend now that the CPT Editorial Panel again revisit the issue. 

2. There are sound reasons why the vascular ultrasound codes include color and spectral Doppler 
while the echocardiography "base" codes do not. Historically, each set of codes was developed in a 
different manner to meet different clinical needs. Although the first clinical applications of color Doppler 
were described in congenital heart disease in 1978, soon thereafter the first commercial color Doppler 
instrument was produced for use with carotid ultrasound. This technology complemented early work by 
Strandness and colleagues using alterations of spectral Doppler waveforms as a marker of arterial stenosis 
severity. Rapidly, two dimensional imaging of the carotid arteries was combined with color Doppler 
imaging to localize regions of turbulence, and spectral Doppler to quantitate changes in flow velocity and 
turbulence in order to determine lesion severity. Hence, all three modalities (structure imaging, color 
Doppler flow localization, and spectral Doppler velocimetry) were "married" early on in what became 
termed "duplex" technology, with each modality serving a distinct clinical role in the diagnostic regimen. 
It was sensible to construct codes that bundled all three of these modalities since that is how they were 
used. 

By contrast, cardiac ultrasound evolved in a different manner. Two-dimensional imaging became rapidly 
used for demonstrating cardiac structure and dynamics in the mid-1970's. Spectral Doppler was initially 
used for evaluating stenotic valve lesions in the late 1970's and early 1980's; additional uses of spectral 
Doppler for determining volume flow rate, for evaluating valvular regurgitation, and for assessing 
diastolic function were developed later on and incorporated gradually into clinical practice. Color 
Doppler flow imaging became commercially available in the mid-1980's, and new applications have 
continued to evolve over the last 20 years. Construction of a "building - block" coding system was logical 
and practical since it allowed the clinician to describe accurately and precisely those services that helshe 
needed to use to answer the clinical question(s). 

3. In fact, the coding nomenclature differs for vascular, cardiac, ophthalmic, gynecological and 
other ultrasound applications, and the codes for each have been developed based on the clinical needs of 
the various specialties involved. In the case of general ultrasound, there are separate codes based 
primarily on the anatomical site that is examined (e.g. separate codes for abdominal ultrasound (CPT 
codes 76700-76705), ultrasound of the bladder (CPT codes 5 1798), ultrasound of the colon (CPT codes 
45391-45392 and 45341-45342), etc.) In the case of vascular ultrasound, separate codes have been 
developed based on whether the study is extracranial (CPT codes 93880-93882) or intracranial (CPT code 
93886-93893); bilateral or unilateral (CPT code 93880 vs. 93882), and contrast- enhanced or unenhanced 
(CPT codes 93892-93893). Ophthalmic ultrasound (CPT codes 76506-76536) is based on whether an A- 
scan or B-scan is provided; whether the scan is performed to localize a foreign body or to determine 
intraocular lens power, whether the corneal or anterior segment is examined, and other factors. Cardiac 
ultrasound coding is similarly tailored to cIinical needs. In view of the robust nature of cardiac 

2 On April 19, 1996, the then-President of the ASE, Dr. Alan Pearlman, wrote to Drs. Grant V. Rodkey (Chair, 
RUC) and T. Reginald Harris (Chair, CPT Editorial Panel) arguing against a proposal to bundle the 
echocardiography add-on codes into the base codes. An April 17, 1996 letter from Dr. James Blankenship (Chair, 
ACC Coding and Nomenclature Committee) to Dr. Harris also offers ACC's recommendation against bundling, as 
does another letter of the same date from Dr. Anthony DeMaria writing as chair of the ACC's Economics of Health 
Care Delivery Committee. 



ultrasound, with evidence-based utility in virtually every different form of heart disease3. An 
echocardiography coding system that included a separate code for each structure examined or for each 
clinical entity of concern would be highly unwieldy at best. Thus, echocardiography coding is based 
primarily on which techniques are needed to address the clinical concerns. 

4. The "building block" approach remains extremely useful in light of the breadth of 
echocardiography applications. For example, consider the use of add-on codes in conjunction with stress 
echocardiography (CPT 93350). This service would be provided alone to assess a patient with symptoms 
of exertional chest pain if coronary artery disease were suspected. However if the patient also had a 
systolic murmur or if a thickened and immobile aortic valve were noted on echocardiographic imaging 
prior to the stress test, then spectral Doppler (93320) would be mandatory to evaluate the severity of 
aortic stenosis, and color Doppler flow imaging (93325) would be necessary to help assess for and 
determine the severity of associated aortic and mitral regurgitation. As another example, consider a 
patient with shortness of breath and a systolic heart murmur sent by his primary care provider to 
determine the cause and significance of the murmur and the cause of dyspnea. If mitral valve redundancy 
and obvious prolapse were evident on 2-dimensional echo imaging (CPT 93307), then the use of spectral 
Doppler (CPT 93320) and color Doppler flow imaging (CPT 93325) would be mandatory in order to 
determine the severity of mitral regurgitation and to document the presence and degree of pulmonary 
hypertension. On the other hand, if the echocardiographic imaging study demonstrated a large pericardial 
effusion with right heart chamber compression (as a cause for the patient's symptoms) with normal valve 
morphology and mobility, it might be more appropriate to do a limited spectral Doppler (9332 1) 
evaluation to help document the presence of tamponade and the need for pericardiocentesis; a complete 
spectral Doppler or a color Doppler flow imaging evaluation might not be necessary. We would be 
delighted to provide additional examples for other echocardiography "base" codes. 

5. As a practical matter, CPT 93325 is often (although clearly not always) done with virtually every 
4 base imaging code in the echocardiography family. Attachment A sets forth an analysis of data from the 

CY 2003 Medicare 5% PhysicianISupplier Standard Analytic File, prepared by Chris Hogan of Direct 
Research (the "Hogan Analysis"). While most color flow Doppler services are provided in conjunction 
with two dimensional transthoracic echo (CPT code 93307), an estimated 388,230 color flow Doppler 
claims each year are provided in conjunction with other echocardiography  service^,^ including fetal echo, 
transesophageal echo, congenital echo and stress echo. The proportion of claims for each of these types 
of echocardiography services that include color flow Doppler varies substantially. For example, the 
Hogan Analysis indicates that approximately 36% of stress echo claims include color flow Doppler, while 
approximately 80% of congenital echo (complete) claims include the color flow Doppler code. For many 
of the echocardiography imaging codes, the proportion of claims that include color flow Doppler hovers 
in the 50% range. Therefore, any effort to "bundle" color flow Doppler into the base codes and to 
provide payment on the basis of services provided to the "typical" patient would be extremely difficult 
and would necessarily result in less accurate payment for a substantial number of claims. 

3 See Cheitlin MD, Armstrong WF, Aurigemma, GP, Beller GA, Bierman FZ, Davis JL, Douglas PS, Faxon DP, 
Gillam LD, Kimball TR, Kussmaul WG, Pearlman AS, Philbrick JT, Rakowski H, Thys,DM. ACCIAHAIASE 2003 
guideline update for the clinical application of echocardiography: a report of the American College of 
CardiologyIAmerican Heart Association Task Force on Practice Guidelines (ACCIAHAIASE Committee to Update 
the 1997 Guidelines for the Clinical Application of Echocardiography). 2003. American College of Cardiology Web 
Site. Available at: www.acc.org/clinical/guidelines/echo/index.pdf. 

4 As the number of CPT 93307 services is quite large, it is not surprising that the majority of CPT 93325 services are 
performed in conjunction with CPT 93307 as the base imaging code 

5 The Hogan Analysis indicates that approximately 5.3% of the 336,255 color flow Doppler claims in the 5% file are 
provided in conjunction with CPT base codes other than CPT code 93307. 



6. The Hogan Analysis makes it clear that bundling the color flow or spectral Doppler codes into the 
echocardiography base codes would not simplify billing. On the contrary, bundling would necessarily 
result in either (a) less accurate coding and billing, or (b) a considerably more complex coding and billing 
structure for echocardiography services. Color flow Doppler services not only are commonly billed with 
a wide range of echocardiography "base" codes, but also may be billed either with or without spectral 
Doppler. And, as illustrated above, either complete or limited spectral Doppler may be appropriate in 
different clinical circumstances. Therefore, if bundling were mandated, a series of "permutations" would 
be necessary to describe the range of clinical scenarios accurately. For example, to preserve accuracy in 
the face of "bundling", CPT code 93307, which is currently used to report the most common 
echocardiographic imaging procedure, would explode to include separate codes for: 

*Transthoracic echo alone-CPT 93307. 
*Transthoracic echo with spectral Doppler (complete)-CPT 93307 and CPT 93320. 
*Transthoracic echo (complete) with spectral Doppler (IimitedbCPT 93307 and CPT 93321 
*Transthoracic echo with color flow DopplerXPT code 93307 and 93325. 
*Transthoracic echo with spectral Doppler (complete) and color flow - C P T  93307,93320 and 
93325 
*Transthoracic echo (complete) with spectral Doppler (limited) and color flow -- CPT 93307, 
93321 and 93325. 

Similar multiple permutations also would be required for all of the other echocardiography imaging 
services-limited transthoracic, fetal, congenital transthoracic echo, transesophageal echo, congenital 
transesophageal echo, and stress echo. In order to bill with accuracy equivalent to what is now possible 
using the "building block" approach, the physician community would need nearly 70 different codes, 
rather than the 1 1 imaging and 5 "add on" codes that currently comprise the echocardiography code 
"family." This is certainly not a "coding simplification". Moreover, we note that changes to the CPT 
codes used to describe echocardiography services would also necessitate changes in the APC categories 
used to code and bill for these services in the Hospital Outpatient setting. Since for many base imaging 
codes, the use of spectral and color Doppler "add on" codes hovers around 50%, determining appropriate 
hospital charge data for new APC's would be extremely challenging. 

7. The "building block" approach to ultrasound codes also facilitates efficient addition of new codes 
without requiring the revaluation of existing codes. For example, if and when new codes are developed 
for three dimensional echocardiography, these can be added to the echocardiography code "family" 
without requiring revaluation of any existing code. The same is true for other new technologies, such as 
tissue Doppler and Left Ventricular Synchrony. If the building block approach is abandoned and the 
codes combined, the addition of new codes to reflect advances in echocardiography will further 
complicate the echocardiography coding scheme and require frequent revaluation of existing codes. We 
note as well that a "building block" approach also has been used in many other sections of CPT precisely 
because it preserves flexibility and accuracy in describing combinations of specific services, without 
requiring users to employ "modifiers" for "reduced" or "prolonged" services, and because it reduces the 
need for manual review of claims. 

Summarizing, then, in light of ultrasound's broad utility in the diagnosis of various illnesses, it is neither 
surprising that there is considerable variation in the applicable coding conventions--nor is it clear that 
consistency in coding format ought to prevail over descriptive accuracy. Making all ultrasound CPT 
codes consistent would require a major undertaking involving a broad array of specialties and a 
substantial commitment of time and resources by both the CPT Editorial Panel and the RUC. This is 
especially true insofar as the use of building block codes for services such as Doppler appears to be the 
rule, rather than the exception in the CPT. 



The physician work involved in all of the major echocardiography "base" codes have been valued by 
RUC, and almost all of the "high volume" echocardiography services have undergone review through the 
Five Year Review process. The practice expense inputs of all of the current echo codes have been 
reviewed by the PEAC. The various echocardiographic imaging, spectral Doppler, and color Doppler 
codes have been written and valued in a manner that avoids duplication of work andlor time, and so 
represent "independent" services the combination of which accurately reflects both physician work and 
practice expense. Both the Editorial Panel and the RUC already have expended considerable energy and 
resources in developing and valuing the current echocardiography and other ultrasound codes, and we do 
not think it makes sense to overhaul the current system (which is well understood, flexible enough to 
meet clinical needs, and allows users to describe exactly those services they have provided) in order to 
develop a new CPT coding system for cardiac ultrasound that likely would be either less accurate or 
substantially more complex than the current "building block" approach. 

We appreciate your consideration of this issue, and urge you to contact Rebecca Kelly, Director of 
Regulatory Affairs for the American College of Cardiology (RKelly@acc.org) or Diane Millman, 
Washington Counsel for the American Society of Echocardiography (DMillman@ppsv.com) if you have 
any questions or concerns. 

Sincerely yours, 

Pamela S. Douglas, MD, FACC, President 
American College of Cardiology 

Bijoy Khandheria, MD, FASE, President 
American Society of Echocardiography 

Cc. Edith Hambrick, MD 
Robert Zwolak, MD 
James Blankenship, MD 
Alan Pearlman, MD 
Michael Picard, MD 
Rebecca Kelly 
Denise Garris 
Diane Millman 
Janice Brannon 
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Physician Self-Referral Provisions 

August 6,2007 . 

Thank you for the opportunity to submit comments on the Physician Self-Referral Provisions of CMS- 1385-P entitled Medicare Program; Proposed Revisions 
to Payment Policies Under the Physician Fee Schedule for Calendar Year 2008. 1 am a board-certified pathologist and a member of the College of American 
Pathologists. 1 practice in Baltimore, Maryland as part of a three member group serving both a hospital laboratory, free-standing surgery center and private 
physicians. 

I applaud CMS for undertaking this important initiativc to cnd sclf-rcfcrral abuscs in the billing and payrncnt for pathology scrviccs. 1 am aware of arrangements 
in my practice area that give physician groups a share of the revenues from the pathology services ordered and performed for the group s patients. I believe these 
arrangcmcnts arc an abusc of the Stark law prohibition against physician sclf-rcfcrrals and 1 support rcvisions to closc the loopholes that allow physicians to profit 
from pathology scrviccs. 

Specifically 1 suppon thc cxpansion of the anti-markup mlc to purchased pathology interpretations and the exclusion of anatomic pathology from the in-office 
ancillary scrviccs exception to thc Stark law. Thesc rcvisions to thc Medicare reassignment rule and physician self-referral provisions arc necessary to climinate 
financial self-interest in clinical decision-making. 1 bclieve that physicians should not be able to profit from the provision of pathology serviccs unless the 
physician is capable of personally performing or supervising thc servicc. 

Opponents to these proposed changes assert that their captive pathology anangemcnts enhance patient care. 1 agree that the Medicare program should ensurc that 
providers furnish care in the best interests of their patients, and, restrictions on physician self-referrals are an imperative program safeguard to ensurc that clinical 
decisions are determincd solcly on the basis of quality. The proposed changes do not impact the availability or delivety of pathology services and arc designed 
only to remove the tinancial conflict of intercst that compromiscs the integrity of thc Mcdicare program. 

Sinccrcly. 
Moira P. Larscn, MD, MBA, FCAP 
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1500 Sunday Drive, Suite 102 Raleigh, North Carolina 27607 (91 9) 861 -5574 . Fax: (91 9) 787-491 6 
E-mail: ase@asecho.org Web site: www.asecho.org 

August 6,2007 

Herb Kuhn, Acting Administrator 
Centers for Medicare and Medicaid Administration 
Department of Health and Human Services 
CMS 1385-P 
Mail Stop C4-26-05 
7500 Security Boulevard 
Baltimore, MD. 2 1244- 1850 

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

Llear Mr. Kuhn: 

On behalf of the American Society of Echocardiography (ASE), I am writing to comment on the 
proposed changes in the Physician Fee Schedule (PFS) for CY 2008, published in the July 12, 
2007 Federal Register (the "CY 2008 PFS Proposed Rule"). 

The ASE strenuously objects to CMS's proposal to "bundle" Medicare payment for color 
Doppler (CPT Code 93325) into all echocardiography ("echo") "base" services, effective 
January 1,2008. This proposal: 

Is inconsistent with the approach to the "bundling" of color Doppler taken by the 
Relative Value update Committee (RUC) - an approach that was taken at the urging of 
CMS; 

Is based on the faulty assumption that color Doppler is "intrinsic" to the performance of 
all echo services - an assumption that CMS has made despite ASE's prior transmittal of - 
an analysis of Medicare claims that demonstrates that this assertion is incorrect; and 

Ignores the very real physician work and intra-service practice expenses associated with 
color Doppler - neither of which are reflected in any echo "base" services. 
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I. Backpround 

A. Backmound: The Clinical Utility of Color Doppler 

Color Doppler is performed in conjunction with one of the echo "base" imaging codes 
(transthoracic ('M'E), transesophageal, congenital, fetal, or stress) to identify and quantify the 
severity of valvular malfunction, congenital lesions, myocardial dysfunction and other structural 
abnormalities. It is used to evaluate hemodynarnic status, to select therapy, and to follow the 
results of treatment. Interpretation of the findings requires a systematic analysis of the color 
Doppler images, quantitation and integration of the data, and incorporation of this information 
into the echocardiographic report. 

Careful review of color Doppler information is essential for decision making and patient 
management in a variety of clinical situations. This modality is typically the primary diagnostic 
technique used in determining optimum therapy for many conditions. For example, color 
Doppler provides quantitative diagnostic information on the severity of valve regurgitation and, 
therefore, is essential to identify patients with mitral or aortic regurgitation (in whom murmurs 
are not always audible and may be unimpressive) to optimize their treatment, and especially to 
identify those who are candidates for surgical repair. 

In similar fashion, color Doppler is necessary for evaluating patients with more common clinical 
conditions, such as heart failure and acute myocardial infarction, to assess valvular, myocardial 
and hernodynamic status quantitatively. Color Doppler information is critical to the decision- 
making process in determining appropriate treatment and following up on the results of 
treatment. For example in these patients it is used to select patients for medical management 
versus surgical repairlreplacement of valves and is used to assess myocardial synchrony to 
determine who does and does not need cardiac resynchronization therapy for heart failure. 

B. Backmound: Valuation and "Bundling" of Color Doppler 

CMS initially requested inclusion of CPT code 93325 in the five-year review because this 
service had not been subject to RUC review previously. Accordingly, in 2005 the ACC 
conducted a survey of the physician work associated with this code in accordance with 
established RUC survey procedures. Instead of considering the survey results, and based 
primarily on the fact that the number of claims for color Doppler approximated the number of 
claims for TTE, the RUC requested ACC to consider submitting a CPT code request that 
"bundled" color Doppler (but not spectral Doppler) into CPT code 93307. 

Shortly thereafter, the ACC and ASE attempted to engage CMS in a dialogue on the issue, and 
sent an in-depth analysis to CMS setting forth numerous reasons to maintain current coding for 
color Doppler (the "2005 Position Paper") (Attachment A), including an independent 
consultant's study detailing the distribution of color Dopuler services across echo base codes (the 
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"2005 Direct Research Analysis) ' CMS did not respond until March 2,2006, shortly before the 
Editorial Panel meeting.. At that time, CMS indicated in e-mail correspondence that: "If we 
decide to review this code 1933251, it will be as part of our usual rule-making process. " 
(Emphasis added.) However, CMS did not convey to the CPT Editorial Panel any plan to handle 
the color Doppler issue in the context of the 2007 PFS, and the Editorial Panel referred the color 
Doppler back to the RUC "for valuation." 

Prior to the next RUC meeting, attempts were made to confirm with the RUC and with CMS that 
the meeting would address color Doppler valuation - not bundling - and oral assurances were 
received fiom RUC sources. Despite these assurances, the RUC meeting once again focused on 
"bundling" of color Doppler. Subsequently, at the urging of the RUC and CMS, ACC submitted 
a request for a NEW CPT code for TTEs performed with both color and spectral Doppler (i.e., 
the combination of CPT codes 93307,93325, and 93320). RUC staff confirmed in writing that 
this approach was consistent with the RUC's directive. The code request was approved by the 
Editorial Panel on June 7-10,2007 and is scheduled for valuation by the RUC at its upcoming 
September meeting. 

11. Comments 

A. CMS's Color Doppler Proposal Is Inconsistent with the RUC Process 

As discussed above, the RUC, with the full participation of CMS and based in part on what was 
understood as CMS's position, has already approved a new comprehensive transthoracic CPT 
code that bundles color Doppler (along with spectral Doppler) into a new CPT code for TTE 
(933xx). The new CPT code, which is slated for valuation by the RUC in September, 2007 and 
for implementation in 2009, addresses both spectral and color Doppler, and bundles Doppler 
services only with TTEs currently reported using CPT code 93307 - since 93% of color Doppler 
and 94% of spectral Doppler services are performed in conjunction with this base code. An 
estimated 400,000 Medicare claims (based on the 2005 Direct Research Report) and a substantial 
number of spectral Doppler services performed in conjunction with other echo '%asen procedures 
remain separately reportable and separately payable. By contrast, CMS's proposal (a) bundles 
color Doppler with all echo base codes; and (b) does not address spectral Doppler. 

It is unclear to us why CMS modified its view on this issue at this late date. However, we 
respectfully urge CMS to refrain fiom pre-empting all of the time and effort put into this matter 
by affected professional groups, the RUC, and the Editorial Panel by now adopting a completely 
different bundling policy which (as discussed below) does not reflect clinical practice insofar as 
it "bundles" color Doppler into '%base" echo services with which color Doppler is not routinely 
performed. 

' As discussed below, the 2005 Direct Research is analysis, which was also provided to the CPT Editorial Panel and 
the RUC (both of which include CMS representation), demonstrates that color Doppler is not an "intrinsic part" of 
all echo base codes. 

(Wl52282.DOC/ 3)  
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B. Color Doppler Is Not "Intrinsic" to the Performance of all Echo "Base" Codes 

Contrary to CMS's assumption (and as supported by the 2005 Direct Research Analysis), color 
Doppler is not "intrinsic" to the performance of all echo base services. In fact, the 2005 Direct 
Research Analysis that accompanied the 2005 Position Statement - which was provided 
previously to the RUC and Editorial Panel (including CMS) - demonstrates that the only echo 
"base" code with which color Doppler is billed more than 57% of the time (other than CPT code 
93307) is the code for congenital echo (CPT 93303), which generally is not performed for 
Medicare beneficiaries. More recent data (Attachment C) drawn from the 5% PhysiciadSupplier 
Standard Analytic File for 2005 and analyzed by Direct Research (the 2007 Direct Research 
Report) confirms that this pattern has remained essentially unchanged: Of the 13 echo "base" 
codes, seven include color Doppler less than 50% of the time. Thus, CMS's own data 
demonstrate that the perfonance of color Doppler is not, in fact, "intrinsic" to all 
echocardiography services. 

C. CMS's Color Domler P- 
Expenses Involved in Color Doppler 

CMS's proposal to "bundle" (and thereby eliminate payment for) color Doppler completely 
ignores the practice expenses and physician work involved in performance and interpretation of 
color Doppler studies. Thus the proposal ignores RUC valuations that were previously accepted, 
without providing any explanation. 

Preliminarily, please note that, as the result of CMS's recent modifications of its Practice 
Expense Relative Value Unit (PE-RVU) methodology, Medicare payment for color Doppler is 
already slated to decline by over 60%. Therefore, if CMS's interest in bundling color Doppler 
arises from the unstated assumption that this service is overpriced, significant reductions are 
already scheduled to occur. 

Regardless of the value assigned to color Doppler, providing this service unquestionably does 
involve real work. While the current work-RWs associated with color Doppler are minimal, the 
physician work is real - and growing. (Currently, .07 work R W s  are assigned to this service, 
which equates to approximately $2.66, assuming the current conversion factor.) The ASE's 
Guideline entitled, "Recommendations for Evaluation of the Severity of Native Valvular 
Regurgitation with Two-dimensional and Doppler echocardiography," 
(www.asecho.orn/freepdf/vavularreg~r~.pdf) details the physician work involved in color 
Doppler for the assessment of valvular disease: 

This technique [color Doppler] provides visualization of the origin of the 
regurgitation jet and its width (vena contmcta), the spatial orientation of the 
regurgitant jet area in the receiving chamber and, in cases of significant 
regurgitation, flow convergence into the regurgitant orifice. The size of the 
regurgitation jet by color Doppler and its temporal resolution however, are 
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significantly affected by transducer frequency and instrument settings such as 
gain, output power, Nyquist limit, size and depth of the image sector. Thus, full 
knowledge by the sonographer and interpreting echocardiographer of these issues 
is necessary for optimal image acquisition and accuracy of interpretation. 

This document requires the interpreting physician to perform a number of measurements. Yet, 
CMS's proposal ignores the physician work involved, assuming (without basis or explanation) 
that the additional value of this work is 0. 

Likewise, CMS 's proposal utterly ignores the practice expenses involved in performing color 
Doppler studies. It appears that CMS believes that because echo equipment now universally 
incorporates color Doppler capability, and because color Doppler is often performed 
concurrently with the imaging and spectral Doppler components of echo studies, there are no 
practice expenses involved. In fact, however, the provision of color Doppler adds sonographer 
and equipment time to the study, both of which are recognized under CMS's PE methodology. 

More specifically, the practice expenses recognized by the PEAC when this code was valued set 
forth in detail the resources required, and establish quite clearly that there was no "double 
counting" of the color Doppler and the base code practice expenses. Attachment E. To the 
contrary, the total practice expenses involved in color Doppler (CPT code 93325), spectral 
Doppler (CPT 93320) and transthoracic echo (CPT 93307) were valued together, in reference to 
two other ultrasound codes - Duplex scan of extracranial arteries; complete bilateral study (CPT 
93880) and Duplex scan of arterial inflow and venous outflow of abdominal, pelvic, scrota1 
contents andor retroperitoneal organs; complete study (CPT 93975). The presenter argued, and 
the PEAC agreed, that the total clinical labor time involved in the provision of 93307,93325, 
and 93320 (93 minutes), considered together, was greater than the clinical labor time for a 
duplex scan (82 minutes) and less than the clinical labor time for an abdominal arterial and 
venous study (108 minutes). Of the total combined 93 minutes of clinical labor time, 13 minutes 
was accorded to color Doppler (1 1 minutes of intraservice time was approved for data 
acquisition, and two minutes for processing, analyzing, and recording the results). Because color 
Doppler is always performed in the same session as an echo "base" code, no pre- or post service 
time was requested by the presenter or approved by the PEAC: To avoid double counting, all pre 
and post-service time - which should be allowed only once for the entire session -was associated 
with the '%base" code. 

The direct practice expense data published on the CMS website appears to reflect only 1 1 (rather 
than 13) minutes of staff time, and presumably direct expenses for the necessary echo equipment 
were estimated on the basis of staff time. There are no supply costs associated with color 
Doppler. 

The sonographer time and skill involved in providing color Doppler is not insubstantial. The 
protocol for data acquisition for color Doppler requires the cardiac sonographer to perform 
numerous tasks and obtain a number of measurements, as reflected in the ASE standard entitled, 
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"Recommendations for Quantification of Doppler Echocardiography" at 
www.asecho.orn/freevd~RecommendationsforQuantificationoovvlerEcho.vdf , as well as in 
the vavular regurgitation standard at www.asecho.or~lfreevdflvavu1arre~1~~vdf). Thus, 
allocating 11 minutes of time for the cardiac sonographer to acquire, process, and record the 
preliminary results of a color Doppler study is, if anythng, conservative. CMS's proposal to pay 
nothing for the cardiac sonographer's time, the equipment time, and associated overhead is 
entirely unsupportable. In fact, if CMS's proposal were adopted, the practice expenses involved 
in the performance of a complete TTE examination, including spectral and color Doppler 
services, would be less than the practice expenses involved in performing a duplex study, which 
clearly was not the intent of the PEAC.' 

Moreover, the Hospital Outpatient Prospective Payment System (HOPPS) Proposed Rule for CY 
2008 includes an entirely different proposal for '%undling" color Doppler into echo base codes. 
Under this proposal, the practice expenses associated with both color and spectral Doppler are 
bundled: However, the Ambulatory Payment Classification (APC) rates of the associated "base" 
echo services are increased to account for the additional costs. While we have not yet fully 
analyzed the HOPPS color Doppler "bundling" proposal and we clearly disagree with the 
"bundling" rationale used in the HOPPS Proposed Rule for both spectral and color Doppler, the 
HOPPS '%bundling" proposal at least does recognize the very real resources involved in the 
provision of color Doppler. 

III. Our Request. 

At this stage, the cardiology community is faced with no fewer than three proposals for 
"bundling" color Doppler into base echo codes: 

Proposed PFS Approach. This approach singles out color Doppler and "bundles" it 
into all echo codes, without providing additionalpayment on the grounds that color 
Doppler is an "inherent" part of echo. We disagree strongly with this approach and the 
underlying rationale. 

Proposed HOPPS Approach. This approach bundles Medicare payment for numerous 
add-on codes and other "ancillary support" services into the APC payment amounts for 
the associated principal procedures, and increases APC rates applicable to principal 
procedures proportionately. Under this proposal, both spectral and Doppler are bundled 
into all echo base codes, the former on the grounds that it is an "intra-operative 
procedure" and the latter on the grounds that it is an "image processing" service. In point 
of fact, neither of these rationales reflects an accurate understanding of cardiac Doppler 
services 

2 In fact, if this proposal is adopted, we believe that it would be appropriate to re-value the practice 
expenses accorded to both the carotid duplex and the AAA reference codes. 
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RUC Approach. The RUC approach (taken with the apparent concurrence of CMS) 
would create a new code for the commonly performed combination of (resting) TTE 
(93307) with color Doppler and spectral Doppler, without bundling either spectral or 
color Doppler into any other echo base code. Recommended valuation under the PFS 
would be provided by the R UC, and payment under HOPPS for the new code would be 
determined in the interim final HOPPS rule for CY 2009. 

Under these circumstances, we cannot help but conclude that CMSYs approach to "bundling" of 
echo and other services is in need of additional study and coordination. For this reason, we 
request a meeting that includes not only CMS personnel with authority over the CY 2008 
PFS Proposed Rule but also those with authority over the CY 2008 HOPPS Proposed Rule, 
as soon as practicable. 

We appreciate the opportunity to comment on this proposal, and look forward to meeting with 
you to discuss the possibility of a more unified and well-reasoned approach to this issue. 

Sincerely yours, 

Thomas Ryan,  MI^ 
President 
ASE 

Summary of Accreditation Provisions in Section 309 of H.R. 



September 2 1,2005 

Via E-mail and U.S. Mail 

Kenneth Simon, MD 
Mail Stop 04-01-26 
Centers for Medicare and Medicaid Services 
7500 Security Boulevard 
Baltimore, Maryland 21 244-1 850 

Dear Dr. Simon: 

As Residents of the American College of Cardiology (ACC) and the American Society of 
Echocardiography (ASE), we are writing to you to follow up on recent discussions regarding the 
potential modification of the CPT codes for echocardiography services, which were discussed during the 
August 25' Five Year Review meeting of RUC Workgroup 4. As you will recall, some Workgroup 
members suggested bundling the CPT code for color flow Doppler (CPT code 93325) into the CPT code 
for transthoracic echocardiography (CPT code 93307). 

We understand that this suggestion was based on the observation that the RUC data base for 2003 
reflected nearly equal numbers of CPT 93307 and CPT 93325 services and the subsequent conclusion that 
color Doppler was "always used with transthoracic echocardiographic imaging (CPT code 93307)." It 
was also observed that the echocardiography family of codes includes separate codes for color Doppler 
and spectral Doppler, while these services m bundled with the imaging component of extracranial 
vascular ultrasound services. 

Both ACC and ASE strongly believe that the cwent CPT code for color flow Doppler services should not 
be bundled into CPT code 93307. Moreover, we do not believe that any other CPT changes are needed 
for the echocardiography code "family." The cwent echocardiography procedure nomenclature and 
codes are longstanding and have attained widespread acceptance among both payers and the physician 
community. This "building block" nomenclature enables physicians to describe precisely what services 
have been performed and enables payers to provide payment only for those services that actually were 
provided--no more, no less. The history and use of these codes are different from that of vascular 
ultrasound and general ultrasound services, and each set of codes serves the unique needs of those 
physicians who use them for accurate and consistent reporting. 

I. The "Building Blockn Approach to Flexible and Accurate Reporting 

Echocardiography codes, like the codes for many other kinds of physicians' services, are characterized by 
a "building block" approach that enables the physician to bill for precisely those services that are 
provided. In the case of the echocardiography code "hily," there are a number of "base" codes and 

Attachment A 



ultrasound coding is similarly tailored to clinical needs. In view of the robust nature of cardiac 
ullrasound, with evidencebased utility in virtually every different form of heart d i m 3 .  An 
echocardiography coding system that included a separate code for each structure examined or for each 
clinical entity of concern would be highly unwieldy at best. Thus, echocardiography coding is based 
primarily on which techniques are needed to address the clinical concerns. 

4. The "building block" approach remains extremely useful in light of the breadth of 
echocardiography applications. For example, consider the use of add-on codes in conjunction with stress 
echocardiography (CPT 93350). This service would be provided alone to assess a patient with symptoms 
of exertional chest pain if c o w  artery disease were suspected. However if the patient also had a 
systolic murmur or if a thickened and immobile aortic valve were noted on echocardiographic imaging 
prior to the stress test, then spectral Doppler (93320) would be mandatory to evaluate the severity of 
aortic stenosis, and color Doppler flow imaging (93325) would be necessary to help assess for and 
determine the severity of associated aortic and mitral regurgitation. As another example, consider a 
patient with shorlness of breath and a systolic heart murmur sent by his primary care provider to 
detennine the cause and significance of the murmur and the cause of dyspnea. If mitral valve redundancy 
and obvious prolapse were evident on 2-dimensional echo imaging (CPT 93307), then the use of spectral 
Doppler (CPT 93320) and color Doppler flow imaging (CPT 93325) would be mandatory in order to 
determine the severity of mitral regurgitation and to document the presence and degree of pulmonary 
hypertension. On the other hand, if the echocardiographic imaging study demonstrated a large perimdial 
effusion with right heart chamber compression (as a cause for the patient's symptoms) with normal valve 
morphology and mobility, it might be more appropriate to do a limited spectral Doppler (93321) 
evaluation to help document the presence of tampanade and the need for pericardiocentesis; a complete 
spectral Doppler or a color Doppler flow imaging evaluation might not be necessary. We would be 
delighted to provide &tianal examples for other echocardiography "base" codes. 

5. As a practical matter, CPT 93325 is often (although clearly not always) done with virtually every 
base imaging code in the echocardiography family. ' Attachment A sets forth an analysis of data h m  the 
CY 2003 Medicare 5% PhysicianfSupplier Standard Analytic File, prepared by Chris Hogan of Direct 
Research (the "Hogan Analysis"). While most color flow Doppler services are provided in conjunction 
with two dimensional transthoracic echo (CPT code 93307), an estimated 388,230 color flow Doppler 
claims each year are provided in conjunction with other echocardiography services: including fetal echo, 
transesophageal echo, congenital echo and stress echo. The proportion of claims for each of these types 
of echocardiography services that include color flow Doppler varies substantially. For example, the 
Hogan Analysis indicates that approximately 36% of stress echo claims include color flow Doppler, while 
approximately 80% of congenital echo (complete) claims include the color flow Doppler code. For many 
of the echocardiography imaging codes, the proportion of claims that include color flow Doppler hovers 
in the 50% range. Therefore, any effort to "bundle" color flow Doppler into the base codes and to 

3 See Chcitlin MD, Armstrong WF, Aurigemma, GP, Beller GA, Bierman FZ, Davis JL, Douglas PS, Faxon DP, 
Gillam LD, Kimball TR, Kussmaul WG, Pearlman AS, Philbrick JT, Rakowski H, Thys,DM. ACC/AHA/ASE 2003 
guideline update for the clinical application of echocardiography: a report of the American College of 
Cardiology/American Heart Association Task Force on Practice Guidelines (ACCJAHAIASE Committee to Update 
the 1997 Guidelines for the Clinical Application of Echocardiography). 2003. American College of Cardiology Web 
Site. Available at: www.acc.org/~linicaYgUidelineslech/index~pdf. 

4 As the number of CPT 93307 services is quite large, it is not surprising that the majority of CPT 93325 services are 
performed in conjunction with CPT 93307 as the base imaging code 

5 The Hogan Analysis indicates that approximately 5.3% of the 336,255 color flow Doppler claims in the 5% file are 
provided in conjunction with CPT base codes other than CPT code 93307. 



provide payment on the basis of services provided to the 6'typical" patient would be extremely difficult 
and would necessarily result in less accurate payment for a substantial number of claims. 

6. The Hogan h l y s i s  makes it clear that bundling the color flow or spectral Doppler codes into the 
echocardiography base codes would not simplify billing. On the contrary, bundling would necessarily 
result in either (a) less accurate coding and billing, or (b) a considerably more complex coding and billing 
structure for echocardiography services. Color flow Doppler services not only are commonly billed with 
a wide range of echocardiography "base" codes, but also may be billed either with or without spectral 
Doppler. And, as illustrated above, either complete or limited spectral Doppler may be appropriate in 
different clinical circumstances. Therefore, if bundling were mandated, a series of "permutations" would 
be necessary to describe the range of clinical scenarios accurately. For example, to preserve accuracy in 
the face of"bundling", CPT code 93307, which is currently used to report the most common 
echocardiographic imaging procedure, would explode to include separate codes for: 

*Transthoracic echo alone--CPT 93307. 
*Transthoracic echo with spectral Doppler (completernT 93307 and CPT 93320. 
*Transthoracic echo (complete) with spectral Doppler (limited)--CPT 93307 and CPT 93321 
*Transthoracic echo with color flow Doppler-CPT code 93307 and 93325. 
*Transthoracic echo with spectral l3oppl& (complete) and color flow - 4 P T  93307,93320 and 
93325 
*Transthoracic echo (complete) with spectral Doppler (limited) and color flow - CPT 93307, 
93321 and 93325. 

Similar multiple permutations also would be required for all of the other echocardiography imaging 
services-limited iransthoracic, fetal, congenital transthoracic echo, transesophageal echo, congenital 
transesophageal echo, and stress echo. In order to bill with accuracy equivalent to what is now possible 
using the "building block" approach, the physician community would need nearly 70 different codes, 
rather than the 11 imaging and 5 "add on" codes that currently comprise the echocardiography code 
"family." This is certainly not a "coding simplification". Moreover, we note that changes to the CPT 
codes used to describe echocardiography services would also necessitate changes in the APC categories 
used to code and bill for these services in the Hospital Outpatient setting. Since for many base imaging 
codes, the use of spectral and color Doppler "add on" codes hovers around 50%, determining appropriate 
hospital charge data for new APC7s would be extremely challenging. 

7. The "building blockyy approach to ultrasound codes also facilitates efficient addition of new codes 
without requiring the revaluation of existing codes. For example, if and when new codes are developed 
for three dimensional echocardiography, these can be added to the echocardiography code ''13mi1yY7 
without requiring revaluation of any existing code. The same is true for other new technologies, such as 
tissue Doppler and Left Ventricular Synchrony. If the building block approach is abandoned and the 
codes combined, the addition of new codes to reflect advances in echocardiography will further 
complicate the echocardiography coding scheme and require frequent revaluation of existing codes. We 
note as well that a "building block" approach also has been used in many other sections of CPT precisely 
because it preserves flexibility and accuracy in describing combinations of specific services, without 
requiring users to employ "modifiers" for "reduced" or "prolonged" services, and because it reduces the 
need for manual review of claims. 

Summarizing, then, in light of ultrasound's broad utility in the diagnosis of various illnesses, it is neither 
surprising that there is considerable variation in the applicable coding conventions--nor is it clear that 
consistency in coding format ought to prevail over descriptive accuracy. Making all ultrasound CPT 
codes consistent would require a major undertaking involving a broad array of specialties and a 
substantial commitment of time and resources by both the CPT Editorial Panel and the RUC. This is 



especially true insofar as the use of building block codes for services such as Doppler appears to be the 
rule, rather than the exception in the CPT. 

The physician work involved in all of the major echocardiography "base" codes have been valued by 
RUC, and almost all of the "high volume" echocardiography services have undergone review through the 
Five Year Review process. The practice expense inputs of all of the current echo codes have been 
reviewed by the PEAC. The various echocardiographic imaging, spectral Doppler, and color Doppler 
codes have been written and valued in a manner that avoids duplication of work andlor time, and so 
represent "independent" services the combination of which accurately reflects both physician work and 
practice expense. Both the Editorial Panel and the RUC already have expended considerable energy and 
resources in developing and valuing the current echocardiography and other ultrasound codes, and we do 
not think it makes sense to overhaul the cment system (which is well understood, flexible enough to 
meet clinical needs, and allows users to describe exactly those services they have provided) in order to 
develop a new CPT coding system for cardiac ultrasound that likely would be either less accurate or 
substantially more complex than the current "building block" approach. 

We appreciate your consideration of this issue, and urge you to contact Rebecca Kelly, Director of 
Regulatory ABkirs for the American College of Cardiology @KellvQacc.org) or Diane Millman, 
Washington Counsel for the American Society of Echocardiography @Mi~lman@~psv.com) if you have 
any questions or concerns. 

Sincerely yours, 

Pamela S. Douglas, MD, FACC, President 
American College of Cardiology 

Bijoy Khandheria, MD, FASE, Resident 
American Society of Echocardiography 

Cc Edith Hambrick, MD 
Robert Zwolak, MD 
James Blankenship, MD 
Alan Pearlman, MD 
Michael Picard, MD 
Rebecca KeIly 
Denise Garris 
Diane Millman 
Janice Ehmnon 



Attachment 8 

CY 2003 Medicare 5% PhysicianISupplier Standard Analytic File, All Claims Lines 
For all claims with these base codes, what fraction of claims also had each of the add-on codes? 
Note: Percentages on a line may sum to more than 100% if claims typically had multiple add-on codes. 

Base Code Description 

76825 Echo exam of fetal heart 
76826 Echo exam of fetal heart 
76827 Echo exam of fetal heart 
76828 Echo exam of fetal heart 
93303 Echo transthoracic 
93304 Echo transthoracic 
93307 Echo exam of heart 
93308 Echo exam of heart 
9331 2 Echo transesophageal 
93314 Echo transesophageal 
9331 5 Echo transesophageal 
9331 7 Echo transesophageal 
93350 Echo transthoracic 

Number of claims, 5 93320 93321 93325 No Add'l service 
Spectral (complete) Spectral (Itd) Color flow None of the add-on codes on the claim 

'Excludes spectral and color flow claims that did not include base code. 



Medicare 5% Sample LDS SAF Physlcbn/Suppller File 2005. 
All Claims Lines with the Indicated CPT Codes - Crosstab Showing Addm Codes Appearing With Base Codes 

Count of Claims With Addon Codes Percent of Base Code Clalms Havlns Addan Code 

Base Codes All Claims 93320 93321 93325 92978 92979 93320 93321 93325 92978 92979 

Total an claims 
No base code on claim 
76825 
76826 
76827 
76828 
93303 
93304 
93307 
93308 
93312 
93314 
93315 
93317 
93350 

Note: Totals refled 5% sample data. Multiply by 20 to get estimated US totals. Data blanked iffevver than ten dalms. 












































































































